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require  increased  dosage  of  standard  anticonvulsant  medication; 
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A Study  of  Endometrial  Carcinoma  and  Potential 
Precursor  Lesions  (Part  Hr 

Brooks  Ranney,  M.D.* ** 


Because  of  the  length  of  this  study  concerning  endome- 
trial carcinoma  and  its  potential  precursor  lesions,  the  first 
portion  of  this  study  has  been  printed  in  the  SOUTH 
DAKOTA  JOURNAL  OF  MEDICINE  last  month,  Decem- 
ber 1979.  The  first  part  included  statistics  from  30  years 
of  practice  derived  from  patients  who  had  lesions  of  the 
following  type: 

1.  Endometrial  polyps. 

2.  Cystic  endometrial  hyperplasia. 

3.  Adenomatous  endometrial  hyperlasia. 

4.  Carcinoma  of  the  endometrium. 


COMMENTS 

1. . Relationship  Between  Types  of  Endometrial 
Neoplasia 

Table  XV  summarizes  the  statistical  relationships 
between  potential  precursor  lesions  of  the  endome- 
trium, and  endometrial  carcinoma,  which  were  dis- 
covered in  this  study.  Almost  10%  of  patients  with 
symptomatic  endometrial  polyps,  and  20%  of  pa- 
tients with  adenomatosis  endometrial  hyperplasia, 
also  had  endometrial  carcinoma.  The  percent  of  pa- 
tients who  had  spotting  bleeding  with  cystic  endo- 
metrial hyperplasia,  and  who  were  found  to  have 
endometrial  carcinoma  later  (1.53%)  is  misleading- 
ly low.  However,  if  one  includes  only  those  59 
patients  whose  recurring  spotting  obliged  us  to  per- 
form a second  curettage,  and  who  then  had  cystic 
hyperplasia,  6 or  10.17%  of  these  patients  also  had 
endometrial  carcinoma  in  the  second  curettage 
specimens. 


* Presented  at  the  South  Dakota  Section  of  the  American 
College  of  Obstetricians  and  Gynecologists  in  Yankton, 
South  Dakota  on  May  10,  1979.  This  is  Part  II  of  a 
two  part  series. 

**  Department  of  Obstetrics  and  Gynecology  University  of 
South  Dakota  School  of  Medicine,  The  Yankton  Clinic, 
400  Park,  Yankton,  South  Dakota  57078. 


Additionally,  Table  XVI  shows  that  more  than 
two-fifths  of  the  84  patients  who  had  endometrial 
carcinoma  also  had  concurrent  cystic  hyperplasia 
in  their  endometrial  specimens;  these  patients  were 
all  between  40  and  60  years  old.  It  is  interesting 
that  in  19  older  patients  (aged  60  through  86), 
endometrial  carcinoma  had  developed  concurrent 
with  otherwise  atrophic  endometrial  tissues. 2 

Time-sequential  relationships  between  the  occur- 
rence of  adenomatous  hyperplasia  of  the  endome- 
trium, carcinoma-in-situ  of  the  endometrium,  and 
carcinoma  of  the  endometrium  are  shown  in  Figure 
2. 

Adenomatous  hyperplasia  was  noted  first  at  age 
35,  and  reached  a peak  incidence  at  ages  40  to  45, 
after  which  it  tapered  off. 

Endometrial  carcinoma-in-situ  was  noted  first  at 
age  40,  showed  a slight  rise  in  incidence  between 
ages  45  and  54,  and  was  last  seen  during  the  late 
50’s. 

Endometrial  carcinoma  was  first  noted  at  age  40, 
reached  a peak  incidence  at  ages  60  to  65,  and  then 
tapered  down  slowly  so  that  it  was  last  observed  in 
the  80’s. 

These  interesting  sequential  relationships  may  be 
studied  in  more  detail  when  age  groups  are  com- 
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Table  XV 

Statistical  Relationship  Between 
Potential  Precursor  Lesions 

And  Endometrial  Carcinoma 

Potential 

Number 

Also  Had  Endometrial  Carcinoma 

Precursor  Lesions 

Patients 

Concurrent  Later 

Total 

Percent 

Symptomatic 
Endometrial  Polyps 

222 

16  6 

22 

9.91 

Symptomatic  Cystic 

Endometrial  Hyper- 
plasia 

392 

0 6 

6 

1.53 

Adenomatous 

Endometrial  Hyper- 
plasia 

75 

13  2 

15 

20.0 

Table  XVI 

PREDOMINANT  CONCURRENT  ENDOMETRIAL 
LESIONS 

(84  Patients  with  Endometrial  Carcinoma) 


Lesion 

Number 

Percent 

Endometrial  Polyps 

16 

19.05 

Cystic  Hyperplasia 

36 

42.85 

Adenomatous  Hyperplasia 

13 

15.48 

Atrophic  Endometrium 

19 

22.62 

5 -YEAR  AGE  GROUPS 

Figure  2 

Relationship  between  age,  and  occurrence  of  endometrial 
neoplasia. 

pared  to  depth  of  myometrial  invasion  of  endome- 
trial cancer  (Figure  3). 

Among  the  16  patients  in  whom  endometrial 
cancer  had  not  yet  invaded  the  myometrium,  the 
largest  nurr.b^r  were  discovered  at  ages  40  to  49, 
and  the  incider.ce  tapered  down  during  subsequent 
decades,  being  last  seen  during  the  70’s. 

Conversely,  among  the  37  patients  in  whom  en- 


Figure  3 

Relationship  between  age  and  depth  of  myometrial  invasion. 

dometrial  cancer  was  discovered  to  have  invaded 
the  medial  third  of  the  myometrium,  these  were 
first  found  in  small  numbers  in  the  40’s,  rose  to  a 
peak  incidence  in  the  60’s,  and  tapered  to  a low 
incidence  in  the  80’s. 

The  23  patients  whose  endometrial  cancers  had 
invaded  the  middle  third  of  the  myometrium  showed 
a similar  incidence  curve  except  that  the  peak,  dur- 
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ing  the  60’s,  was  lower,  and  the  relative  incidence 
in  the  70’s  and  80’s  was  higher. 

However,  this  gradual  sequential  relationship,  be- 
tween deeper  invasion  and  later  age,  is  reversed 
among  the  8 patients  in  whom  the  lateral  third  of 
the  myometrium  had  been  invaded  by  cancer.  These 
patients  were  initially  discovered  to  have  advanced 
endometrial  cancer  more  frequently  during  their 
40’s  and  50’s,  and  less  frequently  during  later 
decades.  This  probably  represents  a decreased  host- 
resistance  against  neoplastic  cells,  in  these  few  pa- 
tients, resulting  in  rapid  progression  of  cancer.^^  '^^.^c. 
61 

2.  Potential  Etiologic  Factors;  History  and  Symptoms 

The  high  rate  of  nulliparity  (28.6%)  and  rela- 
tively low  fertility  of  some  of  these  patients  who 
later  developed  endometrial  carcinoma,  both  seem 
to  lend  credence  to  the  postulate  that  infrequent 
ovulation,  associated  with  high  estrogen  levels, 
which  persist,  unopposed,  over  relatively  long  in- 
tervals of  time,  may  contribute  in  some  way  to  the 

development  of  endometrial  cancer.®’2*’25. 29, 31, 34,40,49, 68 

Four  patients  had  significantly  abnormal  liver 
function,  which  could  interfere  with  the  inactivation 
of  estrogens,^'*  but  three  of  these  patients’  sections 
showed  only  adenomatous  endometrial  hyperplasia; 
just  one  such  patient  had  endometrial  carcinoma. 

Table  XVII  shows  that  11  patients  who  had 
adenomatous  hyperplasia,  and  6 patients  who  had 
endometrial  carcinoma,  had  been  receiving  exogen- 
ous estrogens  for  variable  intervals  prior  to  curettage 
for  spotting  bleeding.  This  constituted  10.9%  of  the 
159  patients  in  these  two  groups,  or  18.3%  of  the 
93  patients  who  were  in  the  perimenopausal  ages 
(40  to  60).  Exogenous  estrogen  therapy  for  less 


than  one  in  five  of  these  perimenopausal  patients 
constitutes  a smaller-than-average  incidence  for  such 
therapy  among  women  in  this  region  during  these 
ages.  We  have  no  significant  data  on  type,  dura- 
tion, or  dosage  of  estrogen  therapy. 

42,56 

Four  of  the  6 patients  who  had  been  receiving 
exogenous  estrogens,  when  spotting  bleeding  led  to 
curettage  and  a diagnosis  of  cancer,  had  Stage  0, 
microfocal  carcinoma  limited  to  small  areas  of  the 
endometrium.  The  two  others  had  early  Stage  I,  a 
endometrial  cancer.  These  6 patients,  plus  the  1 1 
patients  whose  curettage  specimens  disclosed  adeno- 
matous endometrial  hyperplasia,  are  in  accord  with 
the  observation  that  patients  with  endometrial 
neoplasia,  who  receive  exogenous  estrogens,  tend 
to  spot-bleed  early.  If  this  early  symptom  brings 
these  patients  to  the  gynecologist,  curettage  is  per- 
formed. A diagnosis  is  made.  Then  these  patients 
receive  definitive  treatment  for  their  early  endome- 
trial neoplasia,  which  is  usually  either  adenomatous 
hyperplasia,  carcinoma-in-situ,  or  early  Stage  I,  a 
carcinoma. 

Whether  persistent,  unopposed  estrogens  are  in 
some  degree  etiologic,  or  merely  stimulatory  toward 
endometrial  neoplasia,  cannot  be  decided  here. 
Nevertheless,  when  the  cervical  canal  permits  it, 
some  form  of  endometrial  sampling  may  be  ob- 
tained, in  an  effort  to  rule  out  neoplasia,  before 
prescribing  cyclic,  oral  estrogens,  when  hormones 
are  needed  to  treat  menopausal  symptoms. 

This  author  has  never  prescribed  estrogens  for 
women  who  have  previously  had  cancer  of  the 
endometrium,  ovary,  or  breast,  because  of  the 
theoretical  danger  that  such  estrogens  may  restimu- 
late latent  cancer  cells,  or  modify  the  patient’s  host- 


Table  XVII 

Historical  Factors  Possibly  Related  to 
Development  of  Endometrial  Neoplasia 


Historical 

Factors 

75  Patients 
Adenomatous 
Hyperplasia 

84  Patients 
Carcinoma 
Endometrium 

Number 

Percent 

Number 

Percent 

Had  received  exogenous 
estrogens 

11 

14.6 

6 

7.14 

Prior  intrauterine 

Radium  (to  treat 
benign  bleeding) 

4 

5.3 

6 

7.14 

Diabetes:  at  operation 
Diabetes:  later  years 

2 

7 

2.7 

9.3 

10 

2 

11.9 

2.4 

Obesity  (30  lbs.  +) 

20 

26.7 

36 

42.9 

Hypertension 

19 

25.3 

43 

51.2 
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resistance  to  cancer  in  some  unknown  manner.  For 
similar  reasons,  in  occasional  patients  who  have 
endometrial  hyperplasia,  we  have  insisted  upon 
hysterectomy  before  prescribing  badly  needed 
estrogens  for  severe  menopausal  symptoms. 

Four  patients  who  had  adenomatous  hyperplasia, 
and  6 patients  with  endometrial  carcinoma  had  been 
castrated,  within  2 to  16  years  earlier,  with  intra- 
uterine radium  therapy,  because  of  excessive,  benign 
uterine  bleeding.  This  irradiation  may  have  contri- 
buted to  the  later  development  of  neoplasia  in  these 
10  patients.2® 

It  is  interesting  that  diabetes  was  present  in  only 
two  patients  with  adeonmatous  hyperplasia,  but  de- 
veloped in  7 others  during  later  years.  Conversely, 
diabetes  was  present  in  10  patients  at  the  time 
endometrial  carcinoma  was  diagnosed,  and  de- 
veloped in  two  others,  later.  If  there  is  a direct  or 
indirect  relationship  between  the  occurrence  of 
diabetes  and  endometrial  hyperplasia,  or  endome- 
trial cancer,  this  time-sequential  relationship  would 
be  anticipated. 

Also  interesting  is  the  finding  that  obesity  (30 
or  more  pounds  overweight)  and  hypertension  were 
both  twice  as  frequent  in  patients  who  had  endo- 
metrial adenocarcinoma,  as  they  were  in  patients 
whose  sections  showed  adenomatous  hyperplasia  of 
the  endometrium.  Obese  patients  have  more  fat  in 
which  steroid  hormones  (principly  androstenedione) 
may  be  peripherally  converted  to  active  estrogens 
(mostly  estrone).  It  is  postulated  by  some  that  this 
may  be  a significant  factor  in  the  etiology  of  endo- 
metrial cancer. ® Whether  hypertension  is  a 

sign  of  some  significant  patho-physiologic  variant, 
which  may  favor  the  inception  of  endometrial 
neoplasia,  cannot  be  stated  at  this  time. 

Only  one  patient  with  endometrial  carcinoma  had 
no  symptoms  (Table  XVIII),  and  this  patient  had 
only  tiny,  microscopic  carcinoma-in-situ  (Stage  0). 
Seven  patients  who  were  found  to  have  adenoma- 
tous endometrial  hyperplasia  gave  no  history  of 
spotting  bleeding  or  vaginal  discharge.  However,  in 


general,  endometrial  neoplasia  will  cause  intermen- 
strual  or  postmenopausal  spotting-bleeding,  or  (in 
older  patients)  a serous  or  purulent  discharge  from 
the  uterus,  relatively  early  during  the  significant 
stages  of  disease  unless  cervical  stenosis  from  prior 
cone  biopsy  or  obstetric  scars  obstructs  drainage. 
Likewise,  Table  XI  demonstrates  that  the  duration 
of  symptoms  is  generally  proportional  to  the  pro- 
gression of  the  disease — longer  spotting  usually  in- 
dicates more  advanced  lesions. 

3.  Diagnosis  and  Treatment  of  Endometrial  Cancer 

and  Precursor  Lesions 

In  general,  cervical  smears  are  only  about  60% 
accurate  for  screening  the  abnormal  endometrial 
cells  of  endometrial  cancer,  even  when  several  endo- 
cervical  aspiration  techniques  are  used.  This  rela- 
tive inaccuracy  may  be  somewhat  improved  by  a 
few  individuals  with  special  research  experience  and 
skills,  but  these  are  not  generally  available.  Thus, 
although  cytology  aspirated  from  the  lumen  of  the 
cervix  and/or  uterus  may  be  of  help  occasionally 
in  the  identification  of  early  endometrial  cancer,  it 
cannot  be  considered  generally  reliable. 

Endometrial  biopsy  or  aspiration  curettage,  per- 
formed under  “verbal”  or  local  anesthesia  in  the 
gynecologist’s  office,  may  help  to  rule  out  endo- 
metrial cancer  prior  to  the  inception  of  estrogen 
therapy  for  treatment  of  menopausal  symptoms,  if 
the  cervical  lumen  is  sufficiently  patulous.  How- 
ever, nulliparous  patients,  or  women  whose  cervices 
have  had  prior  treatments,  often  have  sufficient 
stenosis  or  distortion  of  the  cervical  canal  to  make 
these  procedures  exceedingly  painful  and  impracti- 
cal. Likewise,  the  frequently  tiny,  often  fragmented 
specimens  of  endometrium  may  be  camouflaged  with 
blood  clot;  then,  they  may  present  the  pathologist 
with  an  unfair  diagnostic  dilemma.  Therefore,  al- 
though quite  helpful  when  positive,  these  specimens 
of  endometrium,  obtained  in  the  office,  cannot  be 
considered  to  be  very  accurate  if  findings  are  nega- 
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Table  XVIII 

Symptoms  from  Endometrial  Neoplasia 
(Spotting-bleeding;  serous  pink  discharge; 
purulent  discharge) 


Type  of  Neoplasia 

No  Symptoms 

Had  Symptoms 

Number 

Percent 

Number 

Percent 

Endometrial  Polyps 

293 

56.9 

222 

43.1 

Cystic  Hyperplasia 

223 

36.3 

392 

63.7 

Adenomatous  Hyperplasia 

7 

9.3 

68 

90.7 

Endometrial  Carcinoma 

1 

1.2 

83 

98.8 
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Diagnosis  of  the  cause  of  spotting  or  irregular 
uterine  bleeding,  between  menses,  or  after  the 
menopause,  in  women  age  40  or  older,  may  be 
determined  most  accurately  by  dilatation  and  frac- 
tional curettage  of  the  cervix  and  uterus,  with  the 
patient  fully  anesthetized. * 

Preferably,  after  age  40,  curettage  to  diagnose 
the  causes  of  spotting  bleeding  should  be  performed 
by  the  gynecologist  who  will  also  provide  the  sub- 
sequent indicated  treatment  for  endometrial  neo- 
plasia. Additionally,  we  prefer  that  the  time  interval, 
between  curettage  and  removal  of  the  malignant 
uterus,  be  as  short  as  possible,  to  limit  the  op- 
portunity for  spread  of  malignant  cells  through 
blood  or  lymph  vessels  and  tissue  spaces,  which  are 
always  opened  by  curettage. 

If  the  gynecologist  can  make  a diagnosis  of  endo- 
metrial carcinoma  from  the  gross  appearance  of 
curettings,’’'’^’  or  if  frozen  sections  of  curettings  show 
malignancy,  we  usually  prefer  to  operate  immedi- 
ately, during  the  same  anesthesia,  removing  the 
uterus,  tubes,  ovaries,  and  other  indicated  tissues. 
If  diagnosis  must  await  observation  of  the  paraffin 
sections,  we  prefer  that  the  interval  between  curet- 
tage and  definitive  operation  be  no  more  than  24 
to  48  hours. 

The  operating  gynecologist  cannot  expect  clear 
differentiation  between  Stage  I endometrial  cancer 
(involving  the  uterus)  and  Stage  II  cancer  (invad- 
ing the  cervix)  from  specimens  obtained  by  frac- 
tional curettage,  although  this  technique  may  be 
helpful.  An  endometrial  polyp,  containing  cancer, 
may  pass  down  the  cervical  canal — may  be  visible 
for  biopsy  through  the  external  os  of  the  cervix — 
without  cervical  invasion.  The  dilated,  patulous  cer- 
vix may  allow  much  ascending  infection  and  in- 
flammation, thus  further  camouflaging  the  micro- 
scopic findings.^"  Therefore,  experience  and  meticu- 
lous judgment  are  needed  during  placement  of  the 
curet  if  one  tries  to  differentiate  between  Stage  I 
and  Stage  II  endometrial  cancer  by  use  of  frac- 
tional curettage.  Even  so,  microscopic  results  of  such 
curettage  are  not  unequivocal,  and  definite  veri- 
fication of  cervical  invasion  must  await  gross  and 
microscopic  examination  of  the  extirpated  uterus. 

Based  upon  training  and  experience,  it  has  al- 
ways been  our  preference  to  operate  initially  on  pa- 
tients with  Stage  I,  a and  Stage  I,  b endometrial 
cancer  4,n,15,18,l!>,33,37,3!),41,48 

Conversely,  the  rationale  for  initial  radiotherapy 
seems  more  compelling  for  advanced  endometrial 
cancer.  Some  years  ago  we  treated  advanced  endo- 
metrial cancer  patients  initially  by  packing  the 
uterine  cavity  with  Heymann’s  capsules  containing 
radium.  However,  sections  taken  from  the  operative 


specimen,  three  to  four  weeks  later,  which  showed 
almost  total  caseous  obliteration  of  cellular  detail 
in  the  endometrial  cancer  near  the  lumen,  also 
showed  active  cancer  invading  deep  in  the  myome- 
trium (micro-sections).  This  finding  is  not  surpris- 
ing because  irradiation  effect  from  local  radium 
sources  should  be  inversely  proportional  to  the 
square  of  the  distance  from  those  sources.  More 
recently,  when  we  have  elected  preoperative  irradia- 
tion, it  has  been  from  external  sources — hoping  to 
“seal  off”  lymphatic  spread.  However,  we  still  have 
unsettling  doubts  concerning  the  potential  for  in- 
filtration and  metastasis  of  cancer  cells,  after 
curettage,  during  the  weeks  required  for  external 
irradiation,  before  extirpation  of  the  pelvic  organs. 

At  the  operating  table  we  have  also  observed 
that  preoperative  irradiation  does  interfere  to  some 
extent  with  meticulous  tissue  dissection,  particularly 
if  one  finds  an  indication  for  some  modification  of 
radical  hysterectomy.  Of  course,  prior  adhesions, 
pelvic  inflammatory  disease,  or  severe  endometriosis 
may  also  make  such  radical  dissection  much  more 
difficult  and  less  meticulous.'*^ 

Just  before  operating  for  endometrial  cancer  we 
cleanse  the  vagina,  suture  the  cervix  tightly  closed, 
and  insert  a firm  vaginal  pack. 

When  the  abdomen  is  open  we  palpate  for  pelvic 
and  aortic  lymph  nodes.  In  our  experience,  no  pa- 
tient with  aortic  lymph  node  metastasis  has  lived 
more  than  one  and  a-half  to  two  years;  however, 
reasonable  extirpative  and  supplementary  therapy 
should  be  provided. 

Before  manipulating  the  uterus  in  any  way  we 
clamp  long,  8-inch  forceps  closely  on  either  side 
of  the  uterus  and  cervix,  to  limit  the  potential 
spread  of  cancer  cells  during  the  operation.  Handles 
of  these  forceps  are  tied  together;  these  provide  the 
only  traction  used  during  the  operation. 

With  the  cancer  thus  contained,  the  uterus,  tubes, 
ovaries,  cervix,  and  a cuff  of  vagina  are  removed. 
Prior  to  opening  the  vagina,  the  vaginal  pack  is 
pulled  out,  from  below,  by  the  circulating  nurse. 
Various  portions  of  radical  dissection  of  parametrial 
or  paracervical  tissues  may  be  performed — each 
tailored  to  the  special  findings  of  the  specific  pa- 
tient. Before  closing  the  vaginal  vault,  we  insert  a 
small  vaginal  sponge  from  above — to  be  removed 
from  below  immediately  after  the  operation.  Raw 
surfaces  of  the  pelvis  are  peritonized,  and  pelvis  is 
irrigated  with  saline,  and  the  abdominal  incision  is 
closed. 

If  microscopic  sections  of  the  uterus  show  more 
than  minimal  infiltration  of  the  myometrium,  or  if 
either  tube  or  ovary,  or  lymph  nodes  contain  cancer, 
we  request  postoperative  external  irradiation.  Stage 
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O and  Stage  I,  a endometrial  cancer  patients  seldom 
receive  irradiation.  If  ordered,  the  irradiation  treat- 
ments are  started  as  soon  as  the  patient’s  intestinal 
and  urinary  functions  are  satisfactory — usually  on 
the  5th  or  6th  postoperative  day.  After  a few  days 
the  patients  are  often  well  enough  to  leave  the  hos- 
pital, and  continue  their  daily  irradiation  as  out- 
patients. 

We  have  not  used  vaginal  vault  radium  bombs 
as  immediate  postoperative  therapy,  but  have  re- 
served their  use  for  five  patients  (5.9%)  who 
needed  treatment  for  vaginal  vault  recurrences.  Af- 
ter radium  bomb  irradiation  the  vagina  is  rigid, 
scarred,  sometimes  agglutinated,  and  essentially  use- 
less for  coitus,  and  there  usually  is  much  bladder 
urgency.  Therefore,  we  prefer  not  to  use  the  vaginal 
vault  irradiation  technique  routinely  or  frequently, 
as  reported  by  others. 

The  small  numbers  of  recurrence  or  metastasis 
of  endometrial  cancer  which  we  have  seen  have  been 
treated  by  extirpation,  irradiation,  or  large-dose 
progestin  therapy.  If  feasible,  operative  removal  is 
best.’’^  *®  Where  it  is  safe,  irradiation  is  quite  helpful, 
at  least  for  a time.^^-*®  Progestin  therapy  is  tempor- 
arily palliative  in  some  patients  for  intervals  varying 
from  one  to  several  years;  the  anabolic  hormone 
often  makes  these  patients  feel  quite 

46,54 

Table  XIX  shows  that  half  of  the  patients  with 
endometrial  cancer  and  precursor  lesions  were 
treated  by  initial  hysterectomy  and  other  indicated 
operative  procedures.  In  some  of  these  patients 
hysterectomy  and  supplemental  procedures  were 
performed  to  treat  other  pelvic  abnormalities,  such 
as  myomas,  adenomyosis,  prolapse,  neoplasia  of  the 


cervix  or  ovary,  or  endometriosis.^*  Among  these 
patients,  precursor  lesions  of  the  endometrium  were 
either  incidental  findings,  or  were  of  secondary  im- 
portance. 

For  a similarly  wide  variety  of  reasons,  it  was 
necessary  to  perform  hysterectomy  from  one  to  20 
years  after  the  initial  curettage  for  one-fifth  of  these 
patients.  Only  28.6%  of  these  patients,  who  were 
initially  found  to  have  a precursor  lesion,  or  endo- 
metrial cancer,  did  not  need  initial  or  subsequent 
hysterectomy.  One  may  theorize  that  in  some  of 
these  patients  the  myomas,  adenomyosis,  and  endo- 
metriosis may  have  been  stimulated  by  causes 
similar  to  those  which  stimulated  the  endometrial 
polyps  and  endometrial  hyperplasia.** 

4.  Survival  and  Prognosis 

In  this  environment,  over-all  long-term,  post- 
operative survival,  free  of  endometrial  carcinoma 
was  noted  in  between  91%  and  95%  of  patients — 
depending  upon  methods  of  calculation.  Survival  for 
patients  who  had  Stage  II,  III,  and  IV  endometrial 
cancer  was  76.5%.®®®  However,  during  the  next 
two  decades,  about  one-fourth  of  the  older  pa- 
tients who  had  survived  endometrial  cancer  died  of 
other  medical  causes. 

No  patient  died  who  had  Stage  I endometrial 
cancer.  Beyond  that,  the  depth  of  myometrial  in- 
vasion was  helpful  in  determining  the  need  for  post- 
operative irradiation.®’®’®®  Some  Stage  II  lesions  re- 
quired modified  radical  hysterectomy.  Microscopic 
adnexal  involvement  by  cancer  was  not  necessarily 
disastrous.  However,  the  three  patients  who  had 
aortic  node  involvement  succumbed  to  cancer  within 
one  and  a half  years.®’®®’*® 


Table  XIX 

Need  for  Initial  Hysterectomy,  or  Later  Hysterectomy 
Endometrial  Carcinoma,  or  Precursor  Lesions 


Type  Initial  Later  No 

of  Hysterectomy  Hysterectomy  Hysterectomy 


Neoplasia 

Number 

Number 

Percent 

Number 

Percent 

Number 

Percent 

Endometrial 

Polyps 

515 

309 

60. 

62 

12.1 

144 

27.9 

Cystic 

Hyperplasia 

615 

223 

36.3 

177 

28.8 

215 

34.9 

Adenomatous 

Hyperplasia 

75 

37 

49.3 

28 

37.4 

10 

13.3 

Endometrial 

Carcinoma 

84 

84 

100. 

— 

— 

Totals 

1289 

653 

50.7 

267 

20.7 

369 

28.6 
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Indications  and  Usage:  Treatment  of  signs  and  symptoms  of  rheumatoid  arthritis 
and  osteoarthritis  during  acute  flares  and  in  long-term  management.  Safety  and  efficacy 
have  not  been  established  in  Functional  Class  IV  rheumatoid  arthritis. 

Relief  of  mild  to  moderate  pain. 

Contraindications:  Individuals  hypersensitive  to  it,  or  \A/ith  the  syndrome  of  nasal 
polyps,  angioedema  and  bronchospastic  reactivity  to  aspirin  or  other  nonsteroidal 
anti-inflammatory  agents  (see  WARNINGS). 

Warnings:  Anaphylactoid  reactions  have  occurred  in  patients  \with  aspirin  hypersen- 
sitivity (see  CONTRAINDICATIONS). 

Fteptic  ulceration  and  gastrointestinal  bleeding,  sometimes  severe,  have  been 
reported.  Ulceration,  perforation,  and  bleeding  may  end  fatally.  An  association  has  not 
been  established.  Motrin  should  be  given  under  close  supervision  to  patients  with  a 
history  of  upper  gastrointestinal  tract  disease,  only  after  consulting  ADVERSE 
REACTIONS. 

In  patients  with  active  peptic  ulcer  and  active  rheumatoid  arthritis,  nonulcerogenic 
drugs,  such  as  gold,  should  be  tried.  If  Motrin  must  be  given,  the  patient  should  be  under 
close  supervision  for  signs  of  ulcer  perforation  or  gastrointestinal  bleeding. 
Precautions:  Blurred  and/or  diminished  vision,  scotomata,  and/or  changes  in  color 
vision  have  been  reported.  If  these  develop,  discontinue  Motrin  and  the  patient  should 
have  an  ophthalmologic  examination,  including  central  visual  fields. 

Fluid  retention  and  edema  have  been  associated  with  Motrin;  use  with  caution  in 
patients  with  a history  of  cardiac  decompensation. 

Motrin  can  inhibit  platelet  aggregation  and  prolong  bleeding  time.  Use  with  caution  in 
persons  with  intrinsic  coagulation  defects  and  those  on  anticoagulant  therapy. 

Patients  should  report  signs  or  symptoms  of  gastrointestinal  ulceration  or  bleeding, 
blurred  vision  or  other  eye  symptoms,  skin  rash,  weight  gain,  or  edema. 

To  avoid  exacerbation  of  disease  or  adrenal  insufficiency,  patients  on  prolonged 
corticosteroid  therapy  should  have  therapy  tapered  slowly  when  Motrin  is  added. 

Drug  interactions.  Aspirin  used  concomitantly  may  decrease  Motrin  blood  levels, 
Coumarin:  Bleeding  has  been  reported  in  patients  taking  Motrin  and  coumarin. 
Pregnancy  and  nursing  mothers:  Motrin  should  not  be  taken  during  pregnancy  or  by 
nursing  mothers. 

Adverse  Reactions 

Incidence  greater  than  1% 

Gastrointestinal:  The  most  frequent  type  of  adverse  reaction  occurring  with  Motrin  is 
gastrointestinal  (4%  to  16%).  This  includes  nausea,*  epigastric  pain,*  heartburn,* 
diarrhea,  abdominal  distress,  nausea  and  vomiting,  indigestion,  constipation  abdominal 
cramps  or  pain,  fullness  of  the  Gl  tract  (bloating  and  flatulence).  Central  Nervous  System: 
Dizziness,*  headache,  nervousness.  Dermatologic:  Rash*  (including  maculopapular 
type),  pruritus.  Special  Senses:  Tinnitus.  Metabolic:  Decreased  appetite,  edema,  huid 
retention.  Fluid  retention  generally  responds  promptly  to  drug  discontinuation  (see 
PRECAUTIONS).  ' 

‘"Incidence  3%  to  9%. 

Incidence  less  than  1 in  100 

Gastrointestinal:  Upper  Gl  ulcer  with  bleeding  and/or  perforation,  hemorrhage,  melena. 
Central  Nervous  System:  Depression,  insomnia.  Dermatologic:  Vesiculobullous  erup- 
tions, urticaria,  erythema  multiforme.  Cardiovascular:  Congestive  heart  failure  in 
patients  with  marginal  cardiac  function,  elevated  blood  pressure.  Special  Senses: 
Amblyopia  (see  PRECAUTIONS).  Hemalologic:  Leukopenia,  decreased  hemoglobin  and 
hematocrit. 

Causal  relationship  unknown 

Gastrointestinal:  Flepatitis,  jaundice,  abnormal  liver  function.  Central  Nervous  System: 
Paresthesias,  hallucinations,  dream  abnormalities.  Dermatologic:  Alopecia,  Stevens- 
Johnson  syndrome.  Special  Senses:  Conjunctivitis,  diplopia,  optic  neuritis.  Hematologic: 
Hemolytic  anemia,  thrombocytopenia,  granulocytopenia,  bleeding  episodes.  Allergic: 
Fever,  serum  sickness,  lupus  erythematosus  syndrome.  Endocrine:  Gynecomastia, 
hypoglycemia.  Cardiovascular:  Arrhythmias.  Renal:  Decreased  creatinine  clearance 
polyuria,  azotemia. 

Overdosage:  In  cases  of  acute  overdosage,  the  stomach  should  be  emptied.  The  drug 
is  acidic  and  excreted  in  the  urine,  so  alkaline  diuresis  may  be  beneficial. 

Dosage  and  Administration:  Rheumatoid  and  osteoarthritis,  including  flares  of 
chronic  disease:  Suggested  dosage  is  3(X),  400  or  600  mg  t.i.d.  or  q.i.d. 

Mild  to  moderate  pain:  400  mg  every  4 to  6 hours  as  necessary  for  relief  of  pain. 

Do  not  exceed  2400  mg  per  day. 

Caution:  Federal  law  prohibits  dispensing  without  prescription. 

For  additional  product  information,  see  your  Upjohn  representative  or  consult  the 
package  insert. 
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Almost  every  doctor  in  the  State  of  South  Dakota 
sees  Medicaid  patients  and  I am  sure  all  of  us  can 
relate  horrendous  experiences  about  the  program. 
It  would  by  my  opinion  that  something  should  be 
done  about  the  program  to  make  it  run  more  fairly 
for  the  physician,  the  patient  and  the  taxpayer. 

Many  of  the  complaints  revolve  around  poor  re- 
imbursement, the  “little  Caesar”  administration 
denying  legitimate  claims,  the  Cadillac  driving 
patient  and  even  the  bad  apple  doctor  milking  the 
program. 

In  the  case  of  poor  reimbursement,  Medicaid  in 
South  Dakota  allows  $6.00  for  a $12.00  office  visit, 
a payment  that  will  not  even  pay  expenses.  At  the 
same  time,  a fee  of  $11.00  is  allowed  for  a com- 
plete blood  count!  How  can  anyone  justify  a test 
being  more  valuable  than  the  personal  care  of  the 
physician?  As  a matter  of  fact,  almost  all  laboratory 
fees  are  paid  for  at  100%  of  billing.  Immediately, 
one  can  see  how  an  unscrupulous  provider  could 
be  enticed  into  ordering  unnecessary  laboratory 
investigations  to  compensate  for  low  office  call  com- 
pensation. 

Today’s  providers  are  asked  to  accept  Medicaid 
fees  well  below  the  standard  fees,  which  prompts 
me  to  ask,  “What  other  contractors  are  asked  to 
work  for  the  government  for  a discount?”  Not  only 


are  we  subsidizing  the  program,  but  at  the  same 
time  are  given  no  credit  for  this  obvious  philanthro- 
py. On  the  contrary,  HEW  would  continue  to  pic- 
ture us  as  money  hungry  and  greedy. 

Recent  surveys  shows  that  physicians  think  the 
Medicaid  program  is  “somewhat  successful.”  Cer- 
tainly, it  provides  help  for  the  needy,  improves 
access  to  medical  care  and  allows  good  medical 
care  delivery.  On  the  negative  side,  it  seems  to  be 
abused  and  overused,  has  a low  fee  schedule  and  has 
poor  administration.  Add  to  this  the  paperwork  and 
we  come  up  with  one  more  negativism — it  is  too 
costly. 

It  is  time  for  a change  in  the  program.  If  only  a 
few  of  the  above  inequities  could  be  changed,  most 
of  us  would  be  happy  to  provide  our  services  and 
talents  to  the  needy.  We  should  work  to  the  end 
that  fee  schedules  are  made  equitable,  patient  abuse 
of  the  program  is  markedly  decreased  and  admini- 
strative costs  and  paper  work  curtailed.  It  is  also 
important  that  Big  Brother  becomes  aware  that 
reluctance  to  participate  may  become  an  increasing 
problem.  This  we  do  not  want  for  the  sick,  needy 
patient. 

Sincerely, 

D.  B.  Reaney,  M.D.,  President 
South  Dakota  State  Medical  Association 
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PHYSICIANS  NEEDED 


FAMILY  PRACTICE  RESIDENCY 

Second-year  position  available  July,  1980.  Ac- 
credited program  is  community  based  and  affili- 
ated with  the  University  of  Iowa  College  of 
Medicine.  Generous  stipend  and  fringe  benefits. 

Contact:  C.  A.  Waterbury,  M.D.,  Director 
441  East  San  Marnan  Drive 
Waterloo,  Iowa  50702 
(319)  234-4419 


FAMILY  PRACTITIONER  WANTED 

13-man,  mixed  group  practice  seeking  Family 
Practitioner  to  join  its  Family  Practice  Depart- 
ment of  six  Family  Practitioners  located  100 
miles  south  of  the  Twin  Cities  in  a community  of 
25,000.  Ideal  community  with  excellent  schools 
and  multiple  recreational  opportunities,  new  hos- 
pital. Liberal  benefits  and  top  salary  offered. 
This  is  a choice  practice  opportunity  in  rural 
southern  Minnesota.  Please  contact  James  Burns, 
M.D.,  210  N.  St.  Mary  St.,  Albert  Lea,  MN 
56007,  Phone  (507)  373-1441. 


Established  physician  plans  to  retire  SeptembCT, 
1980.  Clinic  office  and  equipment  available  on  hos- 
pital grounds.  (Clinic  now  has  two  physicians  and 
one  dentist  — separate  practices).  Physicians  can  buy 
or  rent  office,  can  be  on  own  or  hospital  would  guaran- 
tee a salary  for  one  year.  Every  other  weekend  off 
and  one  day  during  week  off.  Time  allowed  for  con- 
tinuing education,  etc. 

27  bed  hospital  built  in  1970.  Adjoining  48  bed 
intermediate  care  facility,  99%  occupancy.  Beeper 
system. 

Community:  population  approximately  1,500  in 
Platte  and  trade  center  for  several  smaller  commu- 
nities. Missouri  River  is  14  miles  west  with  all  kinds 
of  hunting,  fishing  and  boating,  etc.  Golf  course  and 
club  house  just  outside  of  town.  Swimming  pool  and 
tennis  court.  Very  good  school  system  (public  and 
Christian  private) . Nine  churches. 

Contact:  Patricia  Biddle,  RN,  Adm. 

Platte  Community  Memorial  Hospital 

Platte,  SD  57369 

Call  Collect:  (605)  337-3364 


EMERGENCY  PHYSICIAN 

Emergency  Physician  needed  to  join  three 
others  in  Cheyenne,  Wyoming.  ACLS  Certifica- 
tion necessary,  experience  and  Board  Certification 
desirable.  Unique  organization,  multiple  hospital 
group  owned  by  all  the  physicians.  Profits  re- 
turned to  physicians,  not  to  entrepeneur.  Contact 
American  Medical  Services  Association,  4400 
Broadway  — Suite  306,  Kansas  City,  Missouri 
64111,  (816)  931-3040. 
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Chapter  News 


SOUTH  DAKOTA  ACADEMY  OF  FAMILY  PHYSICIANS 
3001  South  Holly  Avenue 
Sioux  Falls,  SD  57105 
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American  Academy  of  Family  Physicians 
Report  On  Survey  Of 
1979  Graduation  Family  Practice  Residents 


the  results  as  of  July,  1979,  follows. 

L • I ■ 1 Q77  tQ7X  TUfl  1979  demoEraphlc  data  with  demographic  data  from  previous 

t::.  rrir,,' VI;  !h?crr,ia  Srfbi„s  Cha';,™,  a„.  popu„„o„  „f  con.naun,,i.s  ,o  which 
gSiuatins  residcats  were  mo.ing  lo  pracMcc.  However.  1977-1979  data  may  be  d, redly  compared  with  conftdence. 

Practice  Arrangements  Of  1979  Graduating  Residents 


Number  of 


Type  of  Practice  Arrangement 

Family  Practice  Group 
Multi-Specialty  Group 

Two-Person  Family  Practice  Group  (Partnership) 

Solo 

Military 

Teaching 

USPHS 

Emergency  Room 
Hospital  Staff  (F-T) 

None  of  the  above 


Reporting  Grads 

4T9 

119 

261 

186 

159 

68 

104 

64 

31 

32 

M43^  ^ 


Percentage  of  Total 
Reporting  Grads 
29.1% 

8.2% 

18.1% 

12.9% 

11.0% 

4.7% 

7.2% 

4.4% 

2.2% 

2.2% 

100.0% 


Distribution  Of  1979  Graduating  Residents  By  Community  Size 

Percentage  of  Cumulative  Percentage 


Character  and  Population  of  Community 

Rural  area  or  town  (less  than  2500)  not  within  25  miles  of  large 
Rural  area  or  town  (less  than  2500)  within  25  miles  of  large  city 
Small  town  (2500-25,000)  not  within  25  miles  of  large  city 
Small  town  (2500-25,000)  within  25  miles  of  large  city 
Small  City  (25,000-100,000) 

Suburb  of  small  metropolitan  area 
Small  metropolitan  area  (100,000-500,000) 

Suburb  of  large  metropolitan  area 
Large  metropolitan  area  (500,000  or  more) 

Inner  city /low  income  area  (500,000  or  more) 

Family  Practice  Review 

University  of  Nebraska  offers  its  nationally  rec- 
ognized review  course.  Dates;  March  17-28  and 
April  14-25,  1980.  Contact;  Richard  L.  Reimer, 
Continuing  Education,  University  of  Nebraska  Med- 
ical Center,  42nd  and  Dewey  Avenue,  Omaha, 
Nebraska  68105. 

Coming  Meetings 

Black  Hills  Summer  Seminar,  Rapid  City,  SD, 
August  14-16,  1980. 


Number  of  'lotal  of  Total 

Reporting  Grads  Reporting  Grads  Reporting  Grads 


80 

5.9% 

5.9% 

38 

2.8% 

8.7% 

325 

24.2% 

32.9% 

214 

15.9% 

48.8% 

213 

15.8% 

64.6% 

49 

3.7% 

68.3% 

143 

10.6% 

78.9% 

123 

9.2% 

88.1% 

106 

7.9% 

96.0% 

54 

4.0% 

100.0% 

1,345 

100.0% 

AAFP  Convention,  New  Orleans,  LA,  October 
6-9,  1980. 

SDAFP  Wins  Membership  Award 

Our  chapter  received  a first  place  award  for  per- 
centage of  family  practice  residents  who  are  resident 
affiliate  members  of  our  chapter.  South  Dakota  and 
Idaho  won  awards  at  the  annual  assembly  in  Atlanta 
for  having  100%  of  residents  as  members.  North 
Dakota  won  a second  place  award. 
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Who  gets  hurt  if  health  insurance  is  priced  out  of 

the  market  ? 

A question  that  all  of  us  must  consider! 

Health  care  cost  containment  is  everyone’s  responsibility 


SOUTH  DAKOTA  BLUE  SHIELD 

1601  West  Madison  street 
Sioux  Falls,  South  Dakota  57104 
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Clinicopathological  Conferem:e 


Sixty-Nine  Year  Old  Caucasian  Male  With  Low 
Grade  Fever  and  Upper  Respiratory  Symptoms 
of  Three  Week  Duration 


Richard  McClaflin,  M.D.* 

Loren  Tschetter,  M.D.,  FACP** 

Discussers 

John  Barlow,  M.D.*** 

Editor 


CASE  NO.  M 806  084 

This  69-year  old  married  male  entered  Sioux  Valley 
Hospital  with  a two  to  three  week  history  of  low  grade 
fever  in  the  evenings  and  upper  respiratory  symptoms. 

Previous  hospital  admissions  7-17-62  to  7-20-62  (sixteen 
years  prior  to  admission)  - chest  pain  of  undetermined 
etiology.  The  patient  had  been  followed  for  two  years  for 
low  grade  anemia.  The  chest  pain  had  been  intermittent 
and  he  had  had  no  symptoms  referable  to  his  heart  at 
that  time.  Chest  film,  gallbladder  series,  barium  enema, 
and  upper  gastrointestinal  series  were  within  normal  limits. 
An  electrocardiogram  showed  nonspecific  changes.  Hemo- 
globin 12.4  gm/dl,  hematocrit  40  vol%,  the  red  cells  were 
slightly  microcytic  and  hypochromic,  total  leukocyte  count 
was  7,300/ mm-^  with  55%  segmented  neutrophils,  2% 
eosinophils,  1%  basophils,  32%  normal  lymphocytes  and 
10%  monocytes.  Stool  for  occult  blood,  fasting  glucose, 
blood  urea  nitrogen  and  cholesterol  were  within  normal 
limits.  The  patient  was  thought  to  have  myositis  of  the 
pectoral  muscles  and  was  discharged. 

Second  admission  3-3-72  to  3-7-72  - impacted  right 
ureteral  calculus.  At  this  time,  the  hemoglobin  was  15.8 
gm/dl  with  normal  indices.  Urinarlysis  was  negative.  A 
calcium  phosphate  stone  was  removed  from  the  right  ureter. 

The  patient  was  in  good  health  but  began  to  have 
sneezing,  watery  eyes,  sniffles,  and  mild  decrease  in  hearing 
about  three  weeks  prior  to  admission.  Three  to  four  days 


* Resident  in  Family  and  Community  Medicine,  Sioux 
Falls,  SD. 

**  Specialist  in  Internal  Medicine,  Sioux  Valley  Hospital 
and  Central  Plains  Clinic,  Sioux  Falls,  SD. 

***Pathologist,  Laboratory  of  Clinical  Medicine  and  Sioux 
Valley  Hospital,  Sioux  Falls,  SD;  Professor  of  Pathology, 
School  of  Medicine,  University  of  South  Dakota. 


prior  to  admission,  the  patient  developed  vertigo  while 
turning  over  in  bed  on  several  occasions.  These  episodes 
of  vertigo  disappeared  spontaneously.  There  was  no  history 
of  sore  throat,  earaches,  myalgias,  malaise,  or  other 
systemic  symptoms.  There  was  no  cough  or  hemoptysis. 
The  patient  was  seen  in  a physician's  office  where  a white 
count  was  1 3,000/ mm'^  and  a chest  x-ray  showed  a patchy 
left  lower  lobe  infiltrate.  The  patient  did  not  improve  on 
ampicillin  and  was  admitted  for  evaluation.  There  was  no 
history  of  chills  or  sweats,  but  the  patient  had  lost  6-10 
pounds  weight  over  the  prior  three  to  four  weeks  and  had 
had  some  anorexia  during  the  same  period  of  time.  Family 
history  and  review  of  systems  were  unremarkable. 

PHYSICAL  EXAMINATION:  Temperature  98.6“F, 
pulse  88/minute  and  regular,  respirations  28/minute  and 
regular  - blood  pressure  138  systolic  and  80  diastolic, 
height  5'9",  weight  159  lbs.  There  was  watery  rhinorrhea 
but  no  other  abnormality  in  the  head  and  neck.  In  particu- 
lar, the  nasal  mucosa  was  boggy  but  there  was  no  ulcera- 
tion. The  thryoid  was  not  enlarged  and  there  was  no 
cervical  lymphadenopathy.  The  patient  had  multiple 
seborrheic  keratoses  and  cherry  hemangiomas  on  the  face 
and  trunk.  Examination  of  the  lungs  showed  there  were 
decreased  breath  sounds  at  the  left  base  and  whisper 
egophony  at  the  left  upper  back.  There  were  a few 
scattered  rales.  The  heart  was  not  enlarged  and  had  a 
regular  rhythm  with  no  murmurs  or  abnormal  sounds. 
Peripheral  pulses  were  unremarkable.  Examination  of  tbe 
abdomen  showed  no  palpable  organs  or  masses.  There 
was  mild  left  lower  quadrant  tenderness  to  palpation. 
Rectal  examination  was  within  normal  limits.  Neurologic 
examination  was  unremarkable. 

LABORATORY  DATA:  urinalysis  yellow  cloudy,  speci- 
fic gravity  1.022,  pH  5.0,  1-1-  protein,  1-1-  hemoglobin, 
negative  for  glucose,  ketone  bodies  and  bile;  sediment  2-3 
white  cells/hpf,  and  2-3  red  cells/hpf;  hemoglobin  12.5 
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gm/dl,  hematocrit  39  vol/dl,  with  normal  red  cell  indices. 
Total  leukocyte  count  14,900/mm3  with  81%  segmented 
neutrophils,  2%  neutrophils  hands,  3%  eosinophils,  11% 
lymphocytes  and  3%  monocytes.  The  platelets  appeared 
normal  in  morphology  but  were  slightly  increased  in  num- 
ber on  the  smear.  The  red  cells  showed  slight  anisocytosis 
and  were  normochromic.  The  erythrocyte  sedimentation 
rate  was  104  mm/hr,  protein  electrophoresis  protein  total 
7.3  gm/dl,  with  3.0  gm/dl  albumin,  0.7  gm/dl  alpha  I 
globulin,  1.2  gm/dl  alpha  II  globulin,  1.0  gm/dl  beta 
globulin,  1.4  gm/dl  gamma  globulin,  alkaline  phosphatase 
157  lU/L  (normal  up  to  115  lU/L),  aspartate  aminotrans- 
ferase (SCOT)  69  lU/L  (normal  up  to  40  lU/L),  blood 
urea  nitrogen  31  mg/dl,  creatinine  1.5  mg/di.  Total 
bilirubin,  calcium,  inorganic  phosphorus,  glucose,  uric  acid, 
and  cholesterol  were  within  normal  limits.  PPD  and 
Candida  skin  tests  were  negative.  Complement  fixation  tests 
for  histoplasmosis,  blastomyocosis,  coccidiomycosis,  asper- 
gillosis and  candidiasis  were  negative.  Tests  for  pulmonary 
hypersensitivity  showed  a positive  test  for  aspergillus.  Mul- 
tiple blood  cultures  and  sputum  cultures  for  routine,  myco- 
bacterial, and  fungal  pathogens  were  negative.  Cold  ag- 
glutinin titer  was  negative.  An  electrocardiogram  was  unre- 
markable. Chest  x-ray  showed  consolidation  of  the  left 
lower  lobe  and  a nodular  density  in  the  right  lower  lung 
field  which  could  have  been  a nipple  shadow.  The  densities 
in  the  left  chest  showed  progressive  increase  in  size  with 
nodularity  over  the  course  in  the  hospital  and  compared 
to  outside  films.  X-ray  of  the  sinuses  was  unremarkable. 
Intravenous  pyelogram  and  nephrotomogram  revealed  a 
benign  right  renal  cyst.  Right  renal  ultrasound  examination 
also  suggested  a cyst  in  the  right  kidney.  The  liver  and 
spleen  scan  was  negative.  A computer  axial  tomogram  of 
the  brain  revealed  mild  cerebral  atrophy.  An  open  lung 
biopsy  was  performed. 

DR.  McCLAFLIN:  In  summary,  we  have  a 69- 
year-old  male  presenting  with  upper  respiratory 
symptoms  and  found  to  have  a left  pulmonary  in- 
filtrate and  abnormalities  of  urinary  sediment.  In 
addition,  a low-grade  anemia,  mild  leukocytosis, 
markedly  elevated  erythrocyte  sedimentation  rate 
and  slight  elevations  of  SCOT  and  alklaine  phospha- 
tase are  noted.  The  differential  diagnosis  of  any  of 
these  abnormalities  is  wide,  but  it  seems  appropriate 
to  first  discuss  the  possible  causes  of  the  patient’s 
left  pulmonary  nodular  densities  and  consolidation. 

In  this  case  the  first  possibility  considered,  as  it 
almost  invariably  should  be,  was  infectious.  Because 
of  the  multiple  negative  blood  and  sputum  cultures, 
especially  in  view  of  the  remarkable  absence  of 
lower  respiratory  symptoms,  I feel  that  bacterial 
pneumonia  can  be  discarded  as  a possibility.  The 
absence  of  an  elevated  cold  agglutinin  titer  tends  to 
rule  out  mycoplasma  pneumoniae  as  an  offending 
agent,  and  the  appearance  of  nodularity  on  chest 
x-ray  rules  out  the  otherwise  attractive  possibility 
of  viral  disease. 

Tuberculosis  must  always  be  considered  when 
dealing  with  such  pulmonary  abnormalities  and 
could  conceivably  explain  this  patient’s  renal  and 
hepatic  abnormalities.  Although  well-documented 
cases  of  PPD  negative  tuberculosis  have  been  re- 


ported, the  absence  of  a positive  skin  test  and  fail- 
ure to  demonstrate  mycobacteria  on  sputum  smears 
and  cultures  make  this  entity  untenable  as  a working 
diagnosis.  Any  lung  material  from  such  patients 
should,  however,  include  stains  and  cultures  to 
further  rule  out  this  elusive  pathogen.i-2 

Fungal  diseases  to  be  considered  as  capable  of 
causing  chest  x-ray  changes  akin  to  those  in  this 
case  include  coccidioidomycosis,  histoplasmosis  and 
North  American  blastomycosis.  Clinically,  coccidio- 
idomycosis and  histoplasmosis  can  be  ruled  out  be- 
cause of  lack  of  exposure  history  in  the  southwest 
and  by  the  absence  of  complement-fixing  antibodies. 
Although  serology  in  histoplasmosis  and  systemic 
blastomycosis  are  less  reliable,  the  presence  of  con- 
solidation and  absence  of  calcifications  argue  against 
these  entities.  Aspergillosis  may  present  as  a primary 
bronchopulmonary  disease  or  as  secondary  aspergil- 
lomatous  fungus  balls  which  characteristically  form 
in  cavitary  lesions  created  by  other  primary  lung 
diseases.  These  entities  are  unlikely  because  of  the 
absence  of  the  usually  prominent  finding  of  hemo- 
ptysis in  the  former  and  absence  of  the  radiologi- 
cally  distinctive  fungus  balls  seen  in  the  latter.  Al- 
lergic aspergillosis  can  cause  roentgenographic 
changes  similar  to  those  in  this  case  in  its  chronic 
form,  but  the  lack  of  a typical  asthmatic  like  his- 
tory makes  this  possibility  unlikely  despite  the  pres- 
ence of  precipitating  antibodies  to  aspergillus.  Such 
antibodies  may  be  found  in  up  to  fifty  percent  of 
normal  individuals  without  subjective  or  objective 
evidence  of  disease.  Like  the  other  fungal  diseases 
discussed,  aspergillosis  cannot  be  completely  ruled 
out  until  specific  studies  on  biopsy  material  can  be 
performed. 

Metastatic  malignancy  often  presents  with  asymp- 
tomatic pulmonary  nodules.  There  is,  however,  no 
compelling  evidence  of  distant  primary  neoplasm 
in  the  physical  examination  or  laboratory  data  pro- 
vided. The  rapid  progression  of  the  intrathoracic 
x-ray  findings  from  those  of  patchy  infiltration  to 
multiple  nodules  would  be  highly  unusual,  while  the 
upper  respiratory  symptoms  and  laboratory  findings 
would  be  difficult  to  explain  on  the  basis  of  meta- 
static disease.  For  these  reasons,  metastatic  malig- 
nancy can  be  dropped  as  a serious  consideration. 

Of  the  primary  lung  neoplasms,  bronchogenic 
carcinoma  can  also  be  ruled  out  because  of  the 
rapid  course.  Bronchoalveolar  cell  carcinoma  could 
explain  the  infiltrates  seen,  but  nodularity  would 
be  uncharacteristic.  Hodgkin’s  disease  and  non- 
Hodgkin’s  lymphomas  can  both  be  associated  with 
pulmonary  infiltrates  and  nodules,  but  these  have 
almost  always  been  associated  with  significant  hilar 
adenopathy. 
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A fascinating  diagnostic  possibility,  one  that  can 
only  be  ruled  out  with  certainty  by  biopsy,  is  sar- 
coidosis. A systemic  granulomatous  disease  which 
runs  a chronic  course  and  can  involve  any  organ 
system  with  a predilection  for  the  lung,  sarcoidosis, 
could  explain  all  of  the  laboratory  and  clinical 

manifestations  of  this  patient’s  illness. 

The  best  known  roentgenographic  finding  in 
thoracic  sarcoidosis  is  bilateral  hilar  lymphadeno- 
pathy,  but  up  to  one  third  in  some  series  show 
pulmonary  infiltrates,  often  nodular,  without  hilar 
adenopathy.  There  are  several  well-documented  ex- 
ceptions, but  such  parenchymal  involvement  is  al- 
most always  bilateral.  This  does  raise  an  interesting 
question  about  the  small  nodular  density  in  the  right 
chest  which  “could  have  been  a nipple  shadow”.  If, 
indeed,  this  denisty  was  a true  nodule  rather  than 
a nipple  shadow,  the  possibility  of  bilateral,  though 
asymmetric  disease,  is  again  raised  and  sarcoidosis 
becomes  a stronger  possibility 

Another  intriguing  group  of  related  diseases,  a 
group  which  includes  the  most  likely  causation  of 
this  patient’s  illness,  is  the  systemic  vasculitides.  The 
prototype  disease  of  this  group  is  polyarteritis 
nodosa.  First  described  by  Kussmaul  and  Maier  over 
a century  ago,  all  forms  of  necrotizing  vasculitis 
were  originally  lumped  under  this  term.  In  recent 
years,  several  fairly  distinct  forms  of  vasculitis 
have  emerged  and  successive  attempts  at  meaning- 
ful categorization  have  been  made  on  both  his- 
tologic and  clinical  grounds.  No  single  system  of 
nomenclatune  has  met  with  universal  acceptance, 
and  some  confusion  in  terminology  as  well  as  a 
great  deal  of  overlap  between  recognized  syndromes 
remains.  A detailed  discussion  of  the  histologic 
findings  is  beyond  the  scope  of  this  presentation, 
which  will  be  confined  to  the  clinical  presentation 
and  major  pathologic  findings  of  the  major  syn- 
dromes. Prevailing  theory  holds  that  the  majority 
of  these  syndromes  are  caused  by,  or  closely  asso- 
ciated with,  immune  complex  deposition  in  blood 
vessel  walls.  Complement  components  are  activated 
by  this  deposition  and  some  of  these  complement 
components  serve  as  leukocyte  chemotactic  factors. 
This  initiates  the  characteristic  process  of  blood 
vessel  inflammation  with  vascular  and  perivascular 
necrosis.  Several  diseases  in  this  group  exhibit  vary- 
ing degrees  of  lymphocytic  and  monocytic  re- 
sponse. 

Classic  polyarteritis  nodosa  is  a necrotizing  vas- 
culitis of  medium  and  small-sized  arteries  which 
typically  involves  the  kidneys,  gastrointestinal,  and 
genitourinary  tracts,  and  may  cause  hypertension  in 
adults  or  coronary  arteritis  in  children.  Lung,  spleen. 


and  skin  are  characteristically  not  involved  in  this 
disease;  which  for  this  reason,  may  be  dropped 
from  the  differential  diagnostic  possibilities. 

A second  disease  believed  to  be  closely  related 
is  allergic  granulomatosis.  It  is  distinguished  from 
polyarteritis  nodosa  by  prominent  lung  involvement. 
This  entity  also  may  be  dropped  from  consideration 
because  it  is  invariably  associated  with  striking 
eosinophilia  and  a severe  allergic  diathesis,  usually 
asthma. 

Of  interest  is  the  necrotizing  vasculitis  associated 
with  hepatitis  B surface  antigen  (HBsAg)  and  the 
vasculitis  following  bouts  of  acute  serous  otitis 
media.  Some  authors  have  gone  so  far  as  to  suggest 
that  all  patients  suspected  of  having  a vasculitis 
should  be  checked  for  the  presence  of  HBsAg 
antigen. 

A second  group,  hypersensitivity  vasculitis,  is 
characterized  by  its  involvement  of  postcapillary 
venules  and  predilection  for  the  skin.  This  group, 
which  includes  serum  sickness,  Henoch-Schonlein 
purpura,  essential  mixed  cryoglobulinemia,  and  the 
vasculitis  associated  with  connective  tissue  diseases 
or  with  malignancy,  will  not  be  considered  further. 
Likewise,  a third  group,  giant  cell  arteritis  (tem- 
poral arteritis  and  Takayasu’s  arteritis)  and  the 
entities  of  thromboangiitis  obliterans  (Buerger’s 
disease)  and  the  mucocutaneous  lymph  node  syn- 
drome will  not  be  discussed  because  of  distinctly 
different  clinical  pictures,  but  are  mentioned  only 
to  point  out  their  pathogenetic  similarities  as  im- 
mune complex  diseases. 

Goodpasture’s  syndrome,  which  often  comes  to 
mind  when  a combination  of  pulmonary  and  renal 
lesions  are  encountered  is  low  on  the  list  of  pos- 
sibilities on  clinical  grounds,  since  hemoptysis  is 
usually  an  early  finding  and  the  patient’s  upper  air- 
way symptoms  would  not  be  explained. 

Attention  will  now  be  turned  in  greater  detail 
to  the  disease  which  I feel  most  closely  fits  the 
clinical  findings  in  this  case.  Wegener’s  granuloma- 
tosis is  a well-defined  disease  entity  characterized 
anatomically  by  a classic  triad;  (1)  necrotizing 
granulomatous  lesions  in  the  upper  air  passages, 
lower  respiratory  tract  or  both,  (2)  generalized 
focal  necrotizing  vasculitis  involving  both  arteries 
and  veins,  almost  always  present  in  the  lungs  and 
more  or  less  widely  disseminated  in  other  sites;  (3) 
glomerulitis,  characterized  by  necrosis  and  thrombo- 
sis of  loops  or  lobes  of  the  capillary  tuft,  capsular 
adhesions  and  evolution  as  a granulomatous  lesion. 

It  is  an  unusual  disease  and  good  data  on  incidence 
and  prevalence  of  Wegener’s  granulomatosis  are 
unavailable.  The  mean  age  is  about  40  years,  but 
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cases  have  been  reported  between  the  ages  of  3 
months  to  75  years. 

Respiratory  involvement,  either  upper  or  lower 
and  usually  both,  is  by  definition  present  in  all  pa- 
tients. Classic  presenting  complaints  include  rhinor- 
rhea,  sinus  pain  and  drainage,  and  serous  otitis 
media  often  complicated  by  secondary  bacterial  in- 
fections. Common  findings  include  nasopharyngeal 
granulomas  and  ulcerations  with  septal  perforations 
and  saddle-nose  deformity.  Severe  sinusitis  is  often 
evident  radiographically  and  common  secondary 
bacterial  pathogens  include  Staphylococcus  and 
Pseudomonas.  Lower  respiratory  symptoms  may  be 
absent  even  in  the  face  of  striking  x-ray  changes, 
but  when  present  usually  consist  of  cough,  hemopty- 
sis and,  less  frequently,  chest  pain.  Pulmonary  in- 
filtrates vary  widely  in  appearance,  may  be  fleeting, 
and  are  often  bilateral.  Solitary  or  miltiple  nodules 
alone  or  in  combination  with  infiltrates  are  seen. 
Mediastinal  lymph  node  enlargement  is  rare  and 
calcification  of  infiltrates  has  not  been  reported. 

Renal  involvement,  occurring  in  about  80%  of 
patients,  is  the  hallmark  of  generalized  Wegener’s 
granulomatosis  and  was  the  major  cause  of  death 
in  affected  patients  prior  to  recent  therapeutic  ad- 
vances. The  extent  of  kidney  involvement  varies 
widely  at  the  time  of  discovery,  but  hematuria  with 
red  cell  casts  and  mild  proteinuria  are  typically 
found  on  routine  examination  during  the  workup 
of  the  patient’s  respiratory  complaints.  Renal  func- 
tion studies  may  be  within  normal  limits  at  this 
stage.  The  classic  early  renal  lesion  is  focal  and 
segmental  glomerulitis,  which  progresses  to  necro- 
tizing and  proliferative  glomerulonephritis,  often 
with  crescent  formation.  Pulmonary  and  upper  air- 
way findings  may  wax  and  wane  for  months,  but  the 
onset  of  renal  abnormalities  is  an  omnous  prognotic 
sign.  Death  ensues  within  one  year  in  93%  of  un- 
treated patients  with  a mean  survival  of  five  months. 

Nervous  system  involvement  occurs  in  from  25  to 
50%  of  patients  and  is  manifested  by  mononeuritis 
multiplex  and  cranial  neuritis,  which  may  occur  as 
a result  of  arteritis  of  the  vasa  nervosum  or  sec- 
ondary to  direct  extension  into  the  cranial  vault  by 
paranasal  granulomata.  The  former  mechanism 
seems  a likely  cause  of  hearing  loss  and  transient 
vertigo  in  today’s  case  as  no  mention  of  serous 
otitis  media  was  made  on  physical  examination  and 
computer  tomography  of  the  brain  showed  no  mass 
lesions. 

Skin  manifestations,  present  in  up  to  one  half  of 
patients,  are  widely  varied  in  appearance.  It  is  pos- 
sible that  the  cherry  hemangiomata  found  on  ex- 
amination of  this  patient  might  prove  to  be  due  to 


small  vessel  vasculitis  on  biopsy.  The  heart  and 
joints  are  affected  in  a smaller  proportion  of  pa- 
tients. 

Laboratory  manifestations  of  Wegener’s  granulo- 
matosis include  normochromic  normocytic  anemia 
(attributed  by  some  authors  as  due  to  a micro- 
agniopathic  hemolytic  process  and  by  others  as  due 
to  chronic  disease)  mild  leukocytosis,  increased 
platelet  count,  and  striking  elevations  of  erythrocyte 
sedimentation  rate  (ESR)  in  the  100  mm/hr  range. 
Antinuclear  antibodies  are  universally  absent  and 
at  least  one  recent  study  documents  the  presence  of 
circulating  immunoglobulin  complexes  in  these  pa- 
tients. Mild  hyperglobulinemia,  usually  due  to  IgA 
and  sometimes  IgM,  is  a frequent  finding.  Serum 

complement  levels  are  characteristically  normal. 

8-1  0 

Two  closely  related  diseases,  lymphomatoid 
granulomatosis  and  idiopathic  midline  granuloma 
(formerly  termed  lethal  midline  granuloma  because 
of  its  terrible  prognosis)  are  worthy  of  mention  at 
this  point.  Lymphomatoid  granulomatosis  is  char- 
acterized pathologically  by  vascular  inflammation 
and  destruction  by  atypical  lymphocytoid  and 
plasmacytoid  cells,  giving  it  some  characteristics  of 
a lymphoproliferative  disease.  Clinically,  it  has 
many  similarities  with  Wegener’s  granulomatosis  and 
the  two  are  often  confused.  A few  clinical  differ- 
ences do  exist;  and,  in  this  case,  are  helpful  in  dis- 
tinguishing the  two.  In  lymphomatoid  granulomato- 
sis lung  involvement  is  also  universally  present,  but 
sinus  and  upper  airway  involvement  is  unusual. 
Leukopenia  may  occur  and  ESR  may  be  normal  in 
lymphomatoid  granulmatosis.  Also,  most  patients 
with  this  disease  are  anergic  prior  to  therapy,  while 
no  consistent  defects  in  cell  mediated  immunity 
have  been  demonstrated  in  Wegener’s  granulomato- 
sis. Idiopathic  midline  granuloma  essentially  con- 
sists of  the  upper  airway  lesions  of  Wegener’s  granu- 
lomatosis without  evidence  of  systemic  disease.  Al- 
though some  authors  consider  this  a distinct  entity, 
others  make  no  such  distinction.  The  same  situation 
exists  in  regard  to  “limited  Wegener’s  granuloma- 
tosis’’, the  manifestations  of  which  are  mainly  con- 
fined to  the  lung.'^  '*  ” ’-'^-’*'’ 

Treatment  of  Wegener’s  granulomatosis  until  re- 
cently had  failed  to  significantly  alter  the  natural 
course  of  this  once  uniformly  fatal  disease.  In  the 
last  few  years,  however,  the  combination  of  predni- 
sone and  cyclophosphamide  have  induced  long  re- 
missions and  possible  cures. 

Dr.  McClaflin’s  Diagnosis 

Wegener’s  Granulomatosis 

DR.  BARLOW:  An  open  lung  biopsy  and  removal 
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of  the  lingular  segment  of  the  left  lung  was  per- 
formed by  Dr.  James  Reynolds.  Grossly  the  lung 
biopsy  was  firm  and  tan  with  a small  amount  of 
aerated  lung  the  periphery.  The  microscopic  pattern 
(Figure  1)  reveals  a poorly  circumscribed  lesion 
with  areas  of  irregular  necrosis.  There  are  scattered 
multinucleated  giant  celts  within  an  inflammatory 
infiltrate  that  includes  a variety  of  acute  and  chronic 
inflammatory  cells  including  eosinophils.  Special 
stains  for  mycobacterial  and  fungal  organisms  were 
negative.  Cultures  for  brucella,  aerobic,  anaerobic, 
mycobacterial  and  fungal  organisms  were  also  nega- 
tive. The  typical  histologic  picture,  the  absence  of 
demonstratable  organisms  by  smear  and  culture,  a 
characteristic  x-ray,  and  a clinical  triad  as  evi- 
denced by  upper  and  lower  respiratory  tract  involve- 
ment as  well  as  renal  involvement  make  the  diag- 
nosis of  Wegener’s  granulomatosis  a reasonable 
medical  certainty.  It  is  important  to  realize  that 
before  a diagnosis  such  as  this  can  be  made,  the 
clinical  laboratory  and  morphologic  aspects  of  the 
case  must  be  analyzed.  It  is  only  the  combination 
of  features  which  confirm  the  diagnosis  in  this  case. 


Figure  1 

Granuloma  with  central  necrosis  and  numerous  surrounding 
multinucleated  giant  cells. 


FINAL  ANATOMIC  DIAGNOSES 
WEGENER’S  GRANULOMATOSIS 

DR.  TSCHETTER:  The  impressive  thing  about  this 
patient  was  that  his  upper  airway  symptoms  were 
what  troubled  him  most.  During  his  diagnostic 
workup,  he  kept  reminding  us  that  if  we  could  treait 
his  stuffy  nose,  he  would  feel  much  better.  In  spite 


* Resident  in  Family  and  Community  Medicine,  Sioux 
Falls,  SD. 


of  this  the  ENT  consultant  could  see  no  definite 
lesions  and  x-rays  of  his  sinuses  were  negative. 
Several  months  after  the  beginning  of  his  treatment 
these  upper  airway  symptoms  have  disappeared  so 
I will  have  to  consider  them  as  part  of  his  disease 
process. 

We  did  have  a difficult  time  excluding  malignancy 
in  this  gentleman  because  the  presence  of  a cystic 
lesion  in  the  kidney  and  multiple  nodules  of  the 
lungs  certainly  suggested  metastatic  disease  orig- 
inating in  the  kidney.  I believe  that  renal  cell  car- 
cinoma certainly  could  have  produced  this  type  of 
course.  However,  the  urine  sediments  reveal  in- 
creased proteinuria  from  1-3 -F,  red  cells  and  white 
cells  as  well  as  red  cell  casts.  He  also  demonstrated 
signs  of  renal  impairment  with  a creatinine  rising  to 
the  range  of  3.5  mg/dl.  Certainly  the  sediment  with 
red  cell  casts  and  renal  impairment  would  be  points 
contrary  to  a diagnosis  of  malignancy  in  the  kidney. 
The  working  diagnosis  at  the  time  of  biopsy  was 
Wegener’s  granulomatosis  (Figure  1). 

Although  we  did  consider  sarcoidosis  a possibility, 
we  did  not  feel  it  was  a very  likely  diagnosis. 

Another  striking  feature  about  this  patient  was 
his  rapid  progression.  He  was  relatively  well  when 
he  first  saw  me  but  after  he  was  admitted  to  the 
hospital,  he  deteriorated  so  rapidly  that  the  anesthe- 
siologist and  surgeons  were  afraid  that  he  could  not 
tolerate  the  lung  biopsy  procedure  performed  about 
a week  after  admission.  Postoperatively  he  re- 
sponded dramatically  to  therapy  with  prompt  clini- 
cal response  to  prednisone  and  further  response  to 
prednisone  and  cyclophosphamide.  The  patient’s 
erythrocyte  sedimentation  rate  (ESR)  decreased 
dramatically  toward  normal.  When  we  attempted 
to  taper  his  prednisone,  he  became  febrile  and  he 
had  an  elevation  of  the  ESR.  We  have  now 
switched  him  to  alternate  day  prednisone  therapy 
along  with  cyclophosphamide  and  he  is  doing  ex- 
tremely well.  His  creatinine  is  now  1.1  mg/dl.  He 
still  has  3 -F  proteinuria  but  only  2-3  red  cells  and 
no  red  cell  casts  in  the  urine.  His  chest  x-ray  is 
almost  completely  normal.  The  ESR  is  58  mm/hr. 
My  plan  at  this  point  is  to  taper  the  prednisone 
until  he  terminates  the  drug.  I will  probably  con- 
tine  the  cyclophosphamide  for  some  time.  One  re- 
cent suggestion  has  been  that  it  be  continued  at 
least  a year  after  the  ESR  becomes  normal. 

*DR.  STEVE  FISCHER;  It  was  pointed  out  in  a 
recent  article  in  the  New  England  Journal’s  that 
delay  in  diagnosis  can  result  in  severe  renal  in- 
volvement and  this  can  be  irreversible.  Early  diag- 
nosis and  therapy  are  stressed  in  the  vasculitidies. 
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DR.  TSCHETTER:  I agree  it  is  extremely  im- 
portant to  make  an  early  diagnosis  of  Wegener’s 
granulomatosis  or  any  of  the  vasculitides  and  treat 
early. 

*DR.  R.  HENRICKSON:  I should  note  that 
unusual  urinary  sediments  including  white  cells,  red 
cells  and  protein  can  occur  in  renal  cell  carcinoma 
if  renal  vein  thrombosis  has  occurred.  I would  not 
have  expected  to  see  red  cell  casts,  however. 

**DR.  DORENCE  ENSBERG:  What  is  the  ra- 
tionale for  prednisone  and  cyclophosphamide 
therapy  in  this  disease? 

DR.  TSCHETTER:  It  is  believed  to  be  an  auto- 
immune process. 

DR.  BARLOW:  There  are  two  major  theories  for 
the  immunologic  pathogenesis  of  this  disease.  One 
suggests  that  immune  complexes  are  deposited  in 
the  vessel  wall.  These  immune  complexes  attract 
complement.  As  the  complement  cascade  progresses 
fragments  of  the  complement  substance  are  thrown 
off  into  the  circulation.  These  are  chemotatic  for 
leukocytes.  These  leukocytes  are  attracted  to  the 
vessel  wall  where  the  immune  complex  deposition 
has  taken  place.  Release  of  lysosomal  contents  of 
these  white  cells,  which  produce  the  destructive  ef- 
fects on  the  vessel  wall  produce  vascular  wall 
damage.  Another  theory  is  that  the  vasculitidies  in- 
clude Wegener’s  granulomatosis  are  mediated  by 
cellular  immunity.  Activated  lymphocytes  release 
macrophage  inhibiting  factor  which  produces 
macrophage  accumulation  and  subsequently  causes 
damage  to  the  vessel  wall. 

***DR  FRANK  FOSS:  The  complement  level  in 
Wegener’s  granulomatosis  is  often  normal.  Does 
this  fact  make  the  first  of  your  theories  of  the 
pathogenesis  of  this  disease  unlikely? 

DR.  HENRICKSON:  Not  necessarily.  There  are  a 
number  of  renal  diseases  with  glomerular  lesions 
which  have  complement  deposition  in  the  glomeruli 
and  severe  disease  and  yet  the  complement  level 
in  the  serum  is  not  depressed. 
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This  Is  Your  ATedical  Association 


Richard  Friss,  M.D.,  Sioux 
Falls,  was  elected  to  the  Sioux 

Falls  Area  Chamber  of  Com- 

merce Board  of  Directors  for  a 
three-year  term. 

* * * * 

B.  O.  Lindbloom,  M.D.,  Pierre, 
was  elected  to  a one-year  medical 
position  on  the  South  Dakota  Di- 
vision of  the  American  Cancer 
Society  Board  of  Directors. 

* * * * 

The  Bartron  Clinic,  Watertown, 
announced  the  addition  of  Rob- 
ert W.  Harms,  M.D.  to  its  De- 
partment of  Family  Practice  and 
Obstetrics.  Dr.  Harms  received 
his  medical  degree  at  the  Univer- 
sity of  Nebraska  Medical  Center, 
Omaha,  in  1976.  He  completed 
his  internship  at  McKennan  Hos- 
pital, Sioux  Falls,  in  1977  and 
his  residency  at  the  Souix  Falls 
Family  Practice  Residency,  in 
1979. 

♦ * * ♦ 

Lester  Krawitt,  M.D.,  Urologist, 
has  joined  the  staff  at  St.  Mary’s 
Hospital,  Pierre.  Dr.  Krawitt 
graduated  from  the  University  of 
Virginia  School  of  Medicine  in 
1962.  He  served  his  internship 
and  residency  at  Mount  Sinai 
Hospital,  New  York,  from  1965 
to  1969.  Dr.  Krawitt  was  in  pri- 
vate practice  in  Huntington,  New 
York  prior  to  moving  to  Pierre. 

* ♦ * * 

Marvin  Wingert,  M.D.,  Garret- 
son,  has  been  elected  vice  presi- 
dent of  the  South  Dakota  Right 
to  Life  at  their  convention  in 
Huron. 


Robert  Giebink,  M.D.  Sioux 
Falls,  was  officially  honored  as 
Northwestern  College’s  alumnus 
of  the  Year  at  their  homecoming 
festivities.  Dr.  Giebink  has  been 
actively  involved  with  the  Associ- 
ation for  Retarded  Citizens  for 
many  years. 

* * * * 

Donald  Kougl,  M.D.,  Sioux  Falls, 
director  of  emergency  depart- 
ments at  St.  Luke’s  Hospital, 
Aberdeen,  and  McKennan  Hos- 
pital, Sioux  Falls  spoke  on  the 
“Evaluation  and  Nursing  Care  of 
a Patient  with  Head  Injury”  at 
the  Family  Health  Center,  Aber- 
deen. 

* * * * 

Irvin  Kaufman,  M.D.,  Freeman, 
was  elected  to  a three  year  term 
on  the  Keystone  Foundation 
Board  of  Directors  at  the  annual 
meeting. 
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Guy  E.  Tam,  M.D.,  Sioux  Falls, 
has  passed  recertification  exams 
offered  by  the  American  Academy 
of  Family  Physicians. 

* * * if 

Alfred  E.  Hartmann,  M.D.,  Sioux 
Falls,  has  been  named  to  a na- 
tional faculty  of  medical  labora- 
tory experts  volunteering  teach- 
ing time  for  more  than  180  edu- 
cational workshops  and  seminars 
during  a joint  Fall  meeting  of 
the  American  Society  of  Clinical 
Pathologists  and  the  College  of 
American  Pathologists  in  Las 
Vegas,  Nevada.  Dr.  Hartmann 
will  conduct  a review  course  in 
clinical  chemistry. 

* * « * 

C.  Roger  Herbrandson,  M.D. 

joined  the  staff  of  the  Family 
Medical  Center  in  Spearfish.  A 
Native  of  Alcester,  Dr.  Herbrand- 
son attended  two  years  at  the 
University  of  South  Dakota 
Medical  School  and  two  years  at 
the  University  of  Minnesota 
Medical  School  where  he  obtain- 
ed his  M.D.  degree  in  1964.  He 
interned  at  Sioux  Valley  Hospital 
in  Sioux  Falls.  He  practiced  for 
one  year  in  Lead  and  for  10 
years  in  Vermillion  before  mov- 
ing to  Greybull,  Wyoming  and 
then  to  Newcastle,  Wyoming, 
where  they  were  living  before 
moving  back  to  South  Dakota. 
Dr.  Herbrandson,  his  wife 
Patricia  and  five  daughters  live 
near  Spearfish. 

^ ^ ^ ^ 

Eugene  Regier,  M.D.,  Canton, 
and  Michael  Stassen,  M.D., 
Sioux  Falls,  passed  certification 
exams  of  the  American  Board  of 
Family  Practice. 
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Laboratory  Aids 


Sponsored  by  (he  South  Dakota  Society  of  Pathologists 


Plasmapheresis 

I'he  last  article  in  this  column  defined  pheresis 
and  discussed  briefly  plateletpheresis  and  leuka- 
pheresis  as  a support  for  patients  with  bone  marrow 
suppression.  The  removal  of  large  quantities  of 
plasma  from  a patient  with  return  of  the  cellular 
elements — plasmapheresis — is  a therapeutic  modality 
which  may  have  a place  in  the  therapy  of  a large 
number  of  diseases.  When  four  to  five  liters  of 
plasma  is  withdrawn  in  an  adult,  the  procedure  is 
called  a plasma  exchange. 

Most  frequently  plasma  exchange  is  used  in  con- 
junction with  drug  therapy  to  achieve  lasting  de- 
pression of  a disease  producing  substance  in  the 
plasma.  This  technique  has  a variety  of  uses.  One  is 
to  remove  excess  serum  components  such  as  para- 
proteins producing  hyperviscosity  in  hyperglobuline- 
mia,  excess  lipid  in  biliary  cirrhosis  or  familial  hy- 
percholesterolemia, or  toxins  in  hepatic  disease  or 
poisoning. 

One  of  the  most  prominent  areas  in  which  plasma 
exchange  has  been  employed  is  in  autoimmune  states 
in  which  the  pheresis  procedure  is  used  to  lower  the 
level  of  the  antibody  or  immune  complex  to  relieve 
immediate  symptomatology  and  to  allow  immuno- 
suppressive measures  to  again  take  effect. 

An  example  might  be  a severe  exacerbation  of 
myasthenia  gravis.  Plasma  exchange  might  lower  the 
antiacetylcholine  receptor  antibody  level  enough  to 
permit  drug  therapy  to  again  become  effective. 
Other  examples  in  which  antibodies  are  removed 
include  Rh  hemolytic  disease  of  the  newborn,  Good- 
pasture’s syndrome,  warm  or  cold  autoagglutinin 
disease.  Factor  VIII  inhibitor  and  immune  throm- 
bocytopenia. Immune  complexes  can  be  removed 
in  systemic  lupus  erythematosus,  vasculitis,  rheu- 
matoid arthritis,  and  cryoglobulinemia.  Plasma  ex- 
change is  a new  procedure  and  the  frequency  of  its 
use  as  well  as  its  efficacy  in  any  of  the  above  dis- 
eases has  yet  to  be  fully  appreciated.  Certainly,  you 
will  see  this  pheresis  procedure  discussed  often  in 
the  next  few  years. 
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Editorial 


An  Urgent  Ethical  Challenge 

Medical  ethics,  like  medicine  itself,  steadily  gains 
new  dimensions  and  presents  us  with  new  challenges. 
Today,  no  challenge  is  greater  or  timelier  than  the 
deceleration  of  health-care  costs.  And  it’s  truly  an 
ethical  challenge. 

Considerateness  for  the  bills  that  patients  pay  is 
integral  to  respecting  patients  as  human  beings.  And 
that  respect  is  where  ethics  begins. 

Valuable  guidance  in  carrying  out  the  cost  ethic  is 
provided  by  the  report  of  the  National  Commission 
on  the  Cost  of  Medical  Care  that  the  AMA  spon- 
sored. 

All  of  us,  and  each  of  us,  must  take  it  upon  our- 
selves to  activate  the  Commission  recommendations 
that  have  been  approved  by  the  AMA  House  of 
Delegates.  We  must  make  them  an  organic  part  of 
the  daily  consciousness  and  conduct  of  our  profes- 
sion. 

Let’s  consider  three  of  the  recommendations  as 
examples. 

First,  we  must  stimulate  in  our  own  ranks,  in  hos- 
pitals, and  among  our  patients  an  effective  realiza- 
tion of  health-care  costs  and  their  impact  on  the 
system  of  care. 

Second,  we  must  urge  intensified  efforts  to  dis- 
cipline those  physicians  who  are  found  to  be  de- 
frauding or  abusing  the  health-care  financing  or  de- 
livery system.  Also,  we  must  enable  more  physicians 
to  realize  they  have  an  ethical  responsibility  to  report 
a colleague’s  misconduct.  We  cannot  protect  a 
wayward  colleague  without  violating  our  own  sworn 
duty  to  protect  the  patient. 

Third,  we  must  encourage  intensified  research 
toward  a basic  understanding  of  disease,  and  the 
most  appropriate  treatment  thereof,  within  the  con- 
text of  today’s  urgent  need  for  cost  containment. 

It  must  be  stressed,  however,  that  if  we  are  to 


exert  a maximum  good  influence  on  ethics  and  other 
growing  issues,  our  Association  must  maximize  its 
physician  representation  from  all  segments  of  our 
profession. 

Every  physician  in  this  land  has  a membership 
in  the  problems  that  the  Association  copes  with  in 
his  or  her  behalf.  So  let’s  have  fuller  membership  in 
the  Association  and  its  solutions. 
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Future  Meetings 


February 

Sexual  Attitude  Reasseessment  Semi- 
nar, Research  East  Bldg.,  U.  of 
Minn.,  Minneapolis,  MN,  Feb.  1-2. 
Fee:  $150.  16  hrs.  AM  A Category 
I credits.  Contact:  CME  Off.,  Box 
293  Mayo  Mem.  Bldg.,  420  Dela- 
ware St.,  SE,  Minneapolis,  MN 
55455.  Phone:  (612)  373-8012. 

Ophthalmology  Clinical  Conf.,  U.  of 

Iowa  Coll,  of  Med.,  Iowa  City,  lA, 
Feb.  6.  AMA  Category  I credits. 
Contact:  Richard  M.  Caplan,  M.D., 
Asso.  Dean  of  CME,  U.  of  Iowa 
Coll,  of  Med.,  Iowa  City,  lA 
52242. 

Oto  Clinical  Conference,  Towsley  Ctr. 
for  CME,  U.  of  Mich.,  Ann  Arbor, 
MI,  Feb.  8.  Contact:  Off.  of  CME, 
U.  of  Mich.  Med.  School,  Towsley 
Center  for  CME,  Ann  Arbor,  MI. 
Phone:  (313)  764-2287. 

Practical  Ear,  Nose  & Throat,  L’Hotel 
de  France,  Minneapolis,  MN,  Feb. 
8-9.  17  hrs.  AMA  Category  I 

credits.  Contact:  CME  Off..  Box 
293  Mayo  Mem.  Bldg.,  420  Dela- 
ware St.,  SE,  Minneapolis,  MN 
55455.  Phone:  (612)  373-8012. 

Refresher  Course  for  the  Family 
Phys.,  U.  of  Iowa  Coll,  of  Med., 
Iowa  City,  lA,  Feb.  12-15.  AMA 
Category  I credits.  Contact: 
Richard  M.  Caplan,  M.D.,  Asso. 
Dean  for  CME,  U.  of  Iowa  Coll, 
of  Med.,  Iowa  City,  lA  52242. 

Family  Practice  Review:  Update 
1980,  Radisson  St.  Paul  Hotel,  St. 
Paul,  MN,  Feb.  18-22.  Fee:  $275. 
44  hrs.  AMA  Category  I credits. 
Contact:  CME  Off.,  Box  293  Mayo 
Mem.  Bldg.,  420  Delaware  St.,  SE, 
Minneapolis,  MN  55455.  Phone: 
(612)  373-8012. 

Emergency  Medicine,  Towsley  Ctr. 
for  CME,  U.  of  Mich.,  Ann  Arbor, 
MI,  Feb.  18-22.  Contact:  Off.  of 
CME,  U.  of  Mich.  Med.  School, 
Towsley  Center  for  CME,  Ann 
Arbor,  MI.  Phone:  (313)  764-2287. 

Emergency  Procedure  for  Physicians 
(Animal  Lab.)«  U.  of  Iowa  Coll,  of 
Med.,  Iowa  City,  lA,  Feb.  20. 
AMA  Category  I credits.  Contact: 
Richard  M.  Caplan,  M.D.,  Asso. 
Dean  for  CME,  U.  of  Iowa  Coll, 
of  Med.,  Iowa  City,  lA  52242. 


Mayo  Foundation  Outreach  Seminar 
— OB/GYN,  McKennan  Hosp. 

Aud.,  Sioux  Falls,  SD,  Feb.  22-23. 
AMA  & AAFP  Category  I credits. 
Contact:  Mayo  Foundation  Out- 
reach Seminar,  McKennan  Hosp., 
800  E.  21st  St.,  Sioux  Falls,  SD 
57101. 

Radiation  Therapy  Seminar,  U.  of 

Iowa  Coll,  of  Med.,  Iowa  City,  lA, 
Feb.  23.  AMA  Category  I credits. 
Contact:  Richard  M.  Caplan,  MD, 
Asso.  Dean  for  CME,  U.  of  Iowa 
Coll,  of  Med.,  Iowa  City,  lA  52242. 

Tenth  Annual  Aspen  Radiology 
Conf.,  Aspen  Instit.  for  Humanistic 
Studies,  Feb.  23  - March  1.  Fee: 
$240.  22  hrs.  AMA  Category  I 
credits.  Contact:  Radiology  Conf., 
Beth  Isreal  Conf.  Prog.,  Box  11366, 
Denver,  CO  80211.  Phone:  800- 
525-5810. 

Fifth  Annual  Vail  Family  Prac. 
Conf.,  The  Mark,  Vail,  CO,  Feb. 
23  - March  1.  Fee:  $240.  22  hrs. 
AMA  Category  I credits.  Contact: 
Fam.  Prac.  Conf.,  Beth  Isreal 
Conf.  Prog.,  Box  11366,  Denver, 
CO  80211.  Phone:  800-525-5810. 

Cardiology  Today,  U.  of  Iowa  Coll, 
of  Med.,  Iowa  City,  lA,  Feb.  25- 
28.  AMA  Category  I credits.  Con- 
tact: Richard  M.  Caplan,  M.D., 
Asso.  Dean  for  CME,  U.  of  Iowa 
Coll,  of  Med.,  Iowa  City,  lA 
52242. 

Topics  in  Adult  Psychiatry,  Towsley 
Ctr.  for  CME,  U.  of  Mich.,  Ann 
Arbor,  MI,  Feb.  26-27.  Contact: 
Off.  CME,  U.  of  Mich.  Med. 
School,  Towsley  Center  for  CME, 
Ann  Arbor,  MI.  Phone:  (313)  764- 
2287. 

EKG  Interpretation  and  Arrhy- 
thmia Management,  Sheraton  Hotel, 
Ft.  Lauderdale,  FL,  Feb.  29  - 
March  2.  13  hrs.  AMA  Category  I 
credits.  Contact:  I.M.E.C.,  64  In- 
verness Dr.,  E.,  Englewood,  CO 
80112.  Phone:  800-525-8646,  Ext. 
236. 

March 

Third  Annual  Beth  Isreal  Vail  Cancer 
Conf.,  Kiandra-Talisman  Lodge, 
Vail,  CO,  March  1-8.  Fee:  $240. 
22  hrs.  AMA  Category  I credits. 
Contact:  Cancer  Conf.,  Beth  Isreal 
Conf.  Prog.,  Box  11366,  Denver, 
CO  80211.  Phone:  800-525-5810. 

Second  Annual  Vail  Sports  Medicine 
Conf.,  Lion  Square  Lodge,  Vail, 
CO,  March  1-8.  Fee:  $240.  22  hrs. 
AMA  Category  I credits.  Contact: 
Medicine  Conf.,  Beth  Isreal  Conf. 


Prog.,  Box  11366,  Denver,  CO 
80211.  Phone:  800-525-5810. 

Mediclinics  Spring  Seminars,  Fort 
Lauderdale,  FL.,  March  3-14.  Fee: 
$325.  50  hrs.  AMA  & AAFP  Cate- 
gory 1 credits.  Contact:  Mediclinics, 
832  Central  Medical  Bldg.,  St.  Paul, 
55104. 

Advanced  Problems  in  Orthopedic 
Emergencies,  Sun  Valley,  Idaho, 
March  2-7.  21  hrs.  AMA  Category 
I credits.  Contact:  The  American 
Instit.  of  Postgraduate  Ed.,  Box 
21488,  Seattle,  WA  98111. 

33rd  Annual  Symposium  on  Funda- 
mental Cancer  Research,  Shamrock 
Hilton  Hotel,  Houston,  TX,  March 
4-7.  Contact:  Stephen  Stuyck,  Info. 
Coordinator,  M.  D.  Anderson 
Hosp.  & Tumor  Instit.,  Houston, 
TX  77030.  Phone:  (713)  792-3030. 

Ophthalmology  Clinical  Conf.,  U.  of 

Iowa  Coll,  of  Med.,  Iowa  City,  lA, 
March  5.  AMA  Category  I credits. 
Contact:  Richard  M.  Caplan,  M.D., 
Asso.  Dean  for  CME,  U.  of  Iowa 
Coll,  of  Med.,  Iowa  City,  lA 
52242. 

Care  of  the  Burned  Patient,  Towsley 
Ctr.  for  CME,  U.  of  Mich.,  Ann 
Arbor,  MI,  March  7.  Contact:  Off. 
of  CME,  U.  of  Mich.  Med.  School, 
Towsley  Center  for  CME,  Ann 
Arbor,  ML  Phone:  (313)  764-2287. 

Aging  in  a New  Decade  - Frontiers 
and  Fantasies,  Disneyland  Hotel, 
Anaheim,  CA,  March  8-12.  Con- 
tact: Western  Gerontological  Socie- 
ty, 785  Market  St.,  #1114,  San 
Francisco,  CA  97103. 

Post  Graduate  Course  in  Sports 
Medicine,  Intercontinental  Hotel, 
Maui,  Hawaii,  March  9-16.  25  hrs. 
AMA  Category  I credits.  Contact: 
Marianne  Porter,  Center  for  Sports 
Med.,  2-063,  303  E.  Chicago  Ave., 
Chicago,  IL  60611. 

Childhood  Cancer  Conf.,  Towsley 
Ctr.  for  CME,  U.  of  Mich.,  Ann 
Arbor,  Ml,  March  11-12.  Contact: 
Off.  CME,  U.  of  Mich.  Med. 
School,  Towsley  Center  for  CME, 
Ann  Arbor,  ML  Phone:  (313)  764- 
2287. 


American  Blood  Commission  Annual 
Meeting,  Mayflower  Hotel,  Wash- 
ington, DC,  March  14.  Contact: 
Nancy  R.  Holland,  1901  N.  Ft. 
Myer  Dr.,  #300,  Arlington,  VA 
22209. 
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The  Will  E.  Donahoe  Memorial  Lecture 
Pediatric  Education:  Past,  Present,  Future 

Clinicopathological  Conference 
Sixty-Seven  Year  Old  Caucasian  Male  with 
Hemoptyris  and  Right  Upper  Lohe  Infiltrate  of 
Several  Weeks  Duration 
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Dista  Products  Company 

Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


Additional  information  available  to  the  profession 
on  request. 

♦Present  as  345.9  mg.  and  691.8  mg.  of  the  calcium  salt  of  fenoprofen 
dihydrate  equivalent  to  300  mg.  and  600  mg,  fenoprofen  respectively. 
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A SEMINAR 

ON  ADVANCES  IN  PEDIATRICS 
June  18-20,  1980 

Sylvan  Lake  Resort 
Custer,  South  Dakota 

★ 

Organized  by 

The  University  of  South  Dakota 
School  of  Medicine 
Department  of 

Pediatrics/ Adolescent  Medicine 
and 

The  South  Dakota  Chapter  of  the 
American  Academy  of  Pediatrics 
For  Information  Contact 
Charles  R.  Rose,  Director 
Continuing  Health  Education 
The  University  of  South  Dakota 
800  E.  21st  St. 

Sioux  Falls,  S.D.  57101 
Ph.  (605)  339-7573 


FAMILY  PRACTITIONER  WANTED 

13-man,  mixed  group  practice  seeking  Family 
Practitioner  to  join  its  Family  Practice  Depart- 
ment of  six  Family  Practitioners  located  100 
miles  south  of  the  Twin  Cities  in  a community  of 
25,000.  Ideal  community  with  excellent  schools 
and  multiple  recreational  opportunities,  new  hos- 
pital. Liberal  benefits  and  top  salary  offered. 
This  is  a choice  practice  opportunity  in  rural 
southern  Minnesota.  Please  contact  James  Burns, 
M.D.,  210  N.  St.  Mary  St.,  Albert  Lea,  MN 
56007,  Phone  (507)  373-1441. 
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Libriurrr^^^'^^^ 

cNordiazepoxide  HO /Roche 

Before  prescribing,  please  consult  complete  product  infor- 
mation, a summary  of  which  follows: 

Indications:  Relief  of  anxiety  and  tension  occurring  alone  or 
accompanying  various  disease  states^  Efficacy  beyond  four 
months  not  established  by  systematic  clinical  studies.  Periodic 
reassessment  of  therapy  recommended. 

Contraindications:  Patients  with  known  hypersensitivity  to  the 
drug. 

Warnings:  Warn  patients  that  mental  and/or  physical  abilities 
required  for  tasks  such  as  driving  or  operating  machinery  may 
be  impaired,  as  may  be  mental  alertness  In  children,  and  that 
concomitant  use  with  alcohol  or  CNS  depressants  may  have  an 
additive  effect.  Though  physical  and  psychological  dependence 
have  rarely  been  reported  on  recommended  doses,  use  caution 
in  administering  to  addiction-prone  individuals  or  those  who 
might  increase  dosage;  withdrawal  symptoms  (including  convul- 
sions). following  discontinuation  of  the  drug  and  similar  to  those 
seen  with  barbiturates,  have  been  reported. 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during 
first  trimester  should  almost  always  be  avoided  be- 
cause of  increased  risk  of  congenital  malformations 
as  suggested  in  several  studies.  Consider  possibility 
of  pregnancy  when  instituting  therapy;  advise  patients 
to  discuss  therapy  if  they  intend  to  or  do  become 
pregnant. 

Precautions:  In  the  elderly  and  debilitated,  and  in  children  over 
SIX,  limit  to  smallest  effective  dosage  (initially  10  mg  or  less  per 
day)  to  preclude  ataxia  or  oversedation,  increasing  gradually  as 
needed  and  tolerated.  Not  recommended  in  children  under  six. 
Though  generally  not  recommended,  if  combination  therapy  with 
other  psychotropics  seems  indicated,  carefully  consider  indi- 
vidual pharmacologic  effects,  particularly  in  use  of  potentiating 
drugs  such  as  MAO  inhibitors  and  phenothiazines.  Observe 
usual  precautions  in  presence  of  impaired  renal  or  hepatic  func- 
tion, Paradoxical  reactions  (e.g  . exoitement.  stimulation  and 
acute  rage)  have  been  reported  in  psychiatric  patients  and 
hyperactive  aggressive  children.  Employ  usual  precautions  in 
treatment  of  anxiety  states  with  evidence  of  impending  depres- 
sion; suicidal  tendencies  may  be  present  and  protective  mea- 
sures necessary.  Variable  effects  on  blood  coagulation  have 
been  reported  very  rarely  in  patients  receiving  the  drug  and  oral 
anticoagulants;  causal  relationship  has  not  been  established 
clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and  confusion  may  oc- 
cur, especially  in  the  elderly  and  debilitated.  These  are  revers- 
ible in  most  instances  by  proper  dosage  adjustment,  but  are 
also  occasionally  observed  at  the  lower  dosage  ranges.  In  a few 
instances  syncope  has  been  reported.  Also  encountered  are  iso- 
lated instances  of  skin  eruptions,  edema,  minor  menstrual  ir- 
regularities, nausea  and  constipation,  extrapyramidal  symptoms, 
increased  and  decreased  libido — all  infrequent  and  generally 
controlled  with  dosage  reduction;  changes  in  EEG  patterns 
(low-voltage  fast  activity)  may  appear  during  and  after  treat- 
ment; blood  dyscrasias  (including  agranulocytosis),  jaundice 
and  hepatic  dysfunction  have  been  reported  occasionally,  mak- 
ing periodic  blood  counts  and  liver  function  tests  advisable  dur- 
ing protracted  therapy. 

Usual  Daily  Dosage:  Individualize  for  maximum  beneficial  ef- 
fects. Oral-Adults:  Mild  and  moderate  anxiety  and  tension,  5 or 
10  mg  t.i.d.  or  q,/,d,,  severe  states.  20  or  25  mg  tj.d.  or  q.i.d^ 
Geriatric  patients:  5 mg  bj.d.  to  q.i.d^  (See  Precautions.) 
Supplied:  Librium'  (chlordiazepoxide  HCI)  Capsules,  5 mg,  10 
mg  and  25  mg — bottles  of  100  and  500;  Tel-E-Dose®  packages 
of  100,  available  in  trays  of  4 reverse-numbered  boxes  of  25, 
and  in  boxes  containing  10  strips  of  10;  Prescription  Paks  of  50, 
available  singly  and  in  trays  of  10.  Libntabs*  (chlordiazepoxide) 
Tablets.  5 mg,  10  mg  and  25  mg — bottles  of  100  and  500.  With 
respect  to  clinical  activity,  capsules  and  tablets  are  indistin- 
guishable. 
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IF  YOU'RE  MAD, 
CALL  PETER 

As  Vice  President  of  Public  and 
Professional  Relations,  one  of  Peter 
Galindo’s  responsibilities  is  to  pro- 
tect your  rights  with  regard  to  South 
Dakota  Blue  Shield  and  the  various 
programs  it  administers. 

We  believe  that  you  have  certain 
rights  such  as  the  right  to  speed,  ef- 
ficiency and  accuracy  in  claims  proc- 
essing. The  right  to  courteous  serv- 
ice. The  right  to  fair  treatment.  The 
right  to  a satisfactory  explanation  if 
a claim  is  turned  down,  or  if  the 
benefit  allowance  is  substantially 
reduced. 

And  if  your  rights  are  not  respected,  you  get  mad.  And  that’s  the  time  to  call 
Peter. 

He  will  investigate  the  matter  thoroughly.  If  the  problem  is  a result  of  our 
shortcomings,  it  is  Peter’s  job  to  see  that  steps  are  taken  to  prevent  it  from  hap- 
pening again. 

Peter  isn’t  here  to  answer  routine  questions  on  claim  filing,  we  have  a Field 
Representative  for  that.  Peter  is  here  for  when  you  get  “steamed  up’’  and  normal 
channels  don’t  work.  If  that  happens,  call  Peter  Galindo  at  336-1976. 

All  of  us  at  Blue  Shield  are  doing  our  best  to  see  that  you  never  have  to  cal! 
Peter. 

SOUTH  DAKOTA  BLUE  SHIELD 
1601  West  Madison  St. 

Sioux  Falls,  South  Dakota  57104 
336-1976 
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of  constipation 


WILLIAM  H.  RORER,  iNC. 

Fon  Washington.  PA  19034 


I Consfipofion 

QOJte  or  chronic 


Consriporion  may  be  caused  by  conditions  offecting 
the  filling  and  empt/ing  of  the  rectum. 


Inadequate  filling 


Interference  in  propulsive 
contractions 

Impoirnnent  of  smooth 
muscle  contractility 

Obstruction  of  the  lumen 


Inadequate  emptying 

Interference  in  the  stimulotion  of  the 
defecotion  reflex 

An  additional 
complication 

Self  treatment — use  and  obuse  of 
loxotives 


Treatment  of  underlying  disorders  is  critical... 
Relief  of  constipation  is  essential 


P0rcli0nn . . .distinctive! 

A unique  blend  of  natural  vegetable  derivatives 
For  comfortable  and  safe  relief  of  constipation 


Psyllium 


/ 


■ A natural  source  of  hydrophillic  colloids 

■ Strengthens  stimulus  to  defecote  / 
by  increosing  indigestible  residue  .f 

■ Helps  produce  soft, 
hydroted.well  formed 
stool 


/ 


./ 


A unique 
granular 
farmulotion 

■ No  mixing  or  chewing 

■ Gronules  ore  ploced  in 
mouth  and  swollowed  with 
full  gloss  of  beveroge 

■ Helps  break  corhortic 
hobituotion 

■ Helps  estoblish  normol 
defecotory  reflexes  ond 
regulor  bowel  rhythm 


for  comforrobl® 
relief  of, 

constiporioo 


wrdiern 


Senna 


■ Produces  mild  peristoltic 
stimulation 

■ Helps  propel  bulk  through 
colon 


John  Moerz,  M.D. 

Medicol  Direaor 
W.  H.  Rorer,  Inc. 

Fort  Woshington,  PA  19034 

Deor  Dr.  Moerz; 

Yes,  I would  like  to  receive  o supply  of  Perdiem^ 
storter  somples  for  my  patients. 


Dr. 


Address . 
City 


Store  - 
Zip  — 


Spedolry . 


5J-312 
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P^fcliem 

Prescribing  Informorion 

ACTIONS:  Perdiem^",  wirh  irsgenrie  ooion,  does 
nor  produce  disagreeable  side  effects.  The  veg- 
eroble  mucilages  of  Perdiem^“  sofren  the  stool 
and  provide  poin-free  evocuorion  of  rhe  bowel. 
Perdiem™  is  effective  as  an  aid  to  eliminotion  for 
rhe  hemorrhoid  or  fissure  patient  prior  to  ond  fol- 
lowing surgery. 

COMPOSITION:  Noturol  vegetable  detivorives:  A 
unique  blend  of  psyllium  and  senno  (Plontogo 
Hydrocolloid  wirh  Cassio  Pod  Concentrore). 
INDICATION:  For  relief  of  constiporion. 

PATIENT  WARNING:  Should  not  be  used  in  rhe 
presence  of  undiagnosed  obdominol  pain.  Fre- 
quent or  prolonged  use  without  rhe  direction  of  o 
physicion  is  not  recommended.  Such  use  may 
lead  to  loxorive  dependence. 

DIRECTIONS  FOR  USE— ADULTS:  Before  breokfasr 
and  after  the  evening  meol,  one  to  two  rounded 
teospoonfuls  of  Perdiem^"  gronules  should  be 
placed  in  the  mouth  ond  swollowed  wirh  a full 
gloss  of  worm  or  cold  beveroge.  Perdiem’^'" 
granules  should  nor  be  chewed.  After  Perdiem'^*' 
rokes  effect  (usually  ofter  24  hours,  bur  possibly 
nor  before  36-48  hours):  reduce  rhe  morning 
ond  evening  doses  to  one  rounded  teaspoonful. 
Subsequent  doses  should  be  adjusted  ofter 
odequote  loxorion  is  obtained. 

IN  OBSTINATE  CASES:  Perdiem'^'^  moy  be  token 
more  frequently,  up  to  two  rounded  teospoonfuls 
every  six  hours. 

FOR  PATIENTS  HABITUATED  TO  STRONG  PURGA- 
TIVES: Two  rounded  teospoonfuls  of  Perdiem’'“  in 
the  morning  ond  evening  moy  be  required 
along  wirh  half  rhe  usuol  dose  of  rhe  purgorive 
being  used.  The  purgative  should  be  discon- 
tinued os  soon  os  possible  ond  the  dosoge  of 
Perdiem'^”  gronJIes  reduced  when  and  if  bowel 
rone  shows  lessened  loxorive  dependence. 

FOR  COLOSTOMY  PATIENTS:  To  ensure  formed 
stools,  give  one  to  two  rounded  teospoonfuls  of 
Perdiem™  in  rhe  evening  wirh  worm  liquid. 
DURING  PREGNANCY:  Give  one  to  two  rounded 
teospoonfuls  eoch  evening. 


FOR  CLINICAL  REGULATION:  For  patients  confined 
to  bed,  for  those  of  inoaive  habits,  and  in  rhe 
presence  of  cordiovosculor  disease  where  strain- 
ing must  be  ovoided,  one  rounded  teospoonful 
of  Perdiem’^“  token  once  or  twice  doily  will  pro- 
vide regulor  bowel  habits.  Toke  wirh  o full  gloss  of 
woter  or  beverage. 

FOR  CHILDREN:  From  oge  7 — 1 1 years,  give  one 
rounded  teospoonful  one  to  two  times  doily. 

From  oge  12  ond  older,  give  odult  dosoge. 

NOTE:  It  is  extremely  imporronr  rhor  Perdiem^*" 
should  be  token  with  o plentiful  supply  of  liquid. 
HOW  SUPPLIED:  Granules:  100  grom  (3.5  oz. ) 
and  250  grom  (8.8  oz. ) canisters. 
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Radiation  Pneumonitis  And  Fibrosis  Following 
Radiation  For  Carcinoma  Of  The  Breast 


Don  Nordstrom,  M.D.'*' 


Radiation  therapy  as  employed  for  treatment  of 
patients  with  carcinoma  of  the  breast  does  induce 
changes  that  may  alter  the  chest  x-ray  and  create 
symptoms  in  some  patients.  When  a patient  re- 
ceived post-surgery  radiation  therapy  to  the  chest 
wall  to  prevent  local  recurrence  and  possibly  pre- 
vent distant  metastasis,  a course  of  4600  rads  in  23 
fractions  is  a typical  course.  This  dose  is  measured 
at  a depth  of  3 cm.  with  the  skin  receiving  a total 
dose  of  5200  rads.  This  field  encompasses  the  in- 
ternal mammary  nodes  and  the  ipsalateral  supra- 
clavicular nodes  with  a direct  field  and  a tangential 
field  to  the  chest  wall.  In  the  average  patient  this 
will  deliver  a dose  of  3000  to  3400  rads  to  the 
lung  at  the  midplane. 

Factors  related  to  production  of  radiation 
pneumonitis  include  volume  of  lung  irradiated,  daily 
dose,  accumulated  dose  and  the  quality  of  irradia- 
tion. Doses  less  than  3000  rads  rarely  produce 
evidence  for  radiation  pneumonitis  but  pneumonitis 
is  evident  with  3500  to  4000  rads  at  8 weeks  fol- 
lowing termination  of  therapy.  For  each  additional 
1000  rads,  radiation  pneumonitis  will  appear  one 
week  earlier.’ 

I 

I 

'"Radiologist,  Medical  Xray  Center,  Sioux  Falls,  SD. 


The  clinical  features  are  divided  into  two  phases, 
the  initial  acute  phase  of  radiation  pneumonitis, 
which  occurs  2 to  6 months  after  radiation  therapy, 
and  a late  phase  of  radiation  fibrosis,  6 months  to 
1 year  after  therapy.  Symptoms  of  radiation  pneu- 
monitis include  a hacking  non-productive  cough, 
irritating  in  nature,  chest  fullness,  spiking  fever, 
shortness  of  breath  and  possibly  dyspnea  on  exer- 
tion. Pink  tinged  sputum  is  possible  but  hemoptysis 
is  unlikely.  The  patient  will  present  with  few  signs, 
but  pleural  friction  rub,  cyanosis,  and  tachycardia 
may  be  found. ^ Polymorphonuclear  leucocytosis  and 
elevated  erythrocyte  sedimentation  rate  can  be 
found. 

The  radiographic  changes  of  radiation  pneumoni- 
tis are  an  important  aspect  in  diagnosis,  as  the 
above  symptoms  are  non-specific.  If  a chest  x-ray 
is  obtained  early,  radiolucency  of  the  irradiated 
field  has  been  reported'* — which  relates  to  vascular 
engorgement  and  thrombosis  of  capillaries — the 
earliest  pathologic  finding. 

The  usual  finding  is  a diffuse  haze  described  as 
alveolar  or  dense  consolidation  of  the  lung,  de- 
pending on  the  severity.  Air  bronchograms  can  be 
present.'  An  important  feature  is  a sharp  margin 
which  corresponds  to  the  radiation  port.'  (Figure 
1) 
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Figure  la 


Figure  1 a,b 

Chest  x-ray  after  two  months  shows  diffuse,  hazy  infiltrate  in  left  apex  of  lung  and 
underlying  internal  mammary  nodes.  Corresponds  to  radiation  port  with  linear  margins. 
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Figure  lb 


The  changes  of  radiation  pneumonitis  as  men- 
tioned above  are  due  to  swelling  and  degeneration 
of  alveolar  lining  cells,  extravasation  of  edema  fluid, 
occlusion  of  alveolar  ducts,  proliferation  of  alveolar 
macrophages,  fibrinoid  thickening  of  arteriolar 
walls,  and  obstruction  of  septal  capillaries  with  de- 
generated endothelial  cells.^ 

Even  though  the  chest  x-ray  shows  the  above 
changes,  clinical  symptoms  in  the  majority  of  pa- 
tients are  absent.  The  incidence  of  radiation  changes 
of  the  lung  have  been  reported  in  numerous  articles. 
For  carcinoma  of  the  breast,  the  radiologic  changes 
of  radiation  penumonitis  occur  in  41%,  but  symp- 
toms were  found  in  only  8%  of  patients. ^ These 
symptoms  may  disappear,  or  persist  for  a moderate 
period  of  time  before  resolution,  or  persist  and 
evolve  into  the  features  of  radiation  fibrosis. 

In  the  followup  of  these  patients,  at  6 months  to 
1 year,  the  chest  x-ray  demonstrates  the  features  of 
radiation  fibrosis,  including  pleural  thickening,  re- 
traction of  the  hemidiaphragm,  elevation  of  the 
hilum,  and  deviation  of  the  trachea  to  the  involved 
lung.  Strand-like  densities  are  evident  with  possible 
cystic  changes  of  the  lung.*  (Figure  2).  These 


changes  are  due  to  interstitial  fibrosis  of  the  intra- 
alveolar  septa,  with  loss  of  the  expansile  ability  of 
the  lung.  Vascular  sclerosis  in  small  arteries  and 
arterioles  is  due  to  endothelial  proliferation  and 
hyaline  degeneration  and  fibrosis. “* 

As  mentioned  above,  most  patients  with  radia- 
tion pneumonitis  have  resolution  of  symptoms,  but 
almost  all  patients  with  symptoms  and  many 
asymptomatic  patients  develop  radiation  fibrosis,  as 
radiation  fibrosis  changes  are  seen  in  57%  of  pa- 
tients.^ However,  chronic  findings  of  dyspnea  on 
exertion,  diminished  exercise  tolerance,  cyanosis, 
and  cor  pulmonale  may  be  present  in  a few  pa- 
tients.^ 

Therapy  for  patients  with  mild  radiation  pneumo- 
nitis includes  cough  suppressants,  aspirin  and  re- 
striction of  activity.  Antibiotics  used  as  a prophy- 
lactic measure  or  for  symptomatic  patients  have  no 
effect.  As  the  pathologic  features  include  changes 
in  the  vascular  system,  heparin  has  been  attempted, 
but  has  failed  to  prevent  development  of  radiation 
pneumonitis.^ 

The  role  of  corticosteroids  in  this  entity  is  dif- 
ficult to  state,  as  the  literature  shows  variable  re- 
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Figure  2a 


Figure  2 a,b 

AP  and  lateral  chest  x-ray  at  six  months  shows  fihrotic  strand  in  apex  with  pleural 
thickening,  retraction  and  elevation  of  diaphragm  and  left  hilum. 


sponse.  For  patients  with  severe  radiation  pneumo- 
nitis, corticosteroids  have  been  used,  but  as  a pro- 
phylactic measure,  it  has  been  unsuccessful.  Predni- 
sone, 60  to  100  mg.  daily,  has  been  shown  to  give 


response,  but  the  dose  should  then  be  carefully  de- 
creased to  20  to  40  mg.  daily.  However,  patients 
may  need  maintenance  therapy  for  several  weeks 
and  tapered  off  corticosteroids  very  slowly 


12 


SOUTH  DAKOTA 


Figure  2b 


Care  should  be  taken  for  development  of  op- 
portunistic infections.  With  patients  with  severe 
symptoms,  supportive  care  with  oxygen  in  addition 
to  corticosteroids  can  be  done.  Most  patients  will 
eventually  recover,  as  radiation  pneumonitis  is  a 
self  limiting  entity.  However,  there  is  no  evidence 
that  corticosteroids  have  any  influence  in  the  care 
of  the  patients  with  radiation  fibrosis. 
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ITS  HIGHIY 
RECOMMENDED... 

AND  FOR  GOOD  REASONS 


1 . provides  broad-spectrum,  overlapping  antibacterial  effectiveness  against 
common  susceptible  pathogens,  including  staph  and  strep 

2.  helps  prevent  topical  infections,  and  treats  those  that  have  already 
started 

3.  it’s  good  medicine  for  abrasions,  lacerations,  open  wounds,  primary 
pyodermas,  secondarily  infected  dermatoses;  and  it’s  painless 
and  cosmetically  pleasing 

4.  contains  three  antibiotics  that  are  rarely  used  systemically 

5.  you  can  recommend  it  in  any  of  the  three  convenient  package 
sizes:  1 oz  tube,  V2  oz  tube,  or  the  versatile,  single-use 
foil  packet 


NEOSPORIN'  Ointment 


selected 
by  NASA  for 
the  Apollo  and 
Skylab  missions 


(polymyxin  B-bacitracin-neomycin) 


Each  gram  contains.  Aerosporin®  (Polymyxin  B Sulfate) 
5,000  units,  bacitracin  zinc  400  units,  neomycin  sulfate 
5 mg  (equivalent  to  3 5 mg  neomycin  base);  special  white 
petrolatum  qs;  in  tubes  of  1 oz  and  1/2  oz  and  1/32  oz 
(approx.)  foil  packets 


WARNING:  Because  of  the  potential  hazard  of  nephro- 
toxicity and  ototoxicity  due  to  neomycin,  care  should  be 
exercised  when  using  this  product  in  treating  extensive 
burns,  trophic  ulceration  and  other  extensive  conditions 
where  absorption  of  neomycin  is  possible  In  burns  where 
more  than  20  percent  of  the  body  surface  is  affected, 
especially  if  the  patient  has  impaired  renal  function  or  is 
receiving  other  aminoglycoside  antibiotics  concurrently, 
not  more  than  one  application  a day  is  recommended. 


When  using  neomycin-containing  products  to  control 
secondary  infection  in  the  chronic  dermatoses,  it  should 
be  borne  in  mind  that  the  skin  is  more  liable  to  become 
sensitized  to  many  substances,  including  neomycin  The 
manifestation  of  sensitization  to  neomycin  is  usually  a low 
grade  reddening  with  swelling,  dry  scaling  and  itching:  it 
may  be  manifest  simply  as  a failure  to  heal  During  long- 
term use  of  neomycin-containing  products,  periodic 
examination  for  such  signs  is  advisable  and  the  patient 
should  be  told  to  discontinue  the  product  if  they  are  ob- 
served. These  symptoms  regress  quickly  on  withdrawing 
the  medication  Neomycin-containing  applications 
should  be  avoided  for  that  patient  thereafter 


prolonged  use  may  result  in  overgrowth  of  nonsusceptible 
organisms,  including  fungi  Appropriate  measures  should 
be  taken  if  this  occurs 


ADVERSE  REACTIONS:  Neomycin  is  a not  uncommon 
cutaneous  sensitizer  Articles  in  the  current  literature 
indicate  an  increase  in  the  prevalence  of  persons  allergic 
to  neomycin  Ototoxicity  and  nephrotoxicity  have  been 
reported  (see  Warning  section). 


PRECAUTIONS:  As  with  other  antibacterial  preparations. 


Complete  literature  available  on  request  from  Profes- 
sional Services  Dept  PML 

' Burroughs  Wellcome  Co. 

Research  Triangle  Park 
^ * * > / North  Carolina  27709 
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SDAFP  Member  on  AAFP  Commission 
and  Committee 

SDAFP  Secretary-Treasurer  Loren  H.  Amundson, 
M.D.,  Associate  Director  of  the  Sioux  Falls  Family 
Practice  Residency  and  Professor  of  Family  Medi- 
cine at  the  University  of  South  Dakota  School  of 
Medicine,  has  been  elected  to  a three  year  term  on 
the  American  Academy  of  Family  Physicians  Com- 
mission on  Education.  This  appointment,  made  by 
the  AAFP  Board  of  Directors,  places  him  on  the 
nine  member  Commission  which  encourages  and 
assists  medical  schools,  hospitals,  and  other  organi- 
zations in  developing  and  maintaining  adequate 
courses  and  facilities  for  the  education  and  training 
of  family  physicians,  both  at  the  undergraduate  and 
graduate  levels;  conducts,  develops,  assists,  and 
evaluates  programs,  lectures,  courses,  and  other 
means  of  continuing  medical  education  for  the  bene- 
fit of  the  members  and  of  the  profession  at  large; 
and  evaluates  various  types  of  continuing  training 
as  to  their  acceptability  for  fulfilling  the  require- 
ments for  continued  membership. 

In  addition  to  Commission  responsibilities.  Dr. 
Amundson  has  been  appointed  Chairman  of  the 
AAFP  Committee  on  Continuing  Medical  Educa- 
tion, a committee  he  has  served  on  since  its  forma- 
tion three  years  ago.  This  nine  member  Committee 
assists  AAFP  members  by  providing  the  fullest  pos- 
sible access  to  continuing  medical  education  pro- 
grams of  quality,  relevance,  structure,  and  involve- 
ment. In  addition,  the  committee  reviews  enduring 
materials,  national  programs  and  other  special  types 
of  continuing  medical  education  offered  to  or  par- 
ticipated in  by  Academy  members.  In  addition,  the 
COCME  has  developed  the  Home  Study  Self-As- 
sessment Program,  now  in  its  second  year. 

SDAFP  Memorial  Lecture 

SDAFP  Board  of  Directors,  has  sanctioned  the 
“SDAFP  Memorial  Lecture”,  to  be  given  at  each  of 
the  chapter  sponsored  Black  Hills  Seminars. 


This  lecture  is  to  be  given  by  an  active,  practice 
affiliate  or  resident  affiliate  member  of  SDAFP  on  a 
topic  of  the  speaker’s  preference.  Suggested  topics 
are  available  from  the  Education  Committee,  based 
upon  the  cyclic  core  of  knowledge  for  family  prac- 
tice. 

Member  applications  for  the  privilege  of  being 
selected  for  this  lecture  must  be  available  to  the  state 
office  by  April  1 of  each  year  for  the  Summer 
Seminar  and  October  15  for  the  Winter  Seminar. 
The  application  will  be  a letter  of  intent  to  be  se- 
lected and  an  outline,  with  references,  of  the  pro- 
posed lecture,  including  the  title.  The  speaker  se- 
lected for  each  of  these  lectures  will  be  handled  by 
the  SDAFP  Education  Committee  through  a review 
process. 

This  memorial  lecture,  dedicated  to  former 
SDAFP  members  now  deceased,  will  carry  the  hon- 
orarium award  of  $200.  Your  participation  is  in- 
vited. 


364  APPROVED  FAMILY  PRACTICE  RESIDENCIES 

lULY,  1979 


16  of  th«  364  programs  utilize  one  location  for  the  1st  year  and  another  location  for  the  last  2 years. 

The  American  Academy  of  Family  Physicians 
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Laboratory  Aids 


Sponsored  by  the  South  Dakota  Society  of  Pathologists 


Newer  Developments  in  Culturing  Stool 


Only  occasional  isolates  of  salmonella  or  shigella 
are  found  in  the  routine  hospital  laboratory.  Al- 
though these  organisms  are  important  to  detect  for 
epidemiologic  and  therapeutic  reasons,  most  stool 
cultures  are  reported  as  “no  enteric  pathogens 
found”.  Recent  description  of  enterotoxin  producing 
escherichia  coli  and  rotavirus  detectable  by  tech- 
niques only  available  in  highly  specialized  labora- 
tories explain  some  cases  of  failure  to  isolate  a 
pathogen.  However,  two  bacterial  pathogens  are 
being  recognized  with  increasing  frequency  in  the 
USA  and  both  require  variations  in  routine  stool 
culture  techniques. 

One  pathogen,  Campylobacter  fetus  ss  jejuni,  re- 
quires 10%  CO2  microaerophilic  atmosphere  and  an 
incubation  temperature  of  42-43°C  as  well  as  a 
special  selective  medium  developed  by  Skirrow.  The 
organism  is  a tiny  curved  gram  negative  oxidase 
positive  rod  with  characteristic  motility.  The  organ- 
ism is  acquired  from  an  external  source,  often  water, 
and  is  frequently  associated  with  abdominal  pain, 
diarrhea  with  blood  and  segmented  neutrophils  in 
the  stool.  One  study  found  Campylobacter  is  sus- 
ceptible to  gentamicin  and  usually  chloramphenicol, 
trythromycin  and  tetracycline. 

Another  pathogen  of  note  is  yersinia  enterocoli- 
tica.  This  organism  may  produce  ileocolitis  with 
diarrhea  as  well  as  abscess  of  abdominal  lymph 
nodes.  Selective  media  for  isolation  of  this  pathogen 
are  being  developed  although  incubating  plates  of 
traditional  enteric  media  at  room  temperature  may 
aid  in  isolating  this  gram  negative  oxidase  negative, 
urease  producing  rod.  Storage  of  feces  in  the  refri- 
gerator for  several  weeks  with  periodic  subcultures 
leads  to  increased  recovery  of  the  organism  but  this 
method  is  impractical  for  large  scale  use.  Treatment 
after  isolation  may  be  guided  by  in  vitro  suscepti- 
bility tests. 


John  F.  Barlow,  M.D. 

Pathologist 


AVAILABLE  ONLY  ON  PRESCRIPTION 
Brief  Summary 

INDICATIONS;  For  the  prevention  and  treat- 
ment of  nocturnal  recumbency  leg  muscle 
cramps,  including  those  associated  with 
arthritis,  diabetes,  varicose  veins,  throm- 
bophlebitis, arteriosclerosis,  and  static  foot 
deformities 

CONTRAINDICATIONS:  Because  of  the 
quinine  content,  Quinamm  is  contraindicated 
in  women  of  childbearing  potential,  in 
pregnancy,  in  patients  with  known  quinine 
sensitivity,  and  in  patients  with  glucose- 
6-phosphate  dehydrogenase  deficiency. 
Hemolysis  (with  the  potential  for  hemolytic 
anemia)  has  been  associated  with  a G-6-PD 
deficiency  in  patients  taking  quinine. 

PRECAUTIONS:  Thrombocytopenic  pur- 
pura may  follow  the  administration  of  quinine 
in  highly  sensitive  patients.  Recovery  will  fol- 
low withdrawal  of  fhe  medication. 

Cinchona  alkaloids,  including  quinine,  have 
the  potential  to  depress  the  hepatic  enzyme 
system  that  synthesizes  the  vitamin  K-de- 
pendent  factors.  The  resulting  hypopro- 
thrombinemic  effect  may  enhance  the  action 
of  warfarin  and  other  oral  anticoagulants. 

ADVERSE  REACTIONS:  Aminophylline 
may  produce  intestinal  cramps  in  some 
instances,  and  quinine  may  produce  symp- 
toms of  cinchonism,  such  as  tinnitus,  dizzi- 
ness, and  gastrointestinal  disturbance.  If 
ringing  in  the  ears,  deafness,  skin  rash,  or 
visual  disturbances  occur,  the  drug  should 
be  discontinued. 

DOSAGE  AND  ADMINISTRATION: 

1 tablet  upon  retiring.  When  necessary, 

1 additional  tablet  may  be  taken  following  the 
evening  meal 

Product  Information  as  of  September,  1977 
U.S.  Patent  2,985,558 

Merrell 

MERRELL-NATIONAL  LABORATORIES  Inc. 
Cayey,  Puerto  Rico  00633 

Direct  Medical  Inquiries  to: 
MERRELL-NATIONAL  LABORATORIES 
Division  of  Richardson-Merrell  Inc. 

Cincinnati,  Ohio  45215,  U S.A 

Licensor  of  Merrell" 
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GKiinamm 

each  tablet  contains  quinine  sulfate  260  mg.,  aminophylline  195  mg. 

specific  therapy  for  painful 
night  leg  cramps 

Nocturnal  recumbency  leg  muscle  cramping  is  frequently  an  unwelcome  bedfellow 
for  many  patients— especially  those  with  arthritis,  diabetes  or  peripheral  vascular 
disease . . , consider  Quinamm . . . simple,  convenient  dosage— usually  just  one  tablet 
at  bedtime . . . can  provide  restful,  welcome  sleep  without  night  leg  cramps. 


See  opposite  page  for  prescribing  information. 


'The  Family  of  Man"  by  Roberto  Moretti, 
a statuary  in  crystal  symbolizing  the  broad  range  of 
hypertensive  patients  eligible  for  therapy  with  Catapres 


The  Alpha 


Advantage : 


It’s  for  all  kinds  of  hypertensivel 


■‘‘m' 


'm 


• Unlike  beta  blockers,  Catapres^  has  no  contraindications, ' 

• Catapres  can  be  useful  even  in  these  patients  with: 


Congestive  heart  failure  Allergic  rhinitis 

Ventricular  hypertrophy  Hepatic  disease 

Hyperglycemia  Hyperuricemia 

Diabetes  mellitus  Gouty  arthritis 

Bronchial  asthma  Sulfonamide  hypersensitivity 


Tablets  of  0.1, 0.2, 0 


Hypertension 


Like  any  antihypertensive,  use  with  caution  in  severe 
coronary  insufficiency,  recent  myocardial  infarction, 
cerebrovascular  disease  or  chronic  renal  failure. 

work/play— normal  hemodynamic  responses  to  exercise  maintained. 

lOVa—low  incidence  of  impotence  and/or  loss  of  libido; 

2.8%  in  1 ,923  patients  studied.^ 

cardiac  output  “tends  to  return  to  control  values  during  long-term  therapy. 

blood  flow— preserved  in  kidney. 

No  Single  Advantage  Determines  Drug  Choice. 

Other  factors  must  include: 

The  drug’s  effectiveness  in  a given  patient,  its 
side  effects,  warnings,  precautions,  tolerance, 
etc.  A rational  therapeutic  choice  depends  on  a 
careful  assessment  of  all  such  factors. 

' ‘Central  alpha-adrenergic  stimulation  decreases  sympathetic  outflow  from  AItIItIL 

'■  J tw'sin.  as  shown  in  animal  studies.  IHMIP 

- 1.  Dataon  file  at  Boehringer  Ingelheim  Ltd. 

: Please  see  last  page  for  brief  summary,  including  (jw  j 

warnings,  precautions,  and  adverse  reactions.  . — ■ tn  1*1X1 


tf  available  in  new 
Upg  tablets 


The  Alpha 
Advantage: 

It’s  for  all  kinds 
of  hypertensives 

■ Tabletsof  0.1,0.2, 0.3mg 

Catapres 

(clonidine’HCI) 

Hypertension 


• No  contraindications. 

• Effective  in  all  degrees  of  hypertension.  It  is  mild  to 
moderate  in  potency. 

• Low  incidence  of  depression,  impotence,  orthostatic 
hypotension — no  fatal  hepatotoxicity. 

• Preserves  kidney  blood  flow. 

Most  common  side  effects  are  dry  mouth,  drowsiness, 
and  sedation  which  generally  tend  to  diminish  with  time. 


Catapres® 

(clonidine  hydrochloride) 

Tablets  of  0.1, 0.2, 0.3  mg 

Indication:  The  drug  is  indicated  in  the  treatment  of  hypertension.  As  an  anti- 
hypertensive  drug,  Catapres  (clonidine  hydrochloride)  is  mild  to  moderate  in 
potency.  It  may  be  employed  in  a general  treatment  program  with  a diuretic  and/or 
other  antihypertensive  agents  as  needed  for  proper  patient  response. 

Warnings:  Tolerance  may  develop  in  some  patients  necessitating  a reevaluation 
of  therapy. 

Usage  in  Pregnancy:  In  view  of  embryotoxic  findings  in  animals,  and  since 
information  on  possible  adverse  effects  in  pregnant  women  is  limited  to  uncon- 
trolled clinical  data,  the  drug  is  not  recommended  in  women  who  are  or  may 
become  pregnant  unless  the  potential  benefits  outweigh  the  potential  risk  to 
mother  and  fetus. 

Usage  in  Children:  No  clinical  experience  is  available  with  the  use  of  Catapres 
(clonidine  hydrochloride)  in  children. 

Precautions:  When  discontinuing  Catapres  (clonidine  hydrochloride),  reduce  the 
dose  gradually  over  2 to  4 days  to  avoid  a possible  rapid  rise  in  blood  pressure  and 
associated  subjective  symptoms  such  as  nervousness,  agitation,  and  headache. 
Patients  should  be  instructed  not  to  discontinue  therapy  without  consulting  their 
physician.  Rare  instances  of  hypertensive  encephalopathy  and  death  have  been 
recorded  after  cessation  of  clonidine  hydrochloride  therapy.  A causal  relationship 
has  not  been  established  in  these  cases.  It  has  been  demonstrated  that  an 
excessive  rise  in  blood  pressure,  should  it  occur,  can  be  reversed  by  resumption  of 
clonidine  hydrochloride  therapy  or  by  intravenous  phentolamine.  Patients  who 
engage  in  potentially  hazardous  activities,  such  as  operating  machinery  or  driving, 
should  be  advised  of  the  sedative  effect.  This  drug  may  enhance  the  CNS- 
depressive  effects  of  alcohol,  barbiturates  and  other  sedatives.  Like  any  other 
agent  lowering  blood  pressure,  clonidine  hydrochloride  should  be  used  witfi 
caution  in  patients  with  severe  coronary  insufficiency,  recent  myocardial  infarction, 
cerebrovascular  disease  or  chronic  renal  failure. 

As  an  integral  part  of  their  overall  long-term  care,  patients  treated  with  Catapres 
(clonidine  hydrochloride)  should  receive  periodic  eye  examinations.  While,  except 
for  some  dryness  of  the  eyes,  no  drug-related  abnormal  ophthalmologic  findings 
have  been  recorded  with  Catapres  (clonidine  hydrochloride),  in  several  studies 
the  drug  produced  a dose-dependent  increase  in  the  incidence  and  severity  of 


The  usual  starting  dose  of  Catapres  is  0.1  mg  at  breai 
fast  and  0.1  mg  at  bedtime.  Some  patients  may  bene  I 
from  a starting  dose  of  0.1  mg  at  bedtime. 

Usual  daily  dose  range — 0.2— 0.8  mg 

Maximum  daily  dose — 2.4  mg 

Doses  as  high  as  this  have  rarely  been  employed. 

For  optimal  results,  the  dose  of  Catapres  must  be 
adjusted  according  to  the  patient’s  individual  blood  I 
pressure  response.  I 


spontaneously  occurring  retinal  degeneration  in  albino  rats  treated  for  6 mon  i 
longer. 

Adverse  Reactions:  The  most  common  reactions  are  dry  mouth,  drowsines  i 
sedation.  Constipation,  dizziness,  headache,  and  fatigue  have  been  rep  I 
Generally  these  effects  tend  to  diminish  with  continued  therapy.  The  foil'  | 
reactions  have  been  associated  with  the  drug,  some  of  them  rarely.  (In 
instances  an  exact  causal  relationship  has  not  been  established.)  These  in 
Anorexia,  malaise,  nausea,  vomiting,  parotid  pain,  mild  transient  abnormalf  | 
liver  function  tests;  one  report  of  possible  drug-induced  hepatitis  without  i(  I 
and  hyperbilirubinemia  in  a patient  receiving  clonidine  hydrochloride,  'I 
thalidone  and  papaverine  hydrochloride.  Weight  gain,  transient  elevation  of.j 
glucose,  or  serum  creatine  phosphokinase:  congestive  heart  failure,  Rayr'l 
phenomenon;  vivid  dreams  or  nightmares,  insomnia,  other  behavioral  cha  I 
nervousness,  restlessness,  anxiety  and  mental  depression.  Also  rasf 
gioneurotic  edema,  hives,  urticaria,  thinning  of  the  hair,  pruritus  not  asso  I 
with  a rash,  impotence,  urinary  retention,  increased  sensitivity  to  alcohol,  dr)  I 
itching  or  burning  of  the  eyes,  dryness  of  the  nasal  mucosa,  pallor,  gynecotr  I 
weakly  positive  Coombs'  test,  asymptomatic  electrocardiographic  abnorm  i 
manifested  as  Wenckebach  period  or  ventricular  trigeminy. 

Overdosage:  Profound  hypotension,  weakness,  somnolence,  diminished  ' 
sent  reflexes  and  vomiting  followed  the  accidental  ingestion  of  Cafapres  (cloi  i 
hydrochloride)  by  several  children  from  19  months  to  5 years  of  age.  G • 
lavage  and  administration  of  an  analeptic  and  vasopressor  led  to  compte  i 
covery  within  24  hours.  Tolazoline  in  intravenous  doses  of  10  mg  at  30-n ' 
intervals  usually  abolishes  all  effects  of  Cafapres,  (clonidine  hydrochloride) ' 
dosage. 

How  Supplied:  Catapres,  brand  of  clonidine  hydrochloride,  is  available  as  0 
(tan)  and  0.2  mg  (orange)  oval,  single-scored  tablets  in  bottles  of  100  and  1000 
available  as  0.3  mg  (peach)  oval,  singlescored  tablets  In  bottles  of  100. 

For  complete  details,  please  see  full  prescribing  information. 

Under  license  from  Boehringer  Ingelheim  GmbH 
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The  Will  E.  Donahoe  Memorial  Lecture* 


Pediatric  Education:  Past,  Present,  Future 


Richard  D.  Krugman,  M.D.** 


ABSTRACT 

Pediatric  education  has  evolved  from  an  unstruc- 
tured system  wherein  one  spent  one  or  more  years 
getting  the  experience  necessary  for  practice  to  very 
structured  service  oriented  residencies.  This  trend 
has  led  to  inappropriate  experiences  and  role  models 
for  practice  and  a subjugation  of  educational  ob- 
jectives to  service  needs. 

We  honor  today  the  memory  of  a pediatrician 
who  exemplified  all  the  things  those  of  us  in 
academic  pediatrics  hope  our  students  and  residents 
will  be.  Dr.  Donahoe  began  his  professional  life  in 
general  practice  but  his  desire  to  prevent  disease 
and  be  involved  with  parent  education  led  him  to 
study  pediatrics  in  1919. 

He  went  to  the  University  of  Iowa  and  then 
Chicago  where,  as  luck  would  have  it  there  was  no 
residency  program  as  we  know  them  today.  He 
therefore  could  learn  what  he  needed  to  learn  from 
the  great  pediatricians  of  the  day — Abt,  Hess, 
Brenneman — before  going  to  Minnesota  to  study 
with  Sedgewick. 

In  1920  he  began  a fruitful  half  century  of 
pediatric  practice — involved  in  public  health,  with 
sanitation  and  immunization  programs,  school 
health,  community  organizations  and  any  and  all 
issues  touching  on  the  rights  and  health  of  children. 


* Delivered  by  Richard  D.  Krugman,  M.D.  in  Sioux  Falls, 
SD,  Sept.  16,  1978. 

**Associate  Professor  of  Pediatrics,  University  of  Colorado 
School  of  Medicine,  Denver,  CO  80262. 


Fortunately,  through  the  development  of  the 
Child  Health  Associate  Program,  the  General 
Pediatric  Residency  Training  Program  and  the  Area 
Health  Education  Centers  Program,  models  now 
exist  to  reverse  this  trend  and  provide  a structured 
education  based  on  the  health  needs  of  children 
rather  than  the  needs  of  hospitals. 

It  appears,  then,  that  pediatric  education  of  the 
past  was  apprentice  oriented,  informal,  unencum- 
bered by  matching  plans,  night  call  schedules  and 
stipends.  One  went  where  ever  necessary  to  learn 
what  one  needed  to  know  to  practice. 

Pediatrics  slowly  evolved  out  of  Departments  of 
Medicine  as  the  recognition  came  that  children 
were  not,  in  fact,  merely  little  adults.  Graduate 
education  programs  began  in  the  early  1930’s  and 
since  that  time,  residency  education  has  evolved 
according  to  the  needs  of  hospitals,  not  residents  or 
children. 

The  significant  fiscal  fertilization  of  academic 
departments  of  pediatrics  by  the  NIH  during  the 
last  20  years  has  led  to  the  replication  of  sub- 
specialty oriented  departments  in  over  100  schools 
of  Medicine. 

Let  me  give  you  an  example  of  how  one  de- 
partment grew.  In  1956,  C.  Henry  Kempe  became 
Chairman  of  the  Department  of  Pediatrics  at  the 
University  of  Colorado  School  of  Medicine.  With 
his  arrival  and  the  addition  of  Henry  Silver,  the 
Department  tripled  its  full  time  faculty.  From  these 
3 members  in  1956  (who  kept  watch  over  the  6 
residents)  to  the  time  of  his  resignation  as  Chair- 
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man  in  1973,  the  department  grew  to  90  full  time 
faculty  and  66  residents. 

The  majority  of  this  growth  occurred  because  re- 
search and  training  grants  were  available  and  the 
faculty  were  successful  in  obtaining  them.  Only  19 
of  our  90  salaries  are  funded  by  the  State. 

Residency  salaries  on  the  other  hand  have  been 
linked  to  the  service  requirements  of  the  hospitals 
that  paid  them,  appropriately  enough — but  appro- 
priate from  a fiscal,  not  an  educational  point  of 
view. 

In  1968,  when  I began  my  training,  we  had  25 
residents  at  an  average  salary  of  $5,000/year  to 
cover  the  same  number  of  beds  we  now  have  75 
residents  for  at  $ 15,000/year.  Let  me  be  clear  that 
I am  not  editorializing  here — yearning  for  “the  good 
old  days  when  men  were  men  and  giants  walked  the 
face  of  the  earth.”  First  of  all  we  ate  tuna  casserole 
and  got  through  25  of  the  101  ways  to  cook  ham- 
burger. Now — 10  years  later  my  salary  is  up  about 
8 times,  we  eat  tuna  casserole  and  we  are  up  to 
the  97th  way  to  cook  hamburger — inflation,  4 boys, 
and  a basic  love  of  hamburger  and  tuna  have  all 
contributed  to  that. 

What  I am  saying,  however,  is  that  we  are  still 
doing  pediatric  education  the  same  way  now  as  we 
have  since  residencies  began — experiential  learn- 
ing, or  “see  one,  do  one,  teach  one”  as  my  old 
surgical  Chief  at  Bellevue  used  to  say — with  a 
smattering  of  conferences  for  those  who  need  a cer- 
tain amount  of  spoon-fed  pap  to  whet  their  edu- 
cational appetite. 

One  other  example  of  how  things  tend  not  to 
change — in  1968  I was  elected  to  the  housestaff 
program  committee  of  our  Department.  I attended 
all  the  meetings  and  zealously  pushed  for  the  elimi- 
nation of  “bad”  rotations,  and  the  revamping  of  the 
curriculum.  The  department  was  responsive  and 
changed;  this  year  (now  an  old  conservative  on 
the  committee)  our  residents  have  successfully 
fought  to  get  the  rotation  back  I worked  so  hard  to 
eliminate  a decade  ago. 

I suppose  it  would  be  funny  if  in  fact,  it  wasn’t 
in  a way  so  sad.  It  is  similar  I believe,  to  what  I 
have  always  felt  about  electives.  Many  feel  electives 
are  crucial  in  the  educational  process — they  “round 
out”  an  experience.  I have  always  viewed  electives 
as  crumbs  thrown  to  students  or  residents  by  faculty 
to  make  up  for  an  ineffective  core  curriculum.  If 
something  is  important  in  pediatrics  then  it  should 
be  learned;  and  if  it  isn’t,  it  shouldn’t  be  taught! 
I have  always  worried  that  by  slithering  people 
through  an  elective  in  neurology,  cardiology,  surgery 
or  any  other  subspecialty  for  a month  people  would 
think  they  actually  knew  enough  to  take  care  of 


most  things  we  rely  on  the  subspecialists  for. 

Now  if  in  fact  they  do,  then  we  clearly  need  not 
train  anymore  subspecialists.  But  if,  as  I suspect, 
they  do  not  learn  the  basics  in  the  time  they  elect 
to  take  then  they  may  be  more  hazardous  to 
children’s  health  than  if  they  had  not  taken  the 
month  and  said  to  the  parent,  “I  don’t  know,  let’s 
call  a subspecialist”. 

What  is  distressing  is  that  we  have  proceeded  year 
after  year  making  cosmetic  changes  in  our  training, 
when  it  may  be  that  we  need  to  chuck  out  the  baby 
with  the  bath  water  and  start  again. 

If  it  hasn’t  yet  become  clear,  I am  in  the  process 
of  building  a straw  man,  trying  to  lay  the  ground- 
work for  the  guts  of  this  talk — namely  what  about 
the  future?  But  before  we  get  there — one  more 
straw:  evaluation.  The  problem  is  that  as  faculty 
most  of  us  pay  lip  service  to  resident  evaluation 
(“nice  person-check  all  the  good  boxes”)  and  do 
little  or  nothing  at  all  about  program  evaluation. 
To  its  credit  the  American  Board  of  Pediatrics  is 
tackling  these  issues — and  their  book  “Foundations 
for  Evaluating  the  Competency  of  Pediatricians” 
should  be  read  by  everyone  involved  in  pediatrics. 
But  the  problem  with  most  evaluations  is  that  they 
tend  to  get  done  by  evaluators. 

Now  I have  a theory — a conspiracy  theory  at 
that — as  to  how  we  got  all  tied  up  in  knots  by 
evaluators  but  we  haven’t  time  today  to  go  into 
that.  Suffice  it  to  say  that  the  problem  most  evalua- 
tors have  is  that  they  want  to  be  able  to  prove 
something  and  that  usually  means  in  a statistically 
significant  way. 

My  feeling  has  always  been  that  the  significance 
of  any  study  to  society  is  inversely  proportional  to 
its  p value.  Biology,  Sociology  and  humans  (faculty 
and  residents  included)  are  too  heterogeneous  and 
too  complex  to  fit  into  a 2 x 2 chi  square  box. 

So  by  not  being  able  or  willing  to  evaluate  what 
we  are  doing  or  have  done  in  pediatric  education, 
we,  and  our  students  are  pacified  by  making  cos- 
metic changes  that  are  full  of  sound  and  fury,  but 
signify  nothing.  (That  kind  of  change  generally 
mollifies  them  until  they  rotate  off  the  service  or 
leave  the  program). 

OK — I have  now  probably  engendered  a bell- 
shaped response — 25%  of  you  are  shifting  uncom- 
fortably and  wish  I would  stop,  25%  of  you  are 
chuckling  with  delight  (mostly  relatives  and  friends) 
and  the  other  50%  are  either  unsure  or  asleep.  But 
since  that  reflects  the  normal  response  to  any  edu- 
cational process.  I’ll  go  on  and  tell  you  about  the 
three  things  that  I think  bode  well  for  the  future  of 
pediatric  education.  They  are:  1).  Area  Health 
Education  Centers  or  AHECs  2).  General  Pediatric 
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Residency  Training  Programs  and  3).  The  Child 
Health  Associate  Program. 

Let’s  start  with  AHECs.  The  idea  for  AHECs 
came  from  the  Carnegie  Commission  report  in  1970. 
That  report  stated:  “In  some  parts  of  the  country, 
the  distances  between  University  health  science  cen- 
ters are  likely  to  be  very  great,  as  in  sparsely  popu- 
lated mountain  states.  Elsewhere,  concentration  of 
people  in  congested  urban  areas  would  overwhelm 
the  facilities  of  even  the  largest  health  science  cen- 
ter. In  both  types  of  areas  there  should  be  ‘area 
health  education  centers,’  which  would  provide  fa- 
cilities for  patient  care,  often  on  a referral  basis 
from  surrounding  areas;  educational  programs  for 
house  officers  and,  to  some  extent,  for  M.D.  can- 
didates who  could  rotate  through  an  area  health 
education  center;  clinical  experience  for  allied  health 
students’  and  continuing  education  programs  for 
health  manpower:.  (1) 

On  the  basis  of  this  recommendation,  which  in- 
cidentally built  on  then  existing  regional  educational 
or  hospital  networks  in  North  Carolina,  Wisconsin 
and  other  states,  1 1 area  health  education  centers 
(AHECs)  were  developed  under  contract  with  the 
Bureau  of  Health  Manpower. 

After  5 years,  the  projects  were  deemed  success- 
ful, even  though  three  attempts  at  evaluation  by 
groups  of  Incorporated  Evaluators,  failed  to  prove 
it.  (An  Incorporated  Evaluator  is  a person,  pre- 
ferably a former  HEW  or  other  federal  employee, 
who  begins  a non-profit  organization  after  leaving 
the  government,  and  competes  for  federal  grants 
and  contracts).  They  failed  I should  point  out,  be- 
cause each  AHEC  had  developed  different  goals. 
And  thus,  if  you  accept  my  premise  that  anything 
found  statistically  significant  cannot  be  important 
in  this  field,  then  the  failure  of  three  independent 
evaluations  to  prove  that  the  AHECs  had  a positive 
effect,  must  mean  that  the  concept  is  right  on  target. 

There  are  two  components  of  AHECs  that  make 
them  excellent  sites  for  the  education  of  future 
pediatricians  (or  anyone  else  in  health  care  for  that 
matter).  The  first  is  that  the  governance  of  AHECs 
is  such  that  control  comes  through  local  boards.  It 
is  for  this  reason  that  none  of  the  AHECs  around 
the  country  developed  the  same  programs.  The 
needs  of  health  professionals  are  very  different  in 
western  Colorado  from  those  of  professionals  in 
eastern  North  Carolina,  northern  Illinois  or  south 
Texas.  Since  AHECs  have  been  designed  and  are 
governed  in  such  a way  as  to  meet  local  needs,  no 
national  evaluation  looking  for  an  answer  to  the 
question  “Did  the  AHEC  program  nationally  im- 
prove the  quality  of  care”  will  succeed.  But  if  the 


question  is  asked  of  the  health  professionals  and 
boards: 

“Did  AHEC  make  it  easier  for  you  to  get  con- 
tinuing education?”  or  if  the  question  is  asked  of 
students:  “Did  you  learn  something  valuable  in  the 
AHECs?”  The  answer  will  be  “yes”.  An  evaluation 
such  as  this  would  be  easy,  cheap  and  hardly  sophis- 
ticated, but  very  important. 

The  second  crucial  component  of  AHECs  for 
students  and  residents  is  that  they  are  provided  with 
appropriate  role  models  for  a part  of  their  educa- 
tion. I believe  this  to  be  very  important.  University 
health  science  center  faculties  have  grown  primarily 
with  the  infusion  of  grant  funds  for  subspecialty  re- 
search. Thus  most  faculty  members  of  clinical  de- 
partments tend  to  be  subspecialists — we  need  to 
have  allergy,  cardiology,  child  development, 
neurology,  neonatology,  dermatology,  endocrinology, 
pulmonary  disease,  nephrology  etc.  etc.  covered — 
then  we  need  two  of  each  so  one  can  have  a break 
every  now  and  then.  Meanwhile,  back  in  the  clinic, 
one,  or  after  everyone  else  gets  theirs,  two  general 
pediatricians  reside  teaching  everyone  in  sight  (1st, 
2nd,  3rd  and  4th  year  medical  students,  residents 
in  pediatrics  and  family  medicine,  nurse  practition- 
ers) primary  care.  And  since  the  most  faculty  try  to 
make  graven  images  of  themselves,  we  have  in  the 
60’s  and  70’s  accelerated  the  production  of  sub- 
specialists and  tended  to  depress  those  entering  pri- 
mary care.  Enter  the  AHEC  faculty — all  of  whom 
practice — most  of  whom  are  involved  in  primary  care, 
and  only  some  of  whom  are  subspecialists.  Add  the 
setting  of  a community  hospital  where  42%  of  the 
inpatients  have  asthma,  pneumonia,  and  dehydration, 
instead  of  neuroblastoma,  lupus  nephitis  and  methyl- 
malonic aciduria,  and  you  have  the  beginning  com- 
ponents of  an  appropriate  pediatric  education. 

In  1977,  4 new  AHECs  were  funded — including 
ours  in  Colorado — and  this  year  5 more  including 
one  here  for  South  Dakota  were  announced  by 
HEW.  That  will  bring  the  number  of  programs  to 
20  and  if  you  add  those  places  already  doing  it  on 
their  own,  you  have  half  of  the  states  in  the  US 
with  AHECs.  They  will  clearly  influence  pediatric 
education  in  the  future. 

The  provision  of  grants  for  residency  training  in 
general  pediatrics  and  general  internal  medicine  was 
mandated  in  the  Health  Professions  Educational 
Assistance  Act  of  1976  has  been  another  significant 
step  boding  well  for  the  future  of  pediatric  educa- 
tion. 

These  grant  awards — now  given  to  over  two 
dozen  departments — do  something  critically  impor- 
tant in  residency  programs:  they  provide  the  op- 
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portunity  to  develop  a program  based  on  educa- 
tional objectives  rather  than  service  needs.  It  is  no 
secret  that  by  relying  on  hospitals  for  resident 
salaries  we  have  reached  the  point  in  University 
programs  where  up  to  35%  of  a three  year  “edu- 
cation” is  spent  on  intensive  care  and  medium  risk 
nurseries.  This  trend  is  not  entirely  the  fault  of  the 
hospitals.  Increased  complexity  of  care  plus  the 
need  for  everyone  to  get  something  more  next  year 
has  forced  residencies  that  were  able  to  cover  a 
service  with  2 people  working  every  other  night  to 
fund  6 working  every  third. 

The  general  pediatrics  programs  do  something 
else.  They  mandate  25%  of  time  be  spent  in  am- 
bulatory continuity  experiences — walk-in  clinics  or 
ERs  do  not  count  in  this  25%  requirement.  The 
implication  here  is  that  learning  need  not  take  place 
“at  the  bedside”  to  be  effective.  The  program  also 
requires  that  senior  medical  students  make  the  de- 
cision to  enter  primary  care  before  entering  the 
residency — not  waiting  until  they  are  in  their  last 
year  of  training. 

For  those  who  know  what  they  want  to  do,  this 
is  a boon.  Those  who  do  not  know,  or  who  are 
hesitant,  lest  they  not  want  to  “rule  out”  pediatric 
fetal  neuropharmacology  until  they  see  a little  of 
it — need  not  apply.  Although  the  majority  of  stu- 
dents are  in  the  latter  category,  lurking  in  every 
class  are  10-25%  who  still  retain  their  love  of 
people  and  desire  to  serve  them  in  a primary  care 
capacity  in  spite  of  the  battering  the  four  year 
curriculum  has  given  them. 

I predict  that  these  general  pediatrics  residency 
programs  will  have  significant  impact  on  pediatric 
education  because  in  the  tightening  fiscal  world, 
$100,000/yr  to  support  generalist  faculty  and  resi- 
dents is  hard  for  departments  to  resist.  Once  hooked, 
the  curriculum  of  all  residents  will  be  affected. 

The  third  and  last  thing  I want  to  describe  to  you 
is  the  Child  Health  Associate  Program,  for  this 
program,  in  existence  for  10  years  at  the  University 
of  Colorado  Medical  Center,  provides  what  I be- 
lieve is  the  blueprint  for  pediatric  education  of  the 
future.  1 am  confident  that  relatively  few  of  you 
are  familiar  with  the  program  even  though  3%  of 
our  graduates  work  in  South  Dakota  so  I will  spend 
a little  time  describing  it  before  going  into  its  im- 
plications. 

The  program  began  in  1968.  Henry  Silver,  who 
had  developed  the  pediatric  nurse  practitioner  con- 
cept— and  had  thus  shown  that  with  four  months  of 
education  on  top  of  RN  training,  you  had  someone 
who  could  assist  a physician  with  70%  of  office 
pediatrics-  decided  that  it  would  be  exciting  to 
take  people  with  no  previous  health  experience  and 


give  them  a curriculum  designed  to  teach  them 
ambulatory  pediatrics  and  low  risk  nursery. 

It  turns  out  that  it  takes  three  years  to  do  that. 
The  first  year  is  70%  basic  science — 30%  clinical. 
The  basic  science  is  unique  though — we  have  a 
physiologist  who  loves  teaching  pediatric  physiology 
— not  physiology  for  Ph.D.  candidates  in  physiology. 
The  same  is  true  in  biochemistry,  microbiology, 
anatomy,  pathology,  embryology,  histology  and 
normal  child  development.  Add  interviewing  skills, 
social  aspects  of  pediatrics,  physical  diagnosis,  new- 
born nursery,  and  a well  baby  clinic  that  runs 
throughout  the  first  two  years  of  the  program  and 
you  have  a busy  first  year. 

The  second  year  is  30%  didactic  (pharma- 
cology, pediatric  subspecialties,  pediatric  psycho- 
social and  sexual  problems)  and  70%  clinical 
(emergency  room,  dermatology,  ENT,  orthopedics, 
allergy,  adolescent,  VD,  and  other  clinics).  The 
third  year  is  an  internship — but  one  based  on  edu- 
cational needs.  Interns  spend  4-8  weeks  in  ambula- 
tory settings  (private  or  public,  group  or  solo,  pedia- 
trics or  family  medicine)  all  over  the  U.S.  They 
can  do  this  because  they  have  no  service  obliga- 
tions. They  also  get  no  pay.  Their  internship  is  on 
the  Donahoe  model. 

Who  comes  into  such  a program? 

We  have  taken  men  and  women  from  age  19  to 
age  45.  They  have  been  former  carpenters,  teachers, 
ballet  dancers,  med  techs,  nurses  or  medical  stu- 
dents. Our  stated  prerequisites  are  two  years  of 
college — including  a year  each  of  biology,  chemistry 
and  psychology.  But  these  are  just  gates — if  we 
didn’t  have  them  we  would  have  1000  applicants; 
with  them  we  have  300  for  20  places.  If  we  added 
Greek,  we  would  have  2 applicants. 

Our  real  prerequisites  are:  a reasonable  amount 
of  intelligence,  an  understanding  and  desire  to  take 
a mid-level  role,  and  a love  of  children.  If  all  three 
are  present,  anyone  can  complete  the  curriculum 
and  practice. 

The  end  result  is  a practitioner  who  can  effective- 
ly handle  under  supervision  95%  of  children  coming 
to  a pediatric  office.*^’ 

Since  my  purpose  is  to  discuss  pediatric  educa- 
tion, I will  not  go  into  all  the  studies  that  have 
been  done  to  show  that  child  health  associates  can 
do  all  I said  they  can  do,  that  they  are  universally 
accepted  by  patients,  that  they  are  economically 
tremendous  for  a practice,  or  that  they  provide 
high  quality  pediatric  care  to  infants,  children  and 
adolescents.*^* 

What  I do  want  to  point  out  is  that  this  model 
of:  (1)  Accepting  people  who  know  what  they 
want  to  do  (2)  Providing  them  with  a curriculum 
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that  prepares  them  to  do  what  they  want  to  do  and 
(3)  letting  them  do  it  is  so  simple  and  so  effective 
that  we  should  let  medical  students  benefit  from 
such  an  experience. 

We  are  proposing  to  do  such  a thing  at  the  Uni- 
versity of  Colorado.  Henry  Silver  and  I have  sug- 
gested the  development  of  “Primary  Care  Medical 
Practitioners”  in  Pediatrics,  Gyniatrics  (Primary 
Care  for  Women),  Geriatrics  and  Family  Medicine. 
Those  wishing  to  practice  in  these  areas  would  ap- 
ply to  medical  school,  choose  their  track,  and  six — 
eight  years  later  depending  on  the  program  chosen, 
graduate  with  an  MD  degree,  a completed  intern- 
ship and  be  ready  to  practice.  You  should  know 
that  the  resistance  has  been  fierce.  Our  colleagues 
on  the  faculty  have  reacted  with  indignant  rejec- 
tion— they  perceive  us  as  implying  that  if  we  change 
the  curriculum  we  must  be  saying  they  are  not  doing 
a good  job. 

The  only  spark  we  have  is  to  do  this  program 
in  Geriatrics — since  there  are  so  few  effectively 
practicing  this  specialty  and  even  fewer  faculty  in- 
vested in  it,  we  threaten  no  one  with  it.  We  hope 
to  start  within  two  years,  if  we  can  convince  folks 
that  it  is  o.k.  for  two  pediatricians  to  develop  a 
program  in  geriatrics.  It  should  be,  though,  since  in 
the  broad  sense,  aging  begins  with  conception. 

I am  sure  that  much  of  this  seems  radical.  But 
change  is  important,  and  inevitable — Darwin  dis- 
cussed that  at  length.  Like  his  creatures  of  the 
Galapagos  islands  who  became  isolated  from  the 
rest  of  the  evolving  world,  the  Flexnerian  model  of 
medical  education  has  clung  to  its  craggy  academic 
rock  for  nearly  70  years.  We  still  take  students  who 
are  chosen  because  they  do  not  know  what  they 
want  to  do — give  them  a curriculum  that  prepares 
them  to  do  nothing  more  than  enter  another  process 
(residency)  which  again  does  not  prepare  them  to 
do  what  they  are  going  to  do,  and  finally  after  7 
long  years,  they  are  told  to  go  ahead  and  do  it. 
Do  we  wonder  why  so  many  shun  continuing  edu- 
cation? Why  continue  a process  that  did  such  a 
thing  to  you? 

Finally,  those  who  know  me  know  that  I am  in 
general,  a fulminant  optimist.  So  I need  to  close  on 
a positive  note;  I am  delighted  that  at  least  2%  of 
you  agree  with  my  views  on  this  subject.  As  for  the 
rest  of  you,  the  statistically  significant  98%,  you 
already  know  my  feelings  about  statistical  signific- 
ance. If  you  cannot  accept  all  of  these  ideas  from 
me,  I would  urge  you  to  read  Henry  Kempe’s  Task 
Force  on  Pediatric  Education’s  Report:  “The  Future 
of  Pediatric  Education”.  There  are  eleven  recom- 
mendations— but  the  one  most  relevant  to  our  dis- 
cussion today  is  #2:  “Pediatric  education  must  be 


based  on  what  is  best  for  children?”'®’ 

I am  sure  Dr.  Donahoe  would  have  agreed  with 
that.  From  all  that  I have  heard,  he  clearly  lived  and 
worked  for  the  betterment  of  children.  I appreciate 
very  much  the  honor  of  being  here  today,  and  I 
thank  you  for  your  presence,  and  attention. 
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FEBRUARY  1980 


25 


THE 

ALUMNI 

ASSOCIATION 

of  the 

SOUTH  DAKOTA  SCHOOL  OF  MEDICINE 

has  been  established  by  the  South  Dakota  Medical  School  Endow- 
ment Association.  Among  other  activities,  the  Alumni  Association 
serves  as  a source  of  information  for  graduates  and  assists  in 
the  organization  of  class  reunions. 

As  of  1977  the  South  Dakota  School  of  Medicine  is  a four-year 
degree  granting  school,  and  through  the  Alumni  Association  the 
school,  and  past  and  present  students  will  be  better  served. 

Contributions  may  be  sent  to: 

Alumni  Association 
South  Dakota  Medical  School 
Endowment  Association 
608  West  Avenue,  North 
Sioux  Falls,  South  Dakota  57104 
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At  one  point,  in  the  not  too  distant  past,  organized 
labor  wielded  great  power  in  the  election  of  selected 
candidates  through  a political  action  committee 
called  COPE.  Large  sums  of  money  were  contri- 
buted by  labor  organizations  and  funnelled  into  the 
campaigns  of  those  legislators  who  were  sympathetic 
to  the  cause  of  labor.  As  a matter  of  fact,  much  sup- 
port was  given  to  national  candidates  representing 
small  agricultural  states,  such  as  South  Dakota,  in 
order  to  elect  those  who  would  vote  pro-labor  (and 
almost  certainly  anti-medicine). 

Other  groups  saw  this  as  a legal  way  for  the  in- 
dividually concerned  voter  to  carry  a great  deal 
more  clout.  And  so  they  pooled  their  financial  re- 
sources and  formed  Political  Action  Committees 
in  order  to  help  finance  the  campaigns  of  candidates 
friendly  to  their  cause. 

Not  the  least  of  these,  both  in  action  and  power, 
was  the  American  Medical  Political  Action  Com- 
mittee (AMPAC)  and  its  individual  state  committees 
such  as  SoDaPAC,  here  in  South  Dakota. 

But  now  labor  and  the  Democratic  Party  find 
the  competition  is  too  great  and  are  trying  to  emascu- 
late PAC  giving  by  restricting  the  amount  of  con- 
tributions in  many  ways.  It  seems  that  when  organ- 
ized medicine  finds  a way  to  tell  its  story,  the  other 
side  can  find  no  better  way  to  combat  us  other  than 
to  change  the  rules  in  the  middle  of  the  game! 

But  we  must  continue  to  elect  national  and  state 
legislators  who  believe  in  the  free  enterprise  system 
and  back  those  who  will  attempt  to  pass  sensible 
legislation  as  it  pertains  to  the  delivery  of  good  medi- 
cine to  our  patients. 

SoDaPAC 

1 . Enables  physicians  and  their  spouses  to  have 
a more  informed  and  effective  method  of 
political  action. 

2.  Provides  financial  assistance  to  candidates 
who  are  most  likely  to  support  the  free 
practice  of  medicine  within  the  context  of 
the  free  enterprise  system,  and 

3.  Educates  and  encourages  members  to  take 
an  active  part  in  all  phases  of  political 
process. 


I,  therefore,  encourage  our  membership  to  join 
AMPAC  and  SoDaPAC,  both  of  which  are  biparti- 
san (in  a recent  election,  50.4%  went  to  Democrats, 
49.6%  to  Republicans).  We  can  do  more,  to- 
gether! 

Sincerely  yours, 
Duane  B.  Reaney,  M.D.,  President 
South  Dakota  State  Medical  Association 


WHY  WAIT,  IT  COULD 
BE  TOO  LATE! 

JOIN  NOW 

SODAPAC 

If  your  practice  is  Incorporated,  SoDaPAC  and  AMPAC  voluntary  political 
contributions  should  be  written  on  a PERSONAL  CHECK.  Contribution* 
are  not  limited  to  the  suggested  amount.  Neither  the  AMA  nor  the 
SDSMA  will  favor  or  disodvontage  anyone  based  upon  the  amounts  of 
or  failure  to  make  PAC  contributions.  Contributions  are  subiect  to  the 
limitations  of  FEC  Regulations,  Sections  110.1,  110.2  ond  110.5  (Fed* 
eral  regulations  require  this  notice).  Copies  of  SoDaPAC  and  AMPAC 
reports  are  filed  with  the  Federal  Election  Commission  and  are  available 
for  purchase  from  the  Fede  al  Election  Commission,  Washington,  D.C. 
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REMEMBER  THE  ENDOWMEMT  ASSOCIATION! 


Name  the  South  Dakota  Medical  School  Endowment 

Association  as  the  beneficiary  of  a life 

insurance  policy 


Your  contributions 
and  assistance  will 
benefit  the  USD  School 
of  Medicine  and  its 
students. 


South  Dakota  Medical  School  Endowment  Association 
608  West  Avenue,  North 
Sioux  Falls,  SD  57104 


brand  of 


cimctidiiic 


How  Supplied:  -•  ^ 

Pale  green  300  mg.  tablets 
in  bottles  of  100  and  Single  Unit  Packages  of  100 
(intended  for  institutional  use  only). 
Injection,  300  mg./2  ml., 
in  single-dose  vials 
and  in  8 ml.  multiple-dose  vials, 
both  in  packages  of  10. 


a SmithKIine  company 


When  painful  spasm 
is  the  presenting 
symptom . . 


..in  the  functional  bowel/irritable  bowel  syndrome* 

Bentyr 

(dicyclomine  hydrochloride  USP) 

10  mg.  capsules,  20  mg.  tablets, 

10  mg./5  ml.  syrup,  10  mg. /ml.  injection 


helps  control  abnormal  motor  activity 
with  minimal  anticholinergic  side  effectst 

Demonstrated  smooth  muscle  relaxant  activity. 

In  this  double-blind  study,  twenty  patients  having  G.l.  series  and  exhibiting 
spasm  were  randomly  selected  to  receive  either  2 cc.  of  Bentyl  or  sodium 
chloride  intramuscularly.  Ten  minutes  after  the  injection  another  radiograph 
was  taken  . . . 

. . . Bentyl  produced  definite  relaxation  in  8 of  10  patients.  The  sodium  chloride 
produced  relaxation  in  only  3 of  10.  No  side  effects  occurred  in  either  group  of  patients. 


Pylorospasm  has  Barium  meal  beginning 

almost  totally  blocked  to  pass  1 0 minutes 

passage  of  barium  after  intramuscular 

injection  of  20  mg.  Bentyl. 


“The  correlation  of  spasm  relief  and  drug  given  was  excellent.  ” 


Reference: 

King,  J.C.  and  Starkman,  N,M.:  Evaluation  of  an  antispasmodic. 
Double-blind  evaluation  to  control  gastrointestinal  spasms 
occurring  during  radiographic  examination.  A preliminary  report. 
Western  Med.  5:356-358,  1964 

Merrell 


*This  drug  has  been  classified  "probably  " effective  in  treating 
functional  bowel/irritable  bowel  syndrome 

tSee  Warnings,  Precautions  and  Adverse  Reactions. 

See  following  page  for  prescribing  information. 
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Bentyr 

(dicyclomine  hydrochloride  USP) 

Capsules,  Tablets,  Syrup,  Iniection 

AVAILABLE  ONLY  ON  PRESCRIPTION 
Brief  Summary 

INDICATIONS 

Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences-National  Research  Council  and/or  other  informa- 
tion, FDA  has  classified  the  following  indications  as  "prob- 
ably" effective 

For  the  treatment  of  functional  bowel/irritable  bowel 
syndrome  (irritable  colon,  spastic  colon,  mucous 
colitis)  and  acute  enterocolitis, 

THESE  FUNCTIONAL  DISORDERS  ARE  OFTEN  RE- 
LIEVED BY  VARYING  COMBINATIONS  OF  SEDATIVE, 
REASSURANCE.  PHYSICIAN  INTEREST.  AMELIORA- 
TION OF  ENVIRONMENTAL  FACTORS 
For  use  in  the  treatment  of  infant  colic  (syrup) 

Final  classification  of  the  less-than-ettective  indications 
requires  further  investigation 


CONTRAINDICATIONS;  Obstructive  uropathy  (for  example,  bladder 
neck  obstruction  due  to  prostatic  hypertrophy);  obstructive 
disease  of  the  gastrointestinal  tract  (as  in  achalasia,  pyloro- 
duodenal  stenosis),  paralytic  ileus,  intestinal  atony  of  the  elderly 
or  debilitated  patient;  unstable  cardiovascular  status  in  acute 
hemorrhage,  severe  ulcerative  colitis;  toxic  megacolon  compli- 
cating ulcerative  colitis;  myasthenia  gravis  WARNINGS  In  the 
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Clinicopathological  Conference 


Sixty-Seven  Year  Old  Caucasian  Male  with 
Hemoptysis  and  Right  Upper  Lobe  Infiltrate  of 
Several  Weeks  Duration 

Verdayne  Brandenburg,  M.D.* 

Paul  K.  Aspaas,  M.D.** 

Discussers 

John  F.  Barlow,  M.D.*** 

Editor 


Case  M812  863 

This  67-year-old  TV  repairman  entered  Sioux  Valley 
Hospital  with  a chief  complaint  of  pneumonia  and 
hemoptysis. 

Five  weeks  prior  to  admission  the  patient  noted  fatigua- 
bility  and  began  to  wake  up  in  the  night  with  drenching 
sweats.  He  was  hospitalized  elsewhere  for  pneumonia  for 
one  week  and  was  discharged  afebrile  with  his  pneumonia 
apparently  clearing.  Two  weeks  prior  to  admission  he  con- 
sulted a physician  again  because  of  anorexia  and  cough. 
He  was  given  some  red  medication.  It  was  not  until  be 
stopped  the  medication  that  he  realized  that  he  was 
coughing  up  blood.  Another  x-ray  was  performed  10  days 
prior  to  admission  but  apparently  nothing  was  found. 

A past  history  revealed  the  patient  three  years  previously 
had  been  hospitalized  for  pneumonia  and  an  extensive 
workup  for  tuberculosis  was  negative.  He  had  had  a 30 
pound  weight  loss  at  that  time  but  had  regained  his  weight 
since.  He  had  had  an  automobile  accident  in  1959  and  had 
had  compression  fractures  of  the  vertebrae.  He  had  a 
twenty-pack-year  history  of  smoking  but  he  had  quit  smok- 
ing 20  years  previously. 


* Resident  in  Family  and  Community  Medicine,  Sioux 
Falls,  SD. 

**  Specialist  in  Internal  Medicine  and  Director  of  Medical 
Education,  Sioux  Valley  Hospital,  Sioux  Falls,  SD; 
Clinical  Associate  Professor  of  Internal  Medicine,  School 
of  Medicine,  University  of  South  Dakota. 

***Pathologist,  Laboratory  of  Clinical  Medicine  and  Sioux 
Valley  Hospital,  Sioux  Falls,  SD;  Professor  of  Pathology, 
School  of  Medicine,  University  of  South  Dakota. 


Review  of  systems  revealed  that  he  had  had  a five 
pound  weight  loss  recently  as  well  as  the  night  sweats  de- 
scribed above.  There  was  no  wheezing,  chest  pain  or 
shortness  of  breath.  There  was  no  occupational  history  of 
exposure  to  noxious  fumes  or  dusts. 

PHYSICAL  EXAMINATION:  Temperature  98.2®F,  pulse 
90/min.  and  regular,  respirations  16/min.  and  regular,  blood 
pressure  122  systolic  and  76  diastolic.  He  was  a well- 
developed,  well-nourished,  alert,  oriented  and  cooperative 
man.  Examination  of  the  head  and  neck  was  unremarkable. 
The  chest  was  clear  to  auscultation  and  percussion.  The 
heart  had  a regular  rhythm  with  no  abnormal  sounds  or 
murmurs.  Examination  of  the  abdomen  revealed  no  tender- 
ness or  palpable  organs  or  masses  but  there  was  quite  a 
large  inguinal  hernia  on  the  left  and  another  smaller  one 
on  the  right.  The  patient  was  a normal  circumcised  male 
with  a hernia  sac  in  the  scrotum.  The  patient  had 
Dupuytren’s  contractures  bilaterally.  Neurologic  examina- 
tion was  unremarkable. 

LABORATORY  DATA;  Urinalysis-yellow,  cloudy,  specific 
gravity  1.009,  pH  5.0,  trace  glucose,  negative  for  bile, 
protein,  and  hemoglobin;  sediment  8-10  white  cells  per 
high  power  field,  large  amount  of  bacteria.  Hemoglobin 
11.8  gm/dl,  red  count  4.42  million/mm-^,  hematocrit  36 
vol/dl,  mean  corpuscular  hemoglobin  26  micromicrograms, 
mean  corpuscular  volume  80  cubic  micra  and  mean  cor- 
puscular hemoglobin  concentration  33%,  total  leukocyte 
count  12,700/mm'<  with  85%  neutrophils,  5%  neutrophilic 
bands,  2%  eosinophils,  3%  lymphocytes  and  5%  mono- 
cytes. Red  cells  were  normochromic,  normocytic  and  the 
platelets  were  normal  in  number  and  morphology  on  the 
smear.  pH,  PCO2  and  electrolytes  were  within  normal 
limits.  Arterial  blood  gases  were  within  normal  limits. 
Multiple  sputums  for  cytology  were  negative.  Lactic  dehy- 
drogenase (LDH),  alkaline  phosphatase,  aspartate  amino- 
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transferase  (SCOT),  bilirubin,  total  protein,  calcium,  in- 
organic phosphorus,  glucose,  blood  urea  nitrogen,  creatinine, 
uric  acid,  and  cholesterol  were  within  normal  limits.  An 
intermediate  PPD  skin  test  was  negative  at  48  and  72 
hours.  A streptokinase-streptodomase  skin  test  to  rule  out 
anergy  was  positive.  Chest  films  showed  consolidation  of 
the  right  upper  lobe  with  volume  loss  and  cavity  forma- 
tion. There  was  another  density  in  the  left  upper  lung 
field  which  was  associated  with  a rib  fracture.  There 
were  also  chronic  changes  consistent  with  fibrosis  as  well 
as  multiple  other  healed  rib  fractures  and  compression 
fractures  of  the  spine.  Bronchial  brushings  and  cultures  for 
acid  fast  organisms  were  obtained.  A needle  aspiration 
and  transtracheal  biopsy  of  the  lung  lesion  showed  a 
granuloma  with  histiocytes  and  multinucleated  giant  cells. 
Cultures  and  special  stains  were  performed. 

DR.  BRANDENBURG:  The  differential  diagnosis 
is  that  of  pneumonitis  that  would  not  clear.  At  the 
outset,  the  possibilities  seem  rather  straightforward. 
However,  the  protocol  is  vague  in  certain  areas. 

The  history  does  not  mention  any  exposure  to  a 
particular  pathogenic  agent  in  the  immediate  family, 
friends,  or  close  acquaintances.  There  is  no  men- 
tion of  where  the  patient  has  lived  during  his  life- 
time, nor  is  there  a history  of  any  travel.  There  is 
no  mention  of  alternative  vocations  or  hobbies  to 
suggest  any  environmental  agents  which  could  help 
determine  the  etiology.  Subsequently,  I have  dis- 
covered there  has  been  no  environmental  exposure 
to  noxious  agents  or  contact  with  anyone  having 
similar  illness.  He  apparently  has  not  visited  areas 
endemic  for  mycotic  diseases. 

The  protocol  does  hint  at  an  extensive  workup 
for  tuberculosis  in  the  past.  This  was  apparently 
repeated  at  this  hospital  and  was  negative. 

Were  fungal  studies,  i.e.  serology,  sputums,  etc. 
done?  Were  the  sputums  for  cytology,  gram  stain, 
and  culture  including  anaerobes  done? 

DR.  BARLOW:  Fungal  serologies  for  histoplasmo- 
sis, coccidioidomycosis,  blastomycosis  were  negative. 
The  gram  stain  of  sputum  did  not  show  a pre- 
dominant organism.  Anaerobic  culture  of  sputum  is 
not  interpretable.  An  aerobic  culture  revealed 
normal  upper  respiratory  flora.  Cytologies  of  the 
sputum  were  negative  on  three  occasions  for 
malignant  cells. 

DR.  BRANDENBURG:  The  chest  film  revealed 
consolidation,  infiltrate,  and  cavities  in  the  right 
upper  lobe.  The  hilar  areas  do  not  show  appreciable 
enlargement.  (Fig.  1) 

The  major  categories  included  in  the  differential 
diagnosis  are: 

1.  Occupational  lung  disease 

2.  Neoplastic  disease 

3.  Granulomatous  disease  of  the  lung  that  is 
not  infectious  in  etiology 

4.  Infectious  diseases  of  the  lung 


Figure  1 

Note  upper  lobe  infiltrate  with  suggestive  cavity  fonnation. 


The  pneumoconiosis  are  a broad  and  extensive 
group  of  pathologic  entities  which  cause  disease  of 
the  lung  by  means  of  physical  and/or  chemical 
irritation.  There  is  absolutely  no  clue  that  the  pa- 
tient may  have  one  of  these  problems,  and  it  would 
be  beyond  the  scope  of  this  paper  to  spend  any 
further  time  on  this  topic.  However,  one  must  con- 
sider them  in  the  appropriate  setting  and  not  neglect 
the  very  important  occupational  history  in  lung 
diseases. 

Neoplastic  lesions  may  be  either  benign  or 
malignant.  When  considering  the  case  for  benign 
neoplasms,  of  which  hamartoma  is  the  prototype, 
one  must  realize  that  these  tumors  may  present 
with  cough,  hemoptysis,  dyspnea,  or  recurrent 
pneumonitis.  They  are  most  frequently  seen  in  males 
and  may  not  be  discovered  until  adulthood.  How- 
ever, these  lesions  are  extremely  uncommon  in  com- 
parison to  malignant  lung  tumors.  Most  of  the 
benign  lesions  appear  to  be  peripheral  on  the  chest 
film.  The  mode  of  presentation  is  most  generally 
that  of  a solitary  nodule  rather  than  as  in  our  case 
today. 

The  malignant  lung  neoplasms  may  be  either 
primary  or  metastatic.  The  metastatic  lung  lesions 
may  be  the  first  evidence  that  an  occult  malignancy 
is  present.  The  presentation  is  frequently  one  of 
pneumonitis  that  is  poorly  resolving  or  recurrent.  In 
addition,  the  patient  may  complain  of  vague,  non- 
specific generalized  problems  such  as  anorexia, 
fatigue,  night  sweats,  and  weight  loss.  Hemoptysis 
is  rarely  seen  in  metastatic  disease  to  the  lungs  be- 
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cause  of  the  lack  of  proximity  to  the  larger  air- 
ways by  these  lesions.  In  this  patient,  the  physical 
examination,  the  paucity  of  abnormal  laboratory 
findings,  and  the  course  of  the  disease  process  as 
described  in  the  protocol  are  against  this  being 
metastatic  disease  to  the  lung,  even  without  the 
biopsy  information. 

Multiple  myeloma  may  occasionally  present  in 
this  manner,  and  the  bone  changes  on  x-ray  in  this 
elderly  man  are  enough  to  warrant  a protein  elec- 
trophoresis of  serum  and  urine  immunoelectrophore- 
sis.  A change  in  the  immune  status  as  is  seen  in 
myeloma  would  change  our  thoughts  when  investi- 
gating infectious  etiologies  as  well.  The  protocol 
does  not  give  us  that  information,  and  therefore  no 
further  regard  to  this  entity  will  be  given. 

Primary  pulmonary  tumors  must  be  high  on  the 
list  because  the  patient  is  a male  in  his  60’s  with  a 
smoking  history.  Carcinoma  of  the  lung  is  more 
commonly  seen  in  a scarred  and  chronically  dis- 
eased lung  suggested  in  this  case  by  the  fibrosis 
seen  on  the  chest  film.  The  average  age  of  onset  of 
primary  lung  cancer  is  60  (peak  50-60),  and  the 
maleifemale  ratio  is  4:1.  The  annual  incidence  in 
men  in  the  U.S.  is  64,000  new  cases  each  year 
according  to  the  latest  American  Cancer  Society 
statistics.  The  chest  x-ray  description  in  this  case  is 
compatible  with,  but  not  usual  for,  bronchogenic 
carcinoma.  In  addition,  the  cytology  for  malignant 
cells  was  negative  and  would  be  expected  to  be 
positive  in  up  to  75%  of  cases  diagnosed  as  primary 
carcinoma.  As  an  aside,  bronchial  brushings  are 
reported  to  be  positive  in  81%  and  are  helpful 
particularly  in  the  case  of  the  small  peripheral  pul- 
monary nodule.  Atypical  bronchial  epithelial  cells 
are  highest  in  the  smoking  population,  and  will  de- 
crease in  number  annually  for  each  year  after  a 
former  smoker  reverts  to  a non-smoker.  The  previ- 
ous smoker  will  not  reduce  his  chances  of  develop- 
ing lung  malignancy  to  the  level  of  the  non-smoker. 
In  this  case,  a 20  year  abstinence  certainly  de- 
creases his  risk  substantially.  Therefore,  even  with- 
out the  history,  primary  carcinoma  of  the  lung  is 
low  on  the  list  of  diagnostic  possibilities. 

The  granulomatous  diseases  of  the  lung  that  are 
not  infectious  in  etiology  are  the  next  group  of  dis- 
orders to  consider.  Several  of  the  more  unusual 
entities  such  as  pulmonary  eosinophilic  granuloma, 
lymphomatoid  granulomatosis,  and  bronchocentric 
granulomatosis  will  merely  be  mentioned  here  as 
part  of  the  differential  diagnosis.  However,  I choose 
not  to  go  into  detail  regarding  these  entities  because 
they  do  not  seem  to  fit  the  clinical  picture.  In  addi- 
tion, some  of  the  familiar  collagen-vascular  disorders 


such  as  rheumatoid  arthritis  and  systemic  or  drug- 
induced  lupus  erythematosis  may  present  in  this 
fashion  and  should  be  kept  in  mind  although  there 
is  no  other  indication  of  these  diseases  in  this  case. 

The  prototype  and  the  best  known  entity  of  this 
granulomatous  lung  disease  is  sarcoidosis.  The 
incidence  of  sarcoidosis  is  10/100,000  in  the  U.S. 
Sarcoidosis  has  both  acute  and  chronic  forms. 

The  acute  form  is  exemplified  by  the  young  fe- 
male under  the  age  of  30,  with  an  acute  onset  of 
lung  disease  or  mediastinal  adenopathy  associated 
with  involvement  of  the  skin,  eyes,  and  lymph 
nodes.  Laboratory  findings  of  hypercalcuria  and/or 
hypercalcemia  and  elevated  gammaglobulin  are  fre- 
quently noted.  IgG,  IgM,  IgA  have  all  been  shown 
to  be  increased  in  sarcoidosis.  The  chest  film  in 
sarcoidosis  usually  reveals  enlarged  hilar  nodes  in 
80%  of  cases  which  may  occur  with  or  without 
pulmonary  infiltrates.  Twelve  percent  of  cases  are 
found  to  have  pulmonary  infiltrates  without 
adenopathy. 

In  the  chronic  form  of  sarcoidosis,  the  patients 
are  usually  over  the  age  of  40.  This  form  pursues 
a more  chronic,  insidious  course.  The  picture  is  one 
of  chronic  fibrotic  hyalinization  in  contrast  to  the 
acute  form  which  demonstrates  characteristic  non- 
caseating  granulomas. 

There  are  no  specific  tests  that  are  pathognomonic 
for  sarcoidosis  and  the  diagnosis  is  therefore  one 
of  exclusion.  However,  there  is  some  recent  interest 
in  finding  elevation  of  angiotension  converting 
enzyme  (ACE)  to  twice  normal  in  some  patients 
with  active  disease. 

Other  granulomatous  diseases  such  as  Wegener’s 
granulomatosis  may  present  with  pulmonary  com- 
plaints of  cough,  hemoptysis,  dyspnea  and  chest 
pain.  There  may  be  other  nonspecific  complaints 
such  as  weakness,  fatigue,  malaise,  arthralgias, 
anorexia,  weight  loss,  and  fever.  Chest  film  findings 
reveal  a bilateral  process  with  cavitation  and  no 
hilar  adenopathy.  Renal  disease  is  frequent  but  not 
invariably  present.  Laboratory  findings  include  non- 
specific mild  anemia  and  elevations  of  the  gamma 
globulin  fraction  (particularly  IgA).  The  pathologic 
findings  include  necrotizing  granulomas  with  vasculi- 
tis. This  disease  has  a tendency  to  involve  multiple 
systems,  especially  upper  respiratory  tract  and 
sinuses,  the  skin,  and  the  eye.  There  is  a pathologic 
variant  of  this  entity  known  as  limited  Wegener’s 
granulomatosis  in  which  the  granuloma  formation 
is  largely  limited  to  the  lungs.  Patients  with  this 
variant  may  be  asymptomatic  clinically  despite  the 
presence  of  extensive  abnormalities  on  the  chest 
film.  Multiple  cavities  occur  frequently  and  focal 
nodular  lesions  which  may  resemble  tumors  are  not 
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unusual.  The  limited  form  may  respond  to  cortico- 
steroids, but  a trial  of  alkylating  agents  is  indicated 
when  remission  is  not  induced  with  steroids.  This 
entity  is  frequently  confused  with  bronchogenic  car- 
cinoma. 

The  infectious  disease  category  seems  to  be  the 
most  likely  of  the  four  major  groups  to  fit  the 
clinical  picture  exhibited  by  this  patient.  The  acute 
bacterial  pneumonias  are  accompanied  by  more 
severe  prostration  and  physical  findings  such  as 
elevated  temperature,  tachypnea,  and  findings  on 
auscultation  and  percussion  of  the  chest.  The 
etiology  in  older  debilitated  patients  is  that  of  occult 
aspiration.  In  addition,  one  usually  finds  the 
organism  on  gram  stain,  sputum  culture,  blood  cul- 
ture, or  bronchial  washings.  The  patient  with  acute 
bacterial  pneumonia  or  viral  pneumonia  usually 
pursues  a more  acute  clinical  course.  There  also  is 
no  history  of  aspiration  in  the  patient. 

Thus  we  are  left  with  the  more  chronic  or  sub- 
acute agents  of  disease — the  mycobacteria,  the  fungi 
and  the  fungal-like  bacterial  organisms. 

One  must  always  consider  tuberculosis  in  disease 
of  this  nature  especially  since  cases  still  occur  in 
South  Dakota.  The  PPD  was  negative  with  a posi- 
tive streptokinase-streptodornase  control  to  discount 
the  problem  of  anergy.  One  must  remember  that 
the  PPD  is  a biologic  test,  and  therefore  is  de- 
pendent upon  the  presence  of  adequate  numbers  of 
host-sensitized  T-lymphocytes  in  the  circulation  for 
a positive  response.  The  majority  of  individuals  will 
produce  a positive  response  if  infected  and  not 
anergic.  As  many  as  15-20%  of  patients  will  pro- 
duce false  negative  responses  due  to  depletion  of 
circulating  T-cells  especially  if  clinically  ill,  debili- 
tated, or  if  massive  pleural  effusion  is  present.  If  a 
negative  PPD  test  is  accompanied  by  a positive 
anergic  response  to  a substance  such  as  strepto- 
kinase-streptodornase, tuberculosis  is  less  likely. 
Some  would  recommend  a second  strength  PPD.  I 
have  also  been  told  that  an  investigation  for  myco- 
bacterial disease  including  tuberculosis  was  carried 
out  at  this  admission  and  previously  so  that  I will 
discount  a mycobacterial  etiology  in  this  case. 

Three  mycotic  agents  are  classically  felt  to  fit 
this  clinical  picture — North  American  blastomycosis, 
coccidioidomycosis,  and  histoplasmosis. 

Blastomycosis  is  the  systemic  disease  caused  by 
blastomyces  dermatitidis.  It  is  endemic  in  many 
areas  of  the  USA  including  the  midwest.  It  is  more 
commonly  seen  in  males  (10:1)  and  in  younger 
individuals  who  work  in  the  outdoors.  The  clinical 
features  are  as  described  in  the  protocol  and  typical- 
ly include  some  degree  of  respiratory  distress,  chest 
pain,  and  skin  involvement.  The  chest  x-ray  picture 


is  that  of  upper  lobe  disease,  and  appears  chronic 
with  fibronodular  to  nodular  areas  associated  with 
linear  fibrotic  streaks.  Smooth  walled  cavities  are 
occasionally  seen.  Skeletal  involvement  is  frequent- 
ly seen,  especially  in  the  ribs  which  have  osteolytic 
lesions  without  periosteal  proliferation.  The  hall- 
mark pathologic  lesion  is  a combination  of  acute 
and  chronic  inflammation  in  which  granulomas, 
Langhan’s  giant  cells,  and  suppurative  reactions  are 
seen.  Organisms  are  demonstrated  by  a variety  of 
special  stains.  The  organism  is  readily  cultured  on 
Sabouraud’s  agar  at  room  temperature.  Neither  the 
skin  test  or  the  usual  serologic  methods  are  very 
valuable  in  the  diagnosis  of  active  or  dormant 
blastomycosis.  The  prognosis  is  usually  good  in  90% 
of  cases  after  treatment  with  amphotericin  B. 

Coccidioidomycosis  is  the  clinical  disease  state 
produced  by  the  fungus,  Coccidioides  immitis.  This 
organism  is  endemic  to  the  San  Joaquin  Valley  in 
California,  Southern  Arizona,  New  Mexico,  Nevada, 
Southwestern  Texas,  and  Utah;  and  may  be  trans- 
ferred by  viable  arthrospores  as  far  as  1000  miles 
by  formites.  The  non-white  population  are  at 
greater  risk  for  developing  the  disease.  The  clinical 
features  are  similar  to  blastomycosis,  but  the  chronic 
cavitary  form  of  the  disease  may  present  with 
variable  fever,  night  sweats,  productive  cough,  and 
hemoptysis.  Chest  film  findings  reveal  the  tendency 
of  this  organism  to  form  cavities.  These  cavities 
may  abut  on  the  pleura  and  may  cause  complica- 
tions such  as  pleural  effusion,  empyema,  broncho- 
pleural fistula,  and  pneumothorax.  Skeletal  involve- 
ment is  common  with  lytic  lesions  showing  minimal 
periosteal  proliferation  in  vertebrae,  skull,  ribs,  and 
in  the  metaphyses  of  long  bones.  Occasionally  a 
synovitis  may  be  seen.  The  histology  resembles 
tuberculosis  and  the  other  mycoses  with  occasional 
mixed  reactions  seen  consisting  of  neutrophil  in- 
filtration, histiocytes,  and  granuloma  and  occur- 
rence of  caseous  necrosis.  Serology  is  helpful  and 
culture  diagnostic. 

Histoplasmosis  is  produced  by  the  organism,  his- 
toplasma  capsulatum,  and  is  found  endemically  in 
the  Mississippi  and  Ohio  River  Valley  regions.  In- 
fectious spores  are  frequently  associated  with  the 
feces  of  starlings,  chickens,  and  bats  in  these  locales. 
Middle-aged  men  with  chronic  pulmonary  disease  or 
who  are  in  some  way  immunosuppressed  hosts  are 
the  most  likely  candidates  for  infection.  The  clinical 
course  is  not  distinctive  from  the  previous  fungi, 
and  the  pathologic  lesion  is  a granulomatous  reac- 
tion with  Langhan’s  giant  cells  and  caseous  necrosis. 
The  diagnosis  is  dependent  upon  demonstration  of 
the  organism  on  culture  or  by  special  stains.  Sero- 
logy is  somewhat  helpful  in  this  disease. 
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All  of  the  above  mycotic  diseases  fit  the  clinical 
features  and  the  course  of  this  case  well  and  the 
pathologic  findings  are  consistent  with  fungal  dis- 
ease. However,  there  is  no  history  of  travel;  fungal 
serologies  were  negative,  and  no  growth  of  these 
organisms  were  obtained  in  culture. 

This  leaves  the  other  chronic  bacterial  infections 
to  be  dealt  with.  Nocardiosis  fits  this  man’s  prob- 
lems quite  well,  but  it  rarely  forms  granulomatous 
lesions.  It  is  acquired  exogenously  and  due  to  an 
aerobic  bacterial  organism.  It  is  partially  acid  fast 
and  may  be  confused  with  tuberculosis  on  gram 
stain. 

The  final  diagnostic  possibility  is  actinomycosis. 
This  organism  is  a gram  positive  filamentous  bac- 
terium that  is  a strict  anaerobe.  This  organism  is 
difficult  to  culture  unless  handled  properly  by  the 
laboratory.  For  many  years,  both  nocardia  and 
actinomyces  organisms  were  traditionally  misclassi- 
fied  as  fungi  because  they  looked  like  fungi  with 
branching  filaments.  However,  typical  properties  of 
bacteria,  ie.  prokaryotic  nucleus,  characteristic  cell 
wall  composition  with  no  chitin  and  reproduction 
by  fission  rather  than  spores  as  well  as  inhibition 
of  growth  by  penicillin  and  tetracycline  but  not 
amphotericin  B all  reveal  the  true  bacterial  identity 
of  these  two  organisms. 

Infection  with  actinomyces  usually  follows  a pre- 
ceeding  event  such  as  a dental  extraction.  Once  it 
gains  a foothold,  subacute  or  chronic  suppurative 
inflammation  followed  by  necrosis  and  fibrosis  is 
produced.  These  nodules  of  inflammation  are  usually 
non-caseating,  filled  with  liquefactive  necrosis  and 
neutrophil  response  with  or  without  calcification. 
The  clinical  manifestations  are  those  of  a low  grade 
pneumonitis  with  fever,  productive  cough  and  oc- 
casional hemoptysis.  While  the  lesions  usually  occur 
in  the  lower  lobes  of  the  lungs  where  the  oxygen 
tension  is  least,  actinomycosis  may  occur  anywhere 
in  the  lungs  and  produce  cavitary  disease  while  pro- 
ducing its  own  lowered  oxygen  environment.  Perio- 
stitis of  the  ribs  is  a frequent  radiographic  sign. 

The  diagnosis  rests  on  finding  the  characteristic 
'‘sulfur  granules”  and  seeing  the  typical  “ray  fungus” 
on  gram  stain.  The  organisms  may  be  confused  with 
diphtheroids,  lactobacilli,  or  listeria.  The  diagnosis 
is  made  by  culture  but  one  must  think  to  ask  for 
anaerobic  culture. 

Dr.  Brandenburg’s  Diagnoses 
Probable  Actinomycosis 

DR.  ASPAAS:  I believe  that  we  should  note  that 
the  patient’s  very  first  symptoms  were  those  relating 
to  the  upper  respiratory  tract.  These  were  treated 


with  ampicillin.  When  the  upper  respiratory  symp- 
toms recurred,  the  patient  was  seen  by  another 
physician  and  a chest  film  was  obtained.  Because 
of  the  abnormality  on  the  chest  x-ray,  the  patient 
was  referred  for  a more  extensive  evaluation.  On 
the  serial  chest  films  the  marked  upper  lobe  infil- 
trate with  cavitation  was  noted.  (Fig.  1)  After  the 
diagnostic  procedure  to  be  discussed  the  patient 
was  started  on  therapy  but  did  not  respond.  A 
change  in  the  therapy  which  I will  discuss  in  a 
minute  was  followed  by  definite  clearing  of  the 
x-ray. 

DR.  BARLOW:  A fiberoptic  bronchoscopy,  trans- 
bronchial  biopsy  and  transcutaneous  aspiration 
needle  biopsy  were  performed.  This  first  slide  (Fig. 
2)  shows  a reaction  characterized  by  epithelioid 
cells  and  giant  cells  characteristic  of  a granuloma- 
tous reaction  from  the  transbronchial  biopsy.  The 


Figure  2 

Granulomatous  reaction  from  Transtracheal  Biopsy  (lOOX). 


needle  aspiration  revealed  inflamatory  reaction  with 
no  evidence  of  malignancy.  A gram  stain  of  the 
material  obtained  from  the  lung  was  obtained  and 
revealed  gram  positive  thin  branching  filaments 
typical  of  either  actinomyces  or  nocardia  organisms. 
(Fig.  3)  Since  these  organisms  proved  to  be  weak- 
ly acid  fast,  a tentative  diagnosis  of  nocardiosis  was 
made.  Subsequent  cultures  have  confirmed  the 
identification  of  the  organism  as  nocardia  asteroides. 
Actinomyces  issaeli  also  has  gram  positive  branching 
filaments  but  is  not  acid  fast.  As  Dr.  Brandenburg 
has  mentioned,  a granulomatous  reaction  is  not 
typical  of  nocardiosis  and  I can  well  understand  his 
being  misled  by  this  report  in  the  protocol. 
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Figure  3 

Branching  gram  positive  filaments  seen  on  specimen  from 
the  fine  needle  aspiration  (950X). 

FINAL  ANATOMIC  DIAGNOSIS 
PULMONARY  NOCARDIOSIS. 

DR.  ASPAAS:  The  patient  was  at  first  treated 
with  gantrisin  (sulfisoxazole).  As  there  was  a very 
poor  response  to  this  therapy,  the  patient  was 
switched  to  Bactrim  (cotrimoxazole).  This  was  fol- 
lowed by  clearing  of  his  pulmonary  infiltrates. 

*DR.  RODNEY  PARRY : I would  like  to  make  one 
clarification.  The  second  strength  PPD  is  hard  to 
interpret  and  is  no  longer  useful  in  evaluating  pa- 
tients with  tuberculosis. 

DR.  BARLOW:  Both  transbronchial  and  thin  or 
skinny  needle  aspiration  biopsy  techniques  are 
diagnostic  methods  which  have  come  into  increasing 
use  in  the  last  few  years.  In  fact,  Dr.  Larry  Seiden- 
stein  has  been  very  interested  in  the  use  of  the  thin 
needle  aspiration  biopsy  at  Sioux  Valley  Hospital. 

The  technique  is  not  new  and  has  been  used  at 
Memorial  Hospital  in  New  York  City  since  the 
1920’s  and  has  been  widely  used  in  Europe  since 
the  1950s.  Thin  needle  aspiration  affords  a means 
of  making  a definitive  tissue  diagnosis  in  a rela- 
tively non-traumatic  manner  in  lieu  of  open  biopsy 
or  tissue  core  biopsy.  The  technique  involves  placing 
a small  gauge  needle  (21-25  gauge)  within  a lesion 
and  moving  the  needle  back  and  forth  through  the 


* Specialist  in  pulmonary  diseases  and  Director  of  Pulmo- 
nary Disease  Unit,  Sioux  Valley  Hospital,  Sioux  Falls,  SD, 
and  Associate  Professor  of  Medicine,  School  of  Medicine, 
University  of  South  Dakota. 

**General  Surgeon,  Sioux  Valley  Hospital  and  Central 
Plains  Clinic,  Sioux  Falls,  SD  and  Associate  Professor  of 
Surgery,  School  of  Medicine,  University  of  South  Dakota. 


tissue  while  applying  negative  pressure.  A very  scant 
amount  of  tissue  fluid  is  obtained.  This  material, 
which  may  not  even  appear  in  a syringe,  is  then 
placed  on  slides  and  smears  are  made.  These  smears 
may  be  stained  in  a variety  of  ways  for  cell 
morphology  as  well  as  specific  organisms.  In  our 
laboratory  we  like  to  be  present  at  the  time  of  the 
aspiration  and  to  fix  the  smears  immediately. 

The  major  advantage  of  this  procedure  is  that 
it  enables  us  to  obtain  a definitive  diagnosis  in 
lesions  in  the  thorax,  thyroid,  lymph  node,  retro- 
peritoneum  or  other  intraabdominal  areas  without 
open  biopsy.  For  extremely  ill  patients  or  those 
with  a high  likelihood  of  a benign  process  or  in 
patients  with  infection  or  disseminated  malignancy, 
this  technique  offers  an  alternative  to  open  biopsy. 
With  the  help  of  newer  guidance  techniques  such 
as  fluoroscopy,  ultrasound  and  computer  tomog- 
raphy, I believe  the  thin  needle  aspiration  will  pro- 
duce more  rapid  diagnosis  and  shorter  hospital  stays 
in  selected  patients. 

**DR.  J.  R.  REYNOLDS:  I want  to  commend  Dr. 
Brandenburg  on  his  excellent  discussion.  The  thin 
needle  aspiration  that  we  use  is  a slightly  larger 
sheathed  needle  than  is  used  by  others.  This  en- 
ables us  to  get  multiple  aspirations.  The  procedure 
is  useful  in  selected  patients.  I think  it  should  be 
pointed  out  that  this  is  not  the  technique  of  choice 
in  all  patients.  There  is  always  the  concern  about 
the  seeding  of  tumor  cells  along  the  needle  track. 
Also,  a needle  aspiration  may  not  always  give  a 
definitive  diagnosis.  However,  in  many  patients  the 
procedure  is  quite  useful. 

DR.  BARLOW:  Nocardia  organisms  were  first  de- 
scribed by  Nocard  in  a lymph  node  disease  of  cattle 
called  bovine  farcy.  In  humans  several  types  of 
disease  occur.  The  first  is  primarily  a pulmonary 
disease  which  can  lead  to  dissemination.  This  type 
of  disease  is  very  well  illustrated  in  this  case.  It  can 
simulate  tuberculosis  very  closely.  It  is  important 
to  diagnose  nocardiosis  early  since  it  is  a treatable 
disease  but  has  a proclivity  to  spread  to  the  central 
nervous  system  with  formation  of  brain  abscess  and 
meningitis.  Spread  to  other  organs  such  as  the  skin, 
kidneys,  liver,  and  spleen  may  also  occur.  Dis- 
seminated nocardiosis,  which  is  world-wide  in  dis-  j 
tribution,  is  particularly  prevalent  in  patients  who  j 
are  immunosuppressed.  Such  patients  include  those 
on  steroids,  transplantation  patients,  patients  on  , 
cancer  chemotherapy,  diabetics,  patients  with  i 
chronic  lung  disease  and  patients  with  alveolar  i 
proteinosis. 

The  organism  is  acquired  exogenously  and  is  not 
part  of  the  normal  flora.  It  may  be  isolated  from 
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soil  by  a paraffin  baiting  technique.  The  organism 
can  be  stained  by  a gram  stain  or  Grocott  methe- 
namine  silver  technique.  The  organism  is  weakly 
acid  fast;  but  in  order  to  demonstrate  the  acid  fast 
property,  dilute  sulfuric  acid  must  be  used  as  the 
decolorizing  agent. 

The  organism  can  be  demonstrated  by  a culture 
of  a first  morning  sputum.  The  organism  is  aerobic 
and  requires  CO2  for  growth.  It  grows  in  a few 
days  or  a few  weeks  either  on  media  used  for 
isolation  of  tuberculosis  or  on  the  usual  fungus 
media.  The  organism  has  a very  distinctive  odor 
and  usually  has  yellow  or  orange  pigment.  If  the 
organism  is  suspected  clinically  the  laboratory 
should  be  notified. 
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This  Is  Your  Medical  Association 


Michael  R.  Ferrell,  M.D.,  Medi- 
cal Director  of  Central  Plains 
Clinic,  Ltd.,  Sioux  Falls,  recent- 
ly attended  the  National  Institute 
on  Health  Care  Leadership  and 
Management  at  Scottsdale,  Ari- 
zona, sponsored  by  the  Ameri- 
can Academy  of  Medical  Direc- 
tors. 

* * * 

Loren  H.  Amundson,  M.D.,  As- 
sociate Director  of  the  Sioux  Falls 
Family  Practice  Residency  and 
Professor  of  Family  Medicine  at 
the  University  of  South  Dakota 
School  of  Medicine,  has  been 
elected  to  a three  year  term  on 
the  American  Academy  of 
Family  Physicians  Commission 
on  Education.  In  addition  to 
Commission  responsibilities,  Dr. 
Amundson  has  been  appointed 
Chairman  of  the  AAFP  Com- 
mittee on  Continuing  Medical 
Education,  a committee  he  has 
served  on  since  its  formation 
three  years  ago. 

* * * * 

Eugene  O.  Hoxtell,  M.D.  and 
Dennis  D.  Knutson,  M.D.,  Dept 
of  Dermatology,  Central  Plains 
Clinic,  Ltd.,  Sioux  Falls,  attended 
the  38th  annual  meeting  of  the 
American  Academy  of  Derma- 
tology in  Chicago.  Dr.  Knutson 
presented  a paper  entitled  “Seb- 
aceous Glands:  Ultrastructure 
and  Changes  in  Acne”  at  this 
meeting. 

40 


The  chairman  of  the  new  Chapter 
Chairmen’s  Forum  Committee  of 
the  American  Academy  of  Pedi- 
atrics is  Nathaniel  Whitney,  M.D., 
Rapid  City. 

* * * * 

Mary  T.  Slattery,  M.D.,  Central 
Plains  Clinic,  Ltd.,  Dept,  of 
Cardiology,  Sioux  Falls,  attended 
a symposium  entitled  “A  Review 
of  Common  Arrhythmias”  in 
Boston  recently.  This  symposium 
was  sponsored  by  the  Harvard 
Medical  School. 


YOUR 

CONTRIBUTION 
IS  NEEDED 
TO  THE 

SOUTH  DAKOTA 

MEDICAL  SCHOOL 

ENDOWMENT 

FUND 


Edward  T.  Clark,  M.D.  of  the 
Family  Practice  Dept.,  Central 
Plains  Clinic,  Ltd.,  Sioux  Falls 
is  now  a Diplomate  of  the  Ameri- 
can Academy  of  Family  Practice, 
having  recently  passed  his  initial 
Board  examination. 


Robert  Bartron,  M.D.,  Water- 
town,  a member  of  the  Board  of 
Regents,  was  a principal  spokes- 
man when  the  regents  made  their 
annual  appearance  before  the 
legislature’s  Joint  Appropriations 
Committee.  Dr.  Bartron  empha- 
sized the  fiscal  plight  confronting 
the  University  of  S.  D.  Medical 
School. 


* * * * 


Central  Plains  Clinic,  Sioux 
Falls,  announces  the  association 
of  Leonard  M.  Gutnik,  M.D., 
who  specializes  in  internal  med- 
icine. Dr.  Gutnik  attended  the 
University  of  North  Dakota,  re- 
ceiving his  B.S.  degree  in 
1974  and  Northwestern  Medical 
School  for  his  M.D.  degree  in 
1976.  He  came  to  South  Dakota 
from  Rochester,  Minnesota  after 
completing  his  residency  at  the 
Mayo  Clinic  this  year. 

SOUTH  DAKOTA 


Practice  v^at  we  teach 


Today  there  are  over  3 1 
million  men,  women  and 
children  suffering  from 
the  many  forms  of  arthritis 
and  related  rheumatic 
diseases.  And  there  just 
aren't  enough  trained 
rheumatologists  to  help 
them. 

That's  why  arthritis 
sufferers  need  your  help. 

They  must  depend 
heavily  on  the  family 
practitioner  for  better 
diagnosis,  more  effective 
patient  treatment. 

Contact  your  local 
Arthritis  Foundation 
chapter  for  the  latest  infor- 
mation on  arthritis.  This 
I includes  continuing  educa- 
I tional  seminars  by  leading 
rheumatologists,  scientific 
meetings,  "outreach" 
pro^ams— as  well  as  the 
"Bulletin  on  the  Rheumatic 
Diseases"  "Arthritis  and 
' Rheumatism  Journal" 
"Primer  on  the  Rheumatic 


Diseases"  audio  cassettes 
and  other  professional 
materials.  Free  disease 
handbooks  and  medica- 
tion pamphlets  are  also 
available  to  patients. 

Please.  Let  us  help 
your  practice  with  what 
we  teach. 


The  Arthritis  Foundation 
helps  doctors  help. 


ARTHRITIS 

FOUNDATION. 


A public  service  of  this  magazine. 


s 
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Future  Meetings 


February 

Tenth  Annual  Aspen  Radiology 
Conf.,  Aspen  Instil,  for  Humanistic 
Studies,  Feb.  23  - March  1.  Fee: 
$240.  22  hrs.  AMA  Category  I 
credits.  Contact:  Radiology  Conf., 
Beth  Isreal  Conf.  Prog.,  Box  11366, 
Denver,  CO  80211.  Phone:  800- 
525-5810. 

Fifth  Annual  Vail  Family  Prac. 
Conf.,  The  Mark,  Vail,  CO,  Feb. 
23  - March  1.  Fee:  $240.  22  hrs. 
AMA  Category  I credits.  Contact: 
Fam.  Prac.  Conf.,  Beth  Isreal 
Conf.  Prog.,  Box  11366,  Denver, 
CO  80211.  Phone:  800-525-5810. 

Cardiology  Today,  U.  of  Iowa  Coll, 
of  Med.,  Iowa  City,  lA,  Feb.  25- 
28.  AMA  Category  I credits.  Con- 
tact: Richard  M.  Caplan,  M.D., 
Asso.  Dean  for  CME,  U.  of  Iowa 
Coll,  of  Med.,  Iowa  City,  lA 
52242. 

Topics  in  Adult  Psychiatry,  Towsley 
Ctr.  for  CME,  U.  of  Mich.,  Ann 
Arbor,  MI,  Feb.  26-27.  Contact: 
Off.  CME,  U.  of  Mich.  Med. 
School,  Towsley  Center  for  CME, 
Ann  Arbor,  MI.  Phone:  (313)  764- 
2287. 

EKG  Interpretation  and  Arrhy- 
thmia Management,  Sheraton  Hotel, 
Ft.  Lauderdale,  FL,  Feb.  29  - 
March  2.  13  hrs.  AMA  Category  I 
credits.  Contact:  I.M.E.C.,  64  In- 
verness Dr.,  E.,  Englewood,  CO 
80112.  Phone:  800-525-8646,  Ext. 
236. 


March 

Mediclinics  Spring  Seminars,  Fort 
Lauderdale,  FL.,  March  3-14.  Fee: 
$325.  50  hrs.  AMA  & AAFP  Cate- 
gory 1 credits.  Contact:  Mediclinics, 
832  Central  Medical  Bldg.,  St.  Paul, 
55104. 

Ophthalmology  Clinical  Conf.,  U.  of 
Iowa  Coll,  of  Med.,  Iowa  City,  lA, 
March  5.  AMA  Category  I credits. 
Contact:  Richard  M.  Caplan,  M.D., 
Asso.  Dean  for  CME,  U.  of  Iowa 
Coll,  of  Med.,  Iowa  City,  lA 
52242. 

Fifth  Annual  Vail  General  Surgery 
Conf.,  The  Mark,  Vail,  CO,  March 
8-15.  22  hrs.  AMA  Category  I 


credits.  Fee:  $240.  Contact:  Gen. 
Surg.  Conf.,  Beth  Israel  Conf. 
Prog.,  Box  11366,  Denver,  CO 
80211.  Phone:  (800)  525-5810. 

Second  Annual  Vail  Geriatric  Medical 
Conf.,  Kiandra-Talisman  Lodge, 
Vail,  CO,  March  8-15.  22  hrs. 
AMA  Category  I credits.  Fee: 
$240.  Contact:  Ger.  Med.  Conf., 
Beth  Israel  Conf.  Prog.,  Box  11366, 
Denver,  CO  80211.  Phone:  (800) 
525-5810. 

Critical  Decisions  in  Trauma,  Ot- 
tumwa, Iowa,  March  14.  AMA 
Category  I credit  hrs.  Contact: 
Richard  M.  Caplan,  M.D.,  Assoc. 
Dean  for  CME,  U.  of  Iowa  Coll, 
of  Med.,  Iowa  City,  lA  52242. 

National  Conference  on  High  Blood 
Pressure  Control,  the  Shamrock 
Hilton,  Houston,  TX,  March  23-25. 
Contact:  Conf.  Hdqrtrs.,  Nat’l. 
Conf.  on  High  Blood  Pres.  Control, 
1501  Wilson  Blvd.,  Ste.  600, 
Arlington,  VA  22209.  Phone: 
(703)  527-4500. 

Fifth  Annual  Vail  Internal  Medicine 
Conf.,  The  Mark,  Vail,  CO,  March 
15-22.  22  hrs.  AMA  Category  I 
credits.  Fee:  $240.  Contact:  Int. 
Med.  Conf.,  Beth  Israel  Conf. 
Prog.,  Box  11366,  Denver,  CO 
80211.  Phone:  (800)  525-5810. 

Second  Annual  Vail  Pediatrics  Conf., 
Lion  Square  Lodge,  Vail,  CO, 
March  15-22.  22  hrs.  AMA  Cate- 
gory I credits.  Fee:  $240.  Contact: 
Ped.  Conf.,  Beth  Israel  Conf. 
Prog.,  Box  11366,  Denver,  CO 
80211.  Phone:  (800)  525-5810. 

First  Annual  Vail  Clinical  Brain 
Conf.,  The  Lodge  at  Vail,  CO., 
March  15-22.  22  hrs.  AMA  Cate- 
gory I credits.  Fee:  $240.  Contact: 
Clin.  Brain  Conf.,  Beth  Israel  Conf. 
Prog.,  Box  11366,  Denver,  CO 
80211.  Phone  (800)  525-5810. 

American  Society  of  Clinical  Patholo- 
gists, Chicago,  IL,  March  20-27. 
Contact:  The  Amer.  Soc.  of  Clini- 
cal Path.,  2100  W.  Harrison  St., 
Chicago,  IL  60612.  Phone:  (312) 
738-1336. 

Mayo  Foundation  Outreach  Seminar 
— Cardiovascular  Disease,  McKen- 
nan  Hosp.  Aud.,  Sioux  Falls,  SD, 
March  21-22.  AAFP  & AMA 
Category  I credit  hrs.  Contact:  Off. 
of  Med.  Ed.,  McKennan  Hosp.,  800 
E.  21st  St.,  Sioux  Falls,  SD  57101. 

Intensive  Course  in  Pediatric  Nutri- 
tion, U.  of  Iowa  Coll,  of  Med., 
Iowa  City,  lA,  March  24-28.  AMA 


Category  I credit  hrs.  Contact: 
Richard  M.  Caplan,  M.D.,  Assoc. 
Dean  for  CME,  U.  of  Iowa  Coll, 
of  Med.,  Iowa  City,  lA  52242. 

Conference  on  Perinatal  Medicine, 
Des  Moines,  lA,  March  27-28. 
AMA  Category  I credit  hrs.  Con- 
tact: Richard  M.  Caplan,  M.D., 
Assoc.  Dean  for  CME,  U.  of  Iowa 
Coll,  of  Med.,  Iowa  City,  lA 
52242. 

Management  of  Patients  with  Termin- 
al Cancer,  Shoreham  Americana 
Hotel,  Washington,  DC,  March  29- 
30.  12  hrs.  AMA  Category  I 

credits.  Contact:  1980  Cancer 
Symp.,  Lombardi  Cancer  Research 
Ctr.,  Georgetown  Univ.  Hosp., 
CCC,  3800  Reservoir  Rd.,  NW, 
Washington,  DC  20007. 

Radiation  Therapy  Seminar,  U.  of 
Iowa  Coll,  of  Med.,  Iowa  City,  lA, 
March  30.  AMA  Category  I credit 
hrs.  Contact:  Richard  M.  Caplan, 
M.D.,  Assoc.  Dean  for  CME,  U.  of 
Iowa  Coll,  of  Med.,  Iowa  City,  lA 
52242. 

April 

Ophthalmology  Clinical  Conf.,  U.  of 
Iowa  Coll,  of  Med.,  Iowa  City,  lA, 
April  2.  AMA  Category  I credit 
hrs.  Contact:  Richard  M.  Caplan, 
M.D.,  Assoc.  Dean  for  CME,  U.  of 
Iowa  Coll,  of  Med.,  Iowa  City,  lA 
52242. 

Pediatric  Emergencies,  Kona,  HI, 
April  13-18.  21  hrs.  AAFP  & AMA 
Category  I credits.  Contact:  Amer. 
Inst,  of  Postgraduate  Ed.,  P.O.  Box 
21488,  Seattle,  WA  98111. 

General  Surgery,  Towsley  Ctr.  for 
CME,  U.  of  Mich.  Med.  Scl.,  Ann 
Arbor,  MI,  April  10-11.  AMA 
Category  I credit  hrs..  Contact: 
Off.  of  CME,  U.  of  Mich.  Med. 
Scl.,  Towsley  Clr.  for  CME,  Ann 
Arbor,  MI  48109.  Phone:  (313) 
764-2287. 

Family  Practice  Review,  Towsley  Ctr. 
for  CME,  U.  of  Mich.  Med.  Scl., 
Ann  Arbor,  MI,  April  14-18.  AMA 
Category  I credit  hrs..  Contact:  Off. 
of  CME,  U.  of  Mich.  Med.  Scl., 
Towsley  Ctr.  for  CME,  Ann  Arbor, 
MI  48109.  Phone:  (313)  764-2287. 

American  Cancer  Society  National 
Conf.,  Cancer  Prevention  and  De- 
tection, Palmer  House,  Chicago, 
IL,  April  17-19.  14‘/2  hrs.  AAFP  & 
AMA  Category  I credits.  Contact: 
Nicholas  C.  Bottiglieri,  M.D.,  Am. 
Cancer  Soc.,  Nat’l.  Conf.,  Cancer 
Prev.  & Detect.,  Ill  Third  Ave., 
New  York,  NY  10017. 
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A Unique  Case  of  Anorexia  Nervosa: 

A Review  Paper 

Clinicopathological  Conference 
Forty-Two  Year  Old  Female  with  Sudden 
Onset  of  Abdominal  Pain 


Table  of  Contents:  page  3 


Nowy  two  dosoge  forms 


n* 

calcium 


300-ing:  Pulvules^ond  600-iiig:  Ibblets 


^DISTA 


Dista  Products  Company 
Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


Additional  information  avaiiable  to  the  profession 
on  request. 


•Present  as  345.9  mg.  and  691.8  mg.  of  the  calcium  salt  of  fenoprofen 
dihydrate  equivalent  to  300  mg.  and  600  mg.  fenoprofen  respectively. 


700934 


A character 


all  its  own. 


Valium  (diazepam/Roche) 
is  a benzodiazepine  with  a 
character  all  its  own. 
Pharmacologically,  it  is  a potent 
skeletal  muscle  relaxant  and  anticon- 
vulsant (in  adjunctive  use),  as  well 
as  an  antianxiety  agent.  Pharmaco- 
kinetically,  only  Valium  provides 
active  diazepam  as  well  as  the  active 
metabolites  3-hydroxydiazepam, 
desmethyldiazepam  and  oxazepam. 

But  the  individual  character  of 
Valium  is  even  more  apparent  clinically 
than  pharmacokinetically.  And  far 
more  significant.  That’s  because  of  the 
patient  response  obtained  with  Valium. 
A response  which  brings  a calmer 
frame  of  mind.  A response  which  has  a 
pronounced  effect  on  the  somatic 
symptoms  of  anxiety,  particularly  mus- 
cular tension.  A response  which  helps 
the  patient  feel  more  like  himself  again 
because  of  the  way  Valium  reduces  the 
overwhelming  symptoms  of  anxiety 
and  psychic  tension. 

Another  important  aspect  of  the 
clinical  character  of  Valium  is  safety. 
Though  drowsiness,  ataxia  and  fatigue 
are  possible,  these  and  more  serious 
side  effects  are  rarely  a problem.  Of 
course,  as  with  all  CNS-acting  drugs, 
patients  taking  Valium  should  be  cau- 
tioned against  driving,  operating 
dangerous  machinery  or  the  simulta- 
neous ingestion  of  alcohol. 

Unquestionably,  many  psycho- 
therapeutic agents,  including  other 
benzodiazepines,  have  antianxiety 
effects.  But  one  fact  remains:  you  get 
a certain  kind  of  patient  response 
with  Valium.  It’s  a response  you  want. 
A response  you  know.  A response  you 
trust  as  part  of  your  overall  manage- 
ment of  anxiety  and  psychic  tension! 


Valium*® 

diazepam/Roche 

2-mg,  5-mg,  10-mg  scored  tablets 

a prudent  choice  in  psychic 
tension  and  anxiety 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  complaints 
which  are  concomitants  of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  apprehension,  fatigue,  de-  ' 
pressive  symptoms  or  agitation;  symptomatic  relief  of  acute  agita- 
tion, tremor,  delirium  tremens  and  hallucinosis  due  to  acute  alco- 
hol withdrawal;  adjunctively  in  skeletal  muscle  spasm  due  to  re- 
flex spasm  to  local  pathology;  spasticity  caused  by  upper  motor  1 
neuron  disorders;  athetosis;  stiff-man  syndrome;  convulsive  dis-  ; 
orders  (not  for  sole  therapy),  i 

The  effectiveness  of  Valium  (diazepam/Roche)  in  long-term  use,  j 
that  is,  more  than  4 months,  has  not  been  assessed  by  systematic 
clinical  studies.  The  physician  should  periodically  reassess  the  ! 
usefulness  of  the  drug  for  the  individual  patient.  i 

Contraindicated:  Known  hypersensitivity  to  the  drug.  Children  i 
under  6 months  of  age.  Acute  narrow  angle  glaucoma;  may  be  { 

used  in  patients  with  open  angle  glaucoma  who  are  receiving  j 

appropriate  therapy,  j 

Warnings:  Not  of  value  in  psychotic  patients.  Caution  against  j 
hazardous  occupations  requiring  complete  mental  alertness. 

When  used  adjunctively  in  convulsive  disorders,  possibility  of  in- 
crease in  frequency  and/or  severity  of  grand  mal  seizures  may 
require  increased  dosage  of  standard  anticonvulsant  medication; 
abrupt  withdrawal  may  be  associated  with  temporary  increase  in 
frequency  and/or  severity  of  seizures.  Advise  against  simulta- 
neous ingestion  of  alcohol  and  other  CNS  depressants.  With- 
drawal symptoms  (similar  to  those  with  barbiturates  and  alcohol) 
have  occurred  following  abrupt  discontinuance  (convulsions, 
tremor,  abdominal  and  muscle  cramps,  vomiting  and  sweating). 
Keep  addiction-prone  individuals  under  careful  surveillance  be- 
cause of  their  predisposition  to  habituation  and  dependence. 
Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during 
first  trimester  should  almost  always  be  avoided  be- 
cause of  increased  risk  of  congenital  malformations  as 
suggested  in  several  studies.  Consider  possibility  of 
pregnancy  when  instituting  therapy;  advise  patients  to 
discuss  therapy  if  they  intend  to  or  do  become  preg- 
nant. 

Precautions:  If  combined  with  other  psychotropics  or  anticon- 
vulsants, consider  carefully  pharmacology  of  agents  employed; 
drugs  such  as  phenothiazines,  narcotics,  barbiturates,  MAO  in- 
hibitors and  other  antidepressants  may  potentiate  its  action. 

Usual  precautions  indicated  in  patients  severely  depressed,  or 
with  latent  depression,  or  with  suicidal  tendencies.  Observe  usual 
precautions  in  impaired  renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and  debilitated  to  preclude 
ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypotension, 
changes  in  libido,  nausea,  fatigue,  depression,  dysarthria,  jaun- 
dice, skin  rash,  ataxia,  constipation,  headache,  incontinence, 
changes  in  salivation,  slurred  speech,  tremor,  vertigo,  urinary  re- 
tention, blurred  vision.  Paradoxical  reactions  such  as  acute 
hyperexcited  states,  anxiety,  hallucinations,  increased  muscle 
spasticity,  insomnia,  rage,  sleep  disturbances,  stimulation  have 
been  reported;  should  these  occur,  discontinue  drug.  Isolated 
reports  of  neutropenia,  jaundice;  periodic  blood  counts  and  liver 
function  tests  advisable  during  long-term  therapy. 

Dosage:  Individualize  for  maximum  beneficial  effect.  Adults:  Ten- 
sion, anxiety  and  psychoneurotic  states,  2 to  10  mg  b.i.d.  to  q.i.d.; 
alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24  hours,  then  5 mg  t.i.d.  or 
q.i.d.  as  needed;  adjunctively  in  skeletal  muscle  spasm,  2 to  10 
mg  t.i.d.  or  q.i.d,;  adjunctively  in  convulsive  disorders,  2 to  10  mg 
b.i.d.  to  q.i.d.  Geriatric  or  debilitated  patients:  2 to  2y2  mg,  1 or  2 
times  daily  initially,  increasing  as  needed  and  tolerated.  (See  Pre- 
cautions.) C/7//dren.  1 to  2V2  mg  t.i.d.  or  q.i.d.  initially,  increasing 
as  needed  and  tolerated  (not  for  use  under  6 months). 

Supplied:  Valium®  (diazepam)  Tablets,  2 mg,  5 mg  and  10  mg — 
bottles  of  100  and  500;  Tel-E-Dose®  packages  of  100,  available  in 
trays  of  4 reverse-numbered  boxes  of  25,  and  in  boxes  containing 
10  strips  of  10;  Prescription  Paks  of  50,  available  singly  and  in 
trays  of  10. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley  New  Jersey  07110 


We  Make 
House  Calls 


Now  and  then  physicians’  offices,  like  any  other  busi- 
ness offices,  are  faced  with  a turnover  of  personnel. 
Sometimes  it  means  the  loss  of  a key  person,  such  as  an 
insurance  clerk,  and  sometimes  there  isn’t  much  time 
available  for  training  and  replacement. 

South  Dakota  Blue  Shield  recognizes  that,  at  times 
such  as  these,  you  might  need  help.  That’s  why  our  field 
representatives  make  house  calls.  They  are  ready  to 
spend  a little  extra  time  with  that  new  insurance  clerk 
— describing  the  method  of  preparing  and  submitting 
claims,  explaining  coverage  guidelines,  and  answering 
questions.  In  some  cases,  depending  upon  locale  and 
time  frame,  the  field  representative  can  make  a special 
call  rather  than  waiting  until  his  or  her  next  trip  into 
that  area. 

If  you  need  our  help,  just  call. 


RANDY  TUFFS 
Rapid  City 


JUDEE  SCHLOSSER 
Sioux  Falls 


PETER  GALINDO 
Sioux  Falls 


South  Dakota  Blue  Shield 


405  East  Omaha,  Suite  #7 
Rapid  City 
343-6755 


1601  West  Madison 
Sioux  Falls 
336-1976 


ANUSOL 


SUPPOSITORIES/GREAM  WITH  HYDROCORTISONE  ACETATE 

#1  prescribed  hemorrhoidal  produ^ct  r 
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ANUSOL-HC*  SUPPOSITORIES 

Hemorrhoidal  Suppositories 

ANUSOL-HC*  CREAM 

Rectal  Cream  with  Hydrocortisone  Acetate 

Caution;  Federal  law  prohibits  dispensing  without 

prescription. 

Description:  Each  Anusol-HC  Suppository  contains  hydrocor- 
tisone acetate,  10  0 mg;  bismuth  subgallate,  2 25%,  bismuth 
resorcin  compound,  1.75%,  benzyl  benzoate,  12%,  Peruvian 
balsam,  1.8%,  zinc  oxide,  1 1.0%;  also  contains  the  following 
inactive  ingredients:  dibasic  calcium  phosphate,  and  certified 
coloring  in  a hydrogenated  vegetable  oil  base 

Each  gram  of  Anusol-HC  Cream  contains  hydrocortisone 
acetate,  5.0  mg,  bismuth  subgallate,  22.5  mg,  bismuth 
resorcin  compound,  17  5 mg,  benzyl  benzoate,  12  0 mg; 
Peruvian  balsam,  18.0  mg,  zinc  oxide,  1 10  0 mg,  also  contains 
the  following  inactive  ingredients;  propylene  glycol,  propyl- 
paraben, methylparaben,  polysorbate  60  and  sorbitan 
monostearate  in  a water-miscible  base  of  mineral  oil,  glyceryl 
stearate  and  water 

Indications;  Anusol-HC  Suppositories  and  Anusol-HC  Cream 
are  adjunctive  therapy  for  the  symptomatic  relief  of  pain  and 
discomfort  in;  external  and  internal  hemorrhoids,  proctitis, 
papillitis,  cryptitis,  anal  fissures,  incomplete  fistulas  and  relief  of 
local  pain  and  discomfort  following  anorectal  surgery. 

Anusol-HC  Cream  is  also  indicated  for  pruritus  ani. 


Anusol-HC  is  especially  indicated  when  inflammation  is 
present  After  acute  symptoms  subside,  most  patients  can  be 
maintained  on  regular  Anusol®  Suppositories  or  Ointment. 
Contraindications:  Anusol-HC  Suppositories  and  Anusol-HC 
Cream  are  contraindicated  in  those  patients  with  a history  of 
hypersensitivity  to  any  of  the  components  of  the  preparations. 
Warnings;  The  safe  use  of  topical  steroids  during  pregnancy 
has  not  been  fully  established  Therefore,  during  pregnancy, 
they  should  not  be  used  unnecessarily  on  extensive  areas,  in 
large  amounts  or  for  prolonged  periods  of  time. 

Precautions:  Symptomatic  relief  should  not  delay  definitive 
diagnoses  or  treatment. 

If  irritation  develops,  Anusol-HC  Suppositories  and 
Anusol-HC  Cream  should  be  discontinued  and  appropriate 
therapy  instituted 

In  the  presence  of  an  infection  the  use  of  an  appropriate 
antifungal  or  antibacterial  agent  should  be  instituted.  If  a 
favorable  response  does  not  occur  promptly,  the  cortico- 
steroid should  be  discontinued  until  the  infection  has  been 
adequately  controlled. 

Care  should  be  taken  when  using  the  corticosteroid 
hydrocortisone  acetate  in  children  and  infants 

Anusol-HC  is  not  for  ophthalmic  use 
Dosage  and  Administration;  Anusol-HC  Suppositories  — 
Adults;  Remove  foil  wrapper  and  insert  suppository  into  the 
anus  Insert  one  suppository  in  the  morning  and  one  at 


bedtime  for  3 to  6 days  or  until  inflammation  subsides.  Then 
maintain  patient  comfort  with  regular  Anusol  Suppositories. 

Anusol-HC  Cream  — Adults:  After  gentle  bathing  and 
drying  of  the  anal  area,  remove  tube  cap  and  apply  to  the 
exterior  surface  and  gently  rub  in.  For  internal  use,  attach  the 
plastic  applicator  and  insert  into  the  anus  by  applying  gentle 
continuous  pressure.  Then  squeeze  the  tube  to  deliver 
medication.  Cream  should  be  applied  3 or  4 times  a day  for  3 
to  6 days  until  inflammation  subsides.  Then  maintain  patient 
comfort  with  regular  Anusol  Ointment 
NOTE:  If  staining  from  either  of  the  above  products  occurs, 
the  stain  may  be  removed  from  fabric  by  hand  or  machine 
washing  with  household  detergent. 

How  Supplied:  Anusol-HC  Suppositories—  boxes  of  12 
(N  0047-0089-12)  and  boxes  of  24  {N  0047-0089-24)  in 
silver  foil  strips  with  Anusol-HC  W/C  printed  in  black 
Anusol-HC  Cream  — one-ounce  tube  (N  0047-0090-01) 
with  plastic  applicator. 

Store  between  59°-86°  F (15°-30°  C). 

Full  information  is  available  on  request 
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AYR® 

Saline  Nasal  Mist 

• for  patients  suffering  from  rebound  nasal  con- 
gestion due  to  excessive  use  of  topical  sym- 
pathomimetic decongestants. 

• for  dry  congested  nasal  membranes  due  to  the 
overuse  of  nasal  sprays  and  inhalers 

• for  nasal  stuffiness  and  dryness  due  to  low 
humidity 

AB.  F.  Ascher  & Co.,  Inc. 
Kansas  City,  Missouri 


With  New  micro 


Qe 


t:or 


You  can  put  LIFE 
back  into  living  for  your 


pain  patients 

Effectiveness 
Strains,  Sprain, 
Post-operative  pain, 
pain  from  acute  trauma 

Safety 
Experience 
Insurance  supported 

Medicare,  Medicaid, 
Worker's  Compensation. 


Nationally  serviced  and  supported 

Economical 

Patient  acceptance 


KREISER’S  INC. 


1723  Geneva 

21st  & Minn. 

219  Omoho 

Sioux  City, 
Iowa 

Sioux  Falls,  S.D. 

Rapid  City, 
S.D. 
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Tenuate^® 

(diethylproplon  hydrpchloride  NF) 

Tenuate  Dospan^^ 

(diethylpropior  hydrochloride  NF)  controlled-release 
AVAILABLE  ONLY  ON  PRESCRIPTION 
Brief  Summary 

INOICATION:  Tenuate  and  Tenuate  Dospan  are  indicated  in  the 
management  of  exogenous  obesity  as  a short-term  adjunct  (a  few 
weeks)  in  a regimen  of  weight  reduction  based  on  caloric  restriction 
The  limited  usefulness  of  agents  of  this  class  should  be  measured 
against  possible  risk  factors  inherent  In  their  use  such  as  those 
described  below, 

CONTRAINDICATIONS:  Advanced  arteriosclerosis,  hyperthyroidism, 
,<nown  hypersensitivity,  or  idiosyncrasy  to  the  sympathomimetic 
amines,  glaucoma  Agitated  states  Patients  with  a history  of  drug 
abuse.  During  or  within  14  days  following  the  administration  of  mono- 
amine oxidase  inhibitors,  (hypertensive  crises  may  result), 
WARNINGS;  If  tolerance  develops,  the  recommended  dose  should 
not  be  exceeded  in  an  attempt  to  increase  the  effect;  rather,  the  drug 
should  be  discontinued.  Tenuate  may  impair  the  ability  of  the  patient 
to  engage  in  potentially  hazardous  activities  such  as  operating 
machinery  or  driving  a motor  vehicle,  the  patient  should  therefore  be 
cautioned  accordingly  Drug  Dependence  Tenuate  has  some  chemi- 
cal and  pharmacologic  similarities  to  the  amphetamines  and  other 
related  stimulant  drugs  that  have  been  extensively  abused  There 
have  been  reports  of  subiects  becoming  psychologically  dependent 
on  diethylpropion.  The  possibility  of  abuse  should  be  kept  in  mind 
when  evaluating  the  desirability  of  including  a drug  as  part  of  a weight 
reduction  prooram  Abuse  of  amphetamines  anrf  related  drugs  may 
be  associateri  with  varying  degrees  of  psychologic  dependence  and 
social  dysfunction  which,  in  the  case  of  certain  drugs,  may  be  severe. 
There  are  reports  of  patients  who  have  increased  the  dosage  to  many 
times  that  recommended  Abrupt  cessation  following  prolonged  high 
dosage  administration  results  in  extreme  fatigue  and  mental  depres- 
sion; changes  are  also  noted  on  the  sleep  EEG  Manifestations  of 
chronic  intoxication  with  anorectic  drugs  include  severe  dermatoses, 
marked  insomnia,  irritability,  hyperactivity,  and  personality  changes. 
The  most  severe  manifestation  of  chronic  intoxications  is  psychosis, 
often  clinically  indistinguishable  from  schizophrenia.  Use  in 
Pregnancy  Although  rat  and  human  reproductive  studies  have  not 
indicated  adverse  effects,  the  use  of  Tenuate  by  women  who  are 
pregnant  or  may  become  pregnant  reguires  that  the  potential  benefits 
be  weighed  against  the  potential  risks  Use  in  Children  Tenuate  is 
not  recommended  for  use  in  children  under  12  years  of  age. 
PRECAUTIONS:  Caution  Is  to  be  exercised  in  prescribing  Tenuate 
for  patients  with  hypertension  or  with  symptomatic  cardiovascular 
disease,  including  arrhythmias  Tenuate  should  not  be  administered 
to  patients  with  severe  hypertension  Insulin  requirements  in  diabetes 
mellitus  may  be  altered  in  association  with  the  use  of  Tenuate  and 
the  concomitant  dietary  regimen  Tenuate  may  decrease  the  hypo- 
tensive effect  of  guanethidine  The  least  amount  feasible  should  be 
prescribed  or  dispensed  at  one  time  in  order  to  minimize  the  possibility 
of  overdosage  Reports  suggest  that  Tenuate  may  increase  convul- 
sions in  some  epileptics,  Tnerefore,  epileptics  receiving  Tenuate 
should  be  carefully  monitored  Titration  of  dose  or  discontinuance  of 
Tenuate  may  be  necessary. 

ADVERSE  REACTIONS;  Cardiovascular  Palpitation,  tachycardia, 
elevation  of  blood  pressure,  precordial  pain,  arrhythmia.  One  pub- 
lished report  described  T-wave  changes  in  the  EGG  of  a healthy  young 
male  after  ingestion  of  diethylpropion  hydrochloride.  Central  Nervous 
System:  Overstimulation,  nervousness,  restlessness,  dizziness,  jlt- 
tenness,  insomnia,  anxiety,  euphoria,  depression,  dysphoria,  tremor, 
dyskinesia,  mydriasis,  drowsiness,  malaise,  headache;  rarely  psy- 
chotic episodes  at  recommended  doses.  In  a few  epileptics  an 
increase  in  convulsive  episodes  has  been  reported.  Gastrointestinal 
Dryness  of  the  mouth,  unpleasant  taste,  nausea,  vomiting,  abdominal 
discomfort,  diarrhea,  constipation,  other  gastrointestinal  distur- 
bances. Allergic:  Urticaria,  rash,  ecchymosis,  erythema.  Endocrine: 
impotence,  changes  in  libido,  gynecomastia,  menstrual  upset.  Hema- 
topoietic System  Bone  marrow  depression,  agranulocytosis,  leuko- 
penia Miscellaneous  A variety  of  miscellaneous  adverse  reactions 
has  been  reported  by  physicians.  These  include  complaints  such  as 
dyspnea,  hair  loss,  muscle  pain,  dysuria,  increaseci  sweating,  and 
polyuria, 

DOSAGE  AND  ADMINISTRATION:  Tenuate  (diethylpropion  hydro- 
chloridel  One  25  mg.  tablet  three  times  daily,  one  hour  before  meals, 
and  in  midevening  if  desired  to  overcome  night  hunger,  Tenuate 
Dospan  (diethylpropion  hydrochloridelcontrolleo-release;  One  75  mg, 
tablet  daily,  swallowed  whole.  In  midmorning.  Tenuate  is  not  recom- 
mended (or  use  in  children  under  12  years  of  age. 

OVERDOSAGE:  Manifestations  of  acute  overdosage  include  rest- 
lessness, tremor,  hyperreflexia,  rapid  respiration,  confusion,  assault- 
iveness, hallucinations,  panic  states  Fatigue  and  depression  usually 
follow  the  central  stimulation  Cardiovascular  effects  include  arrhyth- 
mias. hypertension  or  hypotension  and  circulatory  collapse.  Gastro- 
intestinal symptoms  include  nausea,  vomiting,  diarrhea,  and 
abdominal  cramps  Overdose  of  pharmacologically  similar  com- 
pounds has  resulted  in  fatal  poisoning,  usually  terminating  in  con- 
vulsions and  coma  Management  of  acute  Tenuate  intoxication  is 
largely  symptomatic  and  includes  lavage  and  sedation  with  a barbitu- 
rate Experience  with  hemodialysis  or  peritoneal  dialysis  is  inade- 
quate to  permit  recommendation  in  this  regard  Intravenous 
phentolamine  (Reqltine")  has  been  suggested  on  pharmacologic 
grounds  for  possible  acute,  severe  hypertension,  if  this  complicates 
Tenuate  overdosage. 

Product  Information  as  of  April,  1976 
MERRELL-NATIONAL  LABORATORIES  Inc 
Cayey,  Puerto  Rico  00633 
Direct  Medical  Inauiries  to 
MERRELL-NATIONAL  LABORATORIES 
Division  of  Richardson-Merrell  Inc. 

Cincinnati,  Ohio  45215,  U S A 
Licensor  of  Merrell" 

References:  1 . Citations  available  on  request  from  Medical  Research 
Department,  MERRELL-NATIONAL  LABORATORIES.  Cincinnati, 
Ohio  45215  2.  Hoekenga,  M T,  O'Dillon  (Dillon |.  R.H  , and  Leyland, 
H M A comprehensive  review  of  diethylpropion  hydrochioride  In, 
Central  Mechanisms  of  Anorectic  Drugs,  S Garattini  and  R Samanin, 
Ed  , New  York,  Raven  Press,  1978,  pp  391-404 

Merrell 
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*Studies  have  shown  that  obesity  is  associated  with  an  increased  incidence  of 
hypertension,  symptomatic  heart  disease,  adult-onset  diabetes,  and  other  diseases 

Merrell 


1bnuate-it  makes  sense. 

And  it’s  responsible  medicine. 


For  prescribing  information  see  opposite  page 


A useful  short-term  adjunct 
in  an  indicated  weight  loss  program. 

Overweight  patients  in  certain  diagnostic  categories  often  require  . 
strict  appetite  control  and  a successful  program  of  weight 
reduction  may  tend  to  diminish  the  incidence  or  severity  of  the  ■ ■ 
complications  in  some  patients.  Diethyl propion  hydrochloride  ^ 
has  been  reported  useful  in  such  patients  and  while  it  is  not. 
suggested  that  Tenuate  itself  in  any  way  reduces  the 
complications  of  overweight,  it  may  have  a useful  place  as  a 
short-term  adjunct  in  a prescribed  dietary  regimen.  Tenuate 
should  not  be  administered  to  patients  with  severe  hypertension; 
see  additional  Warnings  and  Precautions  on  the  opposite  page. 


In  uncomplicated  overweight. 

Many  patients,  on  the  other  hand,  present  with  excess  fat  but  no 
disease.  While  this  condition  is  often  termed  uncomplicated  ; 
obesity,  complications  of  both  a social  and  a psychologic  nature 
may  be  distressingly  real  for  the  patients.  In  these  cases,  a 
short-term  regimen  of  Tenuate  can  help  reinforce  your  dietary 
counsel  during  the  important  early  weeks  of  an  indicated  weight 
loss  program. 


Clinical  effectiveness. 


The  anorectic  effectiveness  of  diethyl  propion  hydrochloride  is 
well  documented.  No  less  than  16  separate  double-blind,  placebo- 
controlled  studies  attest  to  its  usefulness  in  daily  practice.’  And 
the  unique  chemistry  of  Tenuate  provides  “..  .anorectic  potency 
with  minimal  overt  central  nervous  system  or  cardiovascular 
stimulation.  ”2  Compared  with  the  amphetamines,  diethyl  propion 
has  minimal  potential  for  abuse. 
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© 1979  The  Upjohn  Company 


Motiin'now  proved  an 
effective  analgesic 
for  mild  to  moderate  pain 


Motrin  400  mg  provided  greater  relief  of  pain  than  did 
propoxyphene  65  mg  in  controlled  clinical  pain  studies. 


Time  after  drug  administration  (hour) 

.5 

1 

2 

3 

4 

Mean  relief- 
of-pain  scores* 

Motrin  400  mg 
ibuprofen 

.89 

(108) 

1.25 

(108) 

1.36 

(108) 

1.28 

(107) 

1.19 

(106) 

(No.  patients 
reporting) 

Dan/on  65  mg 

.66 

.99 

1.13 

.99 

.80 

propoxyphene 

(100) 

(99) 

(96) 

(96) 

(96) 

Statistical  significance 

p<0.02 

p<0.01 

p<0.05 

p<0.02 

p<0.002 

0 = No  relief  1 = Partial  relief  2 = Complete  relief 

Data  on  file  at  The  Upjohn  Company 

Motrin  demonstrated  statistically  significant  greater  relief  of  pain  than  did  Darvon  at  all  time  intervals. 


Motrin 

ibuprofen,  Upphn 


TABLETS 


• Not  a narcotic  • Not  addictive  • Not  habit  forming 

• Rapid  analgesic  action  • Indicated  in  acute  and  chronic  pain 

• Well  tolerated. The  most  common  side  effect  with  Motrin 
is  mild  gastrointestinal  disturbance. 


Please  turn  the  page  for  a brief  summary  of  prescribing  information. 
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Motrin^  (ibuprofen) 


now  proved  an 
effective  analgesic  for 
mild  to  moderate  pain 


Motrin'^  Tablets  (ibuprofen,  Upjohn) 

Indications  and  Usage;  Treatment  ot  signs  and  symptoms  ot  rheumatoid  arthritis 
and  osteoarthritis  during  acute  flares  and  in  long-term  management.  Safety  and  efficacy 
have  not  been  established  in  Functional  Class  IV  rheumatoid  arthritis. 

Relief  of  mild  to  moderate  pain. 

Contraindications:  Individuals  hypersensitive  to  it,  or  with  the  syndrome  ot  nasal 
polyps,  angioedema  and  bronchospastic  reactivity  to  aspirin  or  other  nonsteroidal 
anti-intlammatory  agents  (see  WARNINGS). 

Warnings:  Anaphylactoid  reactions  have  occurred  in  patients  with  aspirin  hypersen- 
sitivity (see  CONTRAINDICATIONS). 

Fteptic  ulceration  and  gastrointestinal  bleeding,  sometimes  severe,  have  been 
reported.  Ulceration,  perforation,  and  bleeding  may  end  fatally.  An  association  has  not 
been  established.  Motrin  should  be  given  under  close  supervision  to  patients  with  a 
history  of  upper  gastrointestinal  tract  disease,  only  after  consulting  ADVERSE 
REACTIONS. 

In  patients  with  active  peptic  ulcer  and  active  rheumatoid  arthritis,  nonulcerogenic 
drugs,  such  as  gold,  should  be  tried.  If  Motrin  must  be  given,  the  patient  should  be  under 
close  supervision  tor  signs  ot  ulcer  perforation  or  gastrointestinal  bleeding. 
Precautions:  Blurred  and/or  diminished  vision,  scotomata,  and/or  changes  in  color 
vision  have  been  reported.  It  these  develop,  discontinue  Motrin  and  the  patient  should 
have  an  ophthalmologic  examination,  including  central  visual  fields. 

Fluid  retention  and  edema  have  been  associated  with  Motrin;  use  with  caution  in 
patients  with  a history  of  cardiac  decompensation. 

Motrin  can  inhibit  platelet  aggregation  and  prolong  bleeding  time.  Use  with  caution  in 
persons  with  intrinsic  coagulation  defects  and  those  on  anticoagulant  therapy. 

F^tients  should  report  signs  or  symptoms  ot  gastrointestinal  ulceration  or  bleeding, 
blurred  vision  or  other  eye  symptoms,  skin  rash,  weight  gain,  or  edema. 

To  avoid  exacerbation  ot  disease  or  adrenal  insufficiency,  patients  on  prolonged 
corticosteroid  therapy  should  have  therapy  tapered  slowly  when  Motrin  is  added. 
Drug  interactions.  Aspirin  used  concomitantly  may  decrease  Motrin  blood  levels. 
Coumarm:  Bleeding  has  been  reported  in  patients  taking  Motrin  and  coumarin. 
Pregnancy  and  nursing  mothers;  Motrin  should  not  be  taken  during  pregnancy  or  by 
nursing  mothers. 

Adverse  Reactions 
Incidence  greater  than  1% 

Gastrointestinal:  The  most  frequent  type  of  adverse  reaction  occurring  with  Motrin  is 
gastrointestinal  (4%  to  16%).  This  includes  nausea,*  epigastric  pain,*  heartburn,* 
diarrhea,  abdominal  distress,  nausea  and  vomiting,  indigestion,  constipation,  abdominal 
cramps  or  pain,  fullness  of  the  Gl  tract  (bloating  and  flatulence).  Central  Nervous  System: 
Dizziness,*  headache,  nervousness.  Dermatologic:  Rash*  (including  maculopapular 
type),  pruritus.  Special  Senses:  Tinnitus.  Metabolic:  Decreased  appetite,  edema,  fluid 
retention.  Fluid  retention  generally  responds  promptly  to  drug  discontinuation  (see 
PRECAUTIONS). 

*lncidence  3%  to  9%. 

Incidence  less  than  1 in  100 

Gastrointestinal:  Upper  Gl  ulcer  with  bleeding  and/or  perforation,  hemorrhage,  melena. 
Central  Nervous  System:  Depression,  insomnia.  Dermatologic:  Vesiculobullous  erup- 
tions, urticaria,  erythema  multiforme.  Cardiovascular:  Congestive  heart  failure  in 
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ABSTRACT 

The  authors  delineate  the  syndrome-complex  of 
Anorexia  Nervosa  and  review  its  historical  aspects 
utilizing  a case  presentation  as  the  backdrop  for 
their  subject. 

The  case  presented  here  is  unique  in  that  the 
primary  anorexia  apparently  coexisted  with  a 
transitional  psychotic  state  in  a patient  who  was  a 
primigravida.  The  patient  manifested  all  the  clas- 


Although there  are  many  forms  of  psychogenic 
nutritional  disturbance,  Anorexia  Nervosa  deserves 
special  mention  because  of  its  dramatic  self  imposi- 
tion and  potentially  lethal  results.  In  the  Western 
World,  the  general  impression  is  that  the  incidence 
of  the  disease  is  becoming  more  frequent  and  the 
onset  is  occurring  earlier  in  puberty.  My  acute  pa- 
tient caseload,  in  the  period  1977  to  present,  includ- 
ed one  twelve  year  old  (menarche  at  ten  years  of 
age)  two  thirteen  year  olds,  a nineteen  year  old  col- 
lege student  and  a twenty  year  old  who  is  married 
and  was  twenty-two  weeks  pregnant  at  the  time  of 
referral. 


* Psychiatric  Director,  Mental  Health  Services,  Santa  Maria, 
CA. 

**  Chief  Resident,  OB/GYN,  Sacred  Heart  Hospital,  Yank- 
ton, SD. 

***  Senior  Medical  Student,  USD  School  of  Medicine,  Vermil- 
lion, SD. 

****  Medical  Librarian,  Sacred  Heart  Hospital,  Yankton,  SD. 


sical  stigmata  of  Anorexia  Nervosa  including  de- 
nial of  illness;  distorted  body  imagery;  and  bizarre 
concepts  in  relation  to  food  intake. 

The  disease  is  described  as  a fundamental 
disturbance  in  human  communication  and  a plea 
is  made  to  avoid  tube  feedings  in  the  management 
of  these  patients. 


Because  of  the  nature  of  the  symptoms  a number 
of  specialists,  other  than  psychiatrists,  usually  are 
involved  in  the  course  of  the  illness  and  the  treat- 
ment program.  Often  the  family  practitioner  is  the 
first  to  be  consulted  and  most  often  not  by  the  pa- 
tient herself,  (who  incidentally  finds  little  wrong 
with  her  nutritional  status)  but  more  frequently  by  a 
family  member.  The  college  student  mentioned 
above  was  referred  to  a gynecologist  for  40  pounds 
weight  loss  and  secondary  amenorrhea.  He  in  turn 
referred  the  case  to  me  only  because  her  thyroid 
studies  proved  inconsistent  with  his  diagnosis  of  hy- 
perthyroidism.' At  this  point,  I invoked  the  help  of 
an  endocrinologist  and  a complex  dialogue  over  the 
nature  of  the  cachexia,  the  stubborn  secondary 
amenorrhea,  the  interpretation  of  the  endocrino- 
logical data  and  the  incriminating  emotional  disturb- 
ance resulted.  This  is  par  for  the  course.  In  some 
cases  it  may  be  useful  to  have  a neurologist  see  the 
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patient  as  well,  to  evaluate  the  muscular  system 
(vide  infra). 

While  there  are  a great  number  of  cases,  such  as 
the  one  cited  above,  there  are  fewer  cases  of  An- 
orexia Nervosa  combined  with  psychotic  episodes 
and  even  fewer  cases  of  true  Anorexia  Nervosa’s 
who  are  pregnant.  We  wish  to  report  the  case  of  a 
twenty  year  old  white  married  female;  twenty-two 
weeks  gestation,  who  became  frankly  psychotic  dur- 
ing her  hospitalization.  Both  ON-LINE  and  OFF- 
LINE Literature  Searches  in  the  Med-Line  Data 
Base  back  to  1966  and  manual  searches  to  1956  re- 
port no  citations  with  all  three  variables,  to  wit; 
Anorexia  Nervosa;  Acute  Psychosis  and  pregnancy. 

SYNDROME  REVIEW 

Anorexia  Nervosa  has  a decided  preference  for 
females.  Less  than  one  of  a hundred  cases  are  males 
Personally,  I have  never  encountered  a male  case 
either  in  my  own  clinical  experience  or  that  of  my 
colleagues.  Since  the  menarche^  is  occurring  at  an 
increasingly  younger  age  (now  9-14  as  against  11-16 
in  prior  times)  we  tend  to  see  the  onset  of  the 
disease  at  an  earlier  age  in  puberty. 

1.  Somatic  Signs 

a.  Weight  loss  of  at  least  20%.  In  more  serious 
cases,  this  may  reach  40%  of  the  body  weight  and  in 
exceptional  cases  over  60%.  Usually  we  see  the  pa- 
tient at  a weight  between  66  and  82  pounds.  Our 
patient’s  presenting  weight  was  84  pounds  but  one 
of  us  estimated  the  patient’s  weight  minus  the  fetal 
contents  and  uterine  enlargement  at  68  pounds. 

b.  Weight  gain:  Episodes  of  bulimia  mixed 
with  episodes  of  starvation,  though  rare,  are  not 
unknown.  It  is  also  possible  that  this  accounts  for 
frantic  weight  changes  up  and  down  the  scale  after 
an  Anorexia  Nervosa  patient  recovers  and  is  eating 
on  her  own.  She  may  still  be  unable  to  regulate  her 
dietary  habits.  One  of  our  older  chronic  patients 
owns  two  entirely  separate  wardrobes,  one  for  her 
bulimia  periods,  the  other  for  her  anorexic  phase. 

c.  Amenorrhea:  This  can  occur  before  the 
disturbance  in  nutrition  becomes  manifest.  Usual- 
ly, the  amenorrhea  and  malnutritive  state  occur  at 
about  the  same  time,  but  in  24%  of  the  cases, ^ the 
amenorrhea  may  begin  long  afterward.  The  amenor- 
rhea may  remain  by  emaciated  patients  for  many 
years  and  if  there  is  no  positive  result  to  therapy,  she 
may  remain  amenorrheic  throughout  her  entire  life. 
On  the  other  hand,  if  a patient  begins  to  eat  on  her 
own,  and  makes  a substantial  weight  gain,  her 
menses  will  not  return  immediately  but  may  be  de- 
layed for  many  months.  Some  gynecologists  state 
that  the  return  of  the  first  menstrual  period  is  an 
anovulatory  one.'*  This  is  an  important  considera- 


tion in  the  case  presented  here. 

d.  Constipation:  may  be  severe  and  may  last 
longer  than  the  amenorrhea. 

e.  Lanugo  hair:  may  be  present  on  the  face, 
neck,  shoulders  and  back.  This  was  present  in  our 
patient.  It  should  be  noted  that  in  contrast  to  pituita- 
ry cachectic  states,  the  axillary  and  pubic  hair  do  not 
fall  out  in  Anorexia  Nervosa. 

f.  Vital  Signs:  may  show  a lowered  body  tem- 
perature-decreased respiratory  rate  and  a bradycar- 
dia. 

g.  Ocassional  Signs:  are  acrocyanosis,  dry 
skin,  brittle  hair  and  sleep  disturbances. 

2.  Laboratory  Findings 

Decreased  luteinizing  hormone,  estrogens,  but 
increased  F.S.H.  The  serum  and  urinary  estrogen 
levels  are  below  the  lower  limits  of  normal  in  more 
than  50%  of  the  cases.  The  thyroid  function  is  gener- 
ally normal.  The  adrenal  function  is  within  the  lim- 
its of  the  corresponding  weight  loss.  The  greater  the 
weight  loss,  the  higher  the  urinary  excretion  of 
ketogenic  steroids.  There  is  a hypercarotenemia,  the 
meaning  of  which  is  unknown. 

On  the  question  of  the  low  metabolic  rate,  Ljung- 
gren  and  associates^  suggest  the  methods  of  calcula- 
tion do  not  accurately  reflect  the  cell  mass  in  these 
patients  and  the  cellular  metabolic  activity  is  prob- , 
ably  normal. 

3.  Psychiatric  Symptoms 

a.  An  all  pervasive  drive  toward  reversion  of: 
the  body  image  into  that  of  the  prepubertal  child  j 
striving  toward  a neuter  gender  identity.  This  drive  I 
to  starve  oneself  is  so  strong  that  the  patient  will  use  : 
any  and  all  devices  to  accomplish  her  purpose.  This ; 
includes  self-induced  vomiting;  hiding  food  when ; 
not  under  observation;  excessive  use  of  laxatives; : 
adding  heavy  metal  shards  to  clothing  to  deceive 
others  and  increase  weight  on  scale,  etc. 

b.  A pecular  contrast  between  the  picture  of  an 
emaciated  body  habitus  and  the  hyperactive  pseu- 
do-alertness of  the  patient.  This  form  of  high  energy 
output  activity  is  difficult  to  correct  as  the  patient! 
will  pay  little  heed  to  the  ‘usage  of  energy’  explana- 
tion. This  also  accounts  for  the  frequent  diagnosis  of 
hyperthyroidism  mentioned  in  the  beginning  of  this 
paper. 

c.  An  almost  total  reduction  of  the  psychologi- 
cal life  to  the  problem  of  “to  eat  or  not  to  eat’’.  This 
condensation  of  intrapsychic  life  occurs  on  such  a 
grand  scale  that  it  appears  the  patient  is  resisting  any 
and  all  attempts  of  the  therapist  to  alter  her  condi- 
tion. 

In  our  case,  the  patient  stated  she  felt  in  excellent 
health  and  rejected  any  suggestion  that  she  might  be 
sick.  “All  I want  is  to  be  healthy  for  me  and  my 
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baby”  was  the  repetitive  statement  she  made  while 
she  continued  to  lose  weight.  Classically,  then.  An- 
orexia Nervosa’s  do  not  have  insight  into  their  ill- 
ness. Oftentimes,  the  intensity  of  the  patient’s 
insistence  on  being  well  is  proportional  to  the  degree 
of  weight  loss.  This  may  be  of  prognostic  signifi- 
cance. 

d.  There  is  an  atypical  feeling  of  not  being  ‘in 
touch’  with  their  bodies.  The  patient  feels  she  is 
unacceptably  too  heavy  in  spite  of  her  external 
appearance.  Judged  by  others  she  is  much  too  ‘skin- 
ny’. This  mechanism  is  used  to  deny  the  feeling  of 
hunger  (which  does  exist!!)  and  in  the  beginning 
she  may  deny  the  feeling  of  thirst  as  well.  Once  a 
therapeutic  relationship  has  been  established,  the 
patient  may  admit  her  true  feelings  and  cease  utiliz- 
ing denial  to  such  a pathological  degree.  At  this 
point,  weight  loss  usually  stops,  but  weight  gain  may 
not  begin  until  the  following  feelings  are  handled, 
namely: 

e.  The  total  insecurity  of  these  patients  is 
exemplified  in  their  feelings  of  inadequacy  and 
incompetency  to  perform;  as  well  as  a lack  of  initia- 
tive on  their  part  to  do  so.  This  is  true  domestically, 
career  wise,  and  in  the  sexual  area.  These  symptoms 
can  only  be  elicited  after  the  psychological  conden- 
sation of  their  life  is  expanded  and  the  mechanism 
of  denial  is  no  longer  put  to  such  extensive  use  by 
the  patient. 

f.  Because  of  the  hyperactive-pseudo  alertness 
mentioned  above,  the  depressive  aspect  of  these 
patients  is  not  easily  detected.  This  is  all  the  more  so 
because  their  often  ‘sweet  smiles’  will  deceive  many 
physicians  into  thinking  that  all  is  well.  The  es- 
tablishment of  the  depressive  characteristics  are  not 
necessary  to  make  the  diagnosis. 

g.  Psychotic  regression:  In  some  cases  the  pa- 
tient will  seek  a psychotic  resolution  to  her  conflict 
rather  than  to  face  the  reality  aspects  of  her  gender 
identity  and  body  imagery.  This  was  true  in  our  case, 
where  the  style  of  psychosis  the  patient  chose  was  a 
twilight  state.  In  this  state  she  suffered  from  mild 
recent  memory  loss,  depersonalization,  slight  dis- 
orientation to  time  and  person  but  not  to  place,  and 
a constriction  of  her  ego  functions.  It  was  felt  by  the 
principal  investigator  that  the  constant  24  hour  psy- 
chological support  of  the  nurses  on  the  mental 
health  unit  was  so  effective  that  they  did  not  allow 
the  patient  to  become  disoriented  to  place  although 
there  was  definite  disorientation  to  time  and  person. 

HISTORICAL  REVIEW 

Anorexia  Nervosa  has  been  a known  clinical  enti- 
ty for  more  than  a century.  Laseque  (1873)  in 
France^,  and  Sir  William  Gull  (1874)  in  England’ 
both  defined  the  essential  clinical  picture,  although 


they  named  the  illness  differently.  Laseque  called  it 
Anorexia  Hysterique,  and  Gull  called  it  Anorexia 
Nervosa.  Each  saw  the  typical  female  patient  in  pu- 
berty or  adolescence,  who,  without  any  known 
organic  cause,  voluntarily  began  starving  them- 
selves; many  of  whom  reached  a state  of  extreme 
cachexia.  Gull  considered  this  strange  behavior  to 
be  a “morbid  mental  state”  but  was  unable  to 
refine  his  thinking  on  the  subject  in  a dynamic 
sense.  Laseque,  on  the  other  hand,  considered  the 
main  dynamism  to  be  that  of  hysteria  and  this 
caused  confusion  because  so  many  of  these  patients 
did  not  show  any  hysterical  symptomatology.  As  a 
result  of  this  dispute  a new  and  unfortunate  name 
for  the  syndrome  was  chosen,  namely  Anorexia 
Mentale.  In  1903  the  great  French  psychiatrist, 
Pierre  Janet^  wrote  a paper  entitled  “L’obsession  de 
la  honte  du  corps”  (Obsession  with  the  shame  of 
her  body)  in  which  he  clearly  described  the  patient’s 
psychological  problems  of  unacceptability  of  the 
body  of  a woman;  the  sexual  meaning  of  that  unac- 
ceptability, and  the  social  implications  as  well.  His 
paper  shows,  with  great  clarity,  that  Anorexia 
Nervosa  is  not  a sexual  conversion  but  the  wish  to 
be  neither  man  nor  woman,  i.e.  a child  of  the  neuter 
gender. 

The  Germans,  on  the  other  hand,  insisted  the 
disease  was  a form  of  pituitary  cachexia  similar  to 
Simmonds,  and  sought  to  call  it  a type  of  “Pubertal 
Endocrinopathy.”  They  saw  the  psychological 
symptoms  as  secondary.  This  resulted  in  a great  dis- 
pute over  the  etiology  of  the  disease  but  also  stimu- 
lated further  investigative  work  along  both  psychia- 
tric and  endocrinological  lines. 

Since  the  conclusion  of  the  second  world  war,  it 
has  generally  been  accepted  by  the  preponderance  of 
investigators  that  the  psychological  symptoms  are 
primary  and  the  endocrinopathy  secondary.  The 
name  of  the  disease  was  also  finally  agreed  upon  as 
Anorexia  Nervosa. 

Hilde  Bruch^  describes  the  communication 
disturbance  eloquently;  “An  outstanding  feature  of 
the  disease  is  a paralyzing  ineffectiveness  which  per- 
vades all  thinking  and  activities  of  the  anorectic  pa- 
tients. They  experience  themselves  as  acting  only  in 
a response  to  demand  coming  from  other  people  and 
situations,  and  as  not  doing  anything  because  they 
want  to.” 

CASE  REPORT 

B.D.  is  a twenty  year  old  primigravida  whose  men- 
arche  occurred  at  age  twelve,  just  two  weeks  subse- 
quent to  the  breakup  of  her  parents’  marriage.  She 
described  herself  as  a “daddy’s  girl”  and  remembers 
it  took  her  a long  time  to  accept  the  reality  of  the  fact 
that  her  father  had  indeed  left  the  home  and  was 
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involved  with  “another  woman.”  Prior  to  this  psy- 
chotrauma, there  had  been  very  little  in  the  history 
to  warrant  the  designation  of  emotional  or  mental 
disturbance.  Another  emotionally  significant  inci- 
dent occurred  at  the  time  of  her  high  school  gradua- 
tion. Her  father  had  promised  to  attend  but  failed  to 
do  so.  This  rejection  was  further  reinforced  when, 
two  years  later,  he  did  attend  the  graduation  of  a 
younger  sister. 

The  patient  was  married  at  age  eighteen  to  a kind 
but  rather  introspective  man  whose  life  style  as  a 
farmer  was  totally  foreign  to  her  urban  upbringing. 
Her  period’s  were  always  regular  with  no  severe 
dysmenorrhea  and  only  occasional  cramping  at  the 
beginning  of  her  menses.  There  was  no  dyspareunia. 
Her  weight  during  the  summer  of  1977  was  135 
pounds.  At  this  point,  her  mother  told  her  she  was 
positively  ‘chunky’.  The  patient  felt  stunned  by  the 
remark.  From  July  1977  to  July  1978,  she  used  ano- 
vulatory drugs  for  birth  control  purposes.  In  the 
summer  of  1978,  the  couple  decided  to  plan  a preg- 
nancy largely  because  the  patient  complained  of 
loneliness  and  isolation  on  the  farm.  Her  weight  at 
this  time  was  1 10  pounds.  In  the  fall  of  1978,  she  felt 
rejected  by  her  husband’s  sister  and  his  brother’s 
wife.  Both  of  these  sisters-in-law  felt  B.D.  did  not  fit 
in  with  the  farm  style  of  life  and  let  her  know  this. 
The  patient  was  unwilling  to  admit  any  problem  in 
this  area,  feeling  it  was  a blot  on  her  marriage.  At 
about  this  time,  she  admits  to  feeling  a diminished 
appetite  for  the  first  time,  although,  she  had  lost  a 
great  deal  of  weight  beforehand.  When  her  sisters- 
in-law  made  their  ‘derogatory’  remarks  about  her, 
she  weighed  somewhere  between  100-110  pounds. 
In  December  of  1978  she  missed  a period.  This  was 
her  LMP  but  a visit  to  the  obstetrician  in  January  of 
1979  revealed  that  she  was  not  pregnant.  From  this 
point  on,  she  describes  an  awareness  of  weight  loss 
which  she  felt  was  accompanied  by  ‘bursts  of  ener- 
gy.’ She  continued  eating  poorly  until  the  date  of 
admission  (6/14/79)  at  which  time  her  total  body 
weight  was  84  pounds  and  she  was  estimated  to  be 
twenty-two  weeks  pregnant. 

TREATMENT 

B.D.’s  hospital  course  was  stormy,  especially  dur- 
ing the  early  period  when  the  husband  and  other 
family  members  had  to  come  to  grips  with  the  fact 
that  it  was  really  necessary  to  have  a psychiatrist  on 
the  case.  There  were  five  distinct  phases  to  her 
improvement.  In  the  first  phase,  best  described  as 
her  hyperactive  pseudo-alertness  phase  in  which  she 
maintained  she  was  well,  wanted  the  best  for  herself 
and  child,  but  was  not  psychotic,  we  primarily 
focussed  on  food  intake  and  weight  gain  plus  the 
gradual  establishment  of  a meaningful  therapeutic 


relationship.  As  a result  of  strong  identifications 
with  certain  staff  members  rather  than  true  insight 
into  her  illness,  an  intense  conflict  over  whether  or 
not  to  give  up  the  mechanism  of  denial  occurred.  As 
a result,  the  patient  entered  into  a psychotic  ‘twilight 
like  state’  in  the  second  phase  of  her  hospital  course. 
This  was  treated  selectively  with  a very  low  dosage 
of  Trifluoperazine  and  isolation  in  a quiet  room  but 
not  a seclusion  room.  A member  of  the  staff  was 
present  twenty-four  hours  a day  so  that  at  no  time 
was  she  alone.  Her  third  phase  was  characterized  by 
a return  to  reality  testing;  a re-beginning  of  milieu 
therapy  with  an  emphasis  on  small  task  perform- 
ance. Once  again  we  allowed  her  to  have  visitors 
other  than  her  husband,  whose  visits  had  been  re- 
stricted but  never  disallowed.  The  fourth  phase  was 
the  buildup  of  patient’s  reality  sense;  her  weight 
(she  was  discharged  at  104  pounds)  and  more  realis- 
tic expectations  of  her  own  life  situation  on  the 
farm.  Predischarge  planning  included  a family  con- 
ference with  an  obstetrician  and  a psychiatrist  in 
attendance.  The  fifth  phase  concerns  her  readmis- 
sion to  the  hospital  in  August  1979  for  premature 
delivery  of  a three  pound  twelve  ounce  baby  boy. 

DISCUSSION 

Although  a combined  approach  of  individual  and 
milieu  therapies  was  utilized,  as  well  as  close  family 
consultation,  the  brunt  of  the  psychotherapy  was 
directed  toward  the  specific  communication  disturb- 
ance described  above  by  Hilde  Bruch.  I call  this 
therapy  position  choice.  She  was  always  able  to 
communicate  to  me  her  position  (except  when  psy- 
chotic) which  I was  able  to  show  her  I respected. 
Even  her  anorexic  position  was  given  deep  consid- 
eration and  bibliotherapy  was  utilized  to  educate  her 
on  this  issue.  Graduallly  she  became  less  of  an  au- 
tonomous individual  and  learned  that  her  opinions 
had  meaning  to  the  staff  members.  She  learned  that 
opening  communications  on  her  own  were  not  re- 
jected by  staff  and  she  did  not  have  to  close  us  off  by 
refusing  to  eat.  This  patient  was  never  threatened 
with  tube  feedings,  a mode  of  treatment  which 
(once  out  of  the  hospital)  enforces  the  specific 
communication  disturbance.  This  makes  it  more, 
rather  than  less,  acceptable  for  an  Anorexia  Nervosa 
to  take  a position  on  “to  eat  or  not  to  eat.” 

In  position  choice  therapy  the  patient  is  constantly 
motivated  to  take  a position  on  any  and  all  of  her 
communications.  In  this  sense,  one  can  not  speak  of 
a harmonious  type  of  psychotherapy  and  perhaps 
not  even  for  psychotherapy  at  all,  since  the  objective 
is  not  an  insightful  one  but  an  improvement  in  pa- 
tient’s communication  technique  to  the  degree  that 
she  finally  considers  herself  a person.  One  who  will 
grow  and  face  realities  similar  to  any  one  of  us. 

( Bibliography  on  page  35) 
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of  constipation 


WILLIAM  H.  RORER,  INC. 

Fort  Washington,  PA  19034 


Consfipolion 
acute  or  chronic 


Consfiporion  may  be  caused  by  conditions  offeaing 
the  filling  and  emptying  of  the  rectum. 


Inadequate  filling 

Interference  in  propulsive 
contractions 

Innpoirnnent  of  snnooth 
muscle  controctility 

Obstruction  of  the  lumen 


Inadequate  emptying 

Interference  in  the  stimulation  of  the 
defecotion  reflex 

An  additional 
complication 

Self  treatment — use  ond  obuse  of 
loxotives 


Treatment  of  underlying  disorders  is  critical... 
Relief  of  constipation  is  essential 


Perdiem:. 


A unique  blend  of  natural  vegetable  derivotiv; 
For  comfortable  and  safe  relief  of  constipot  ion 


Psyllium 


■ A norurol  source  of  hydrophillic  colloids 

■ Strengthens  stimulus  to  defecote 
by  increasing  indigestible  residue 

■ Helps  produce  soft, 
hydrated,  well  formed 
stool 


^^t)9rorr,5(6  8oz 


Senna 

■ Produces  mild  peristoltic 
stimulation 

■ Helps  propel  bulk  through 
colon 


A unique 
granular 
farmulotian 


John  Moerz,  M.  D. 

Medico  I Director 
NV.  H.  Rorer,  Inc. 

Fort  Woshington,  PA  19034 

Dear  Dr.  Moerz: 

Yes,  I would  like  to  receive  o supply  of  Perdiem^“ 
starter  somples  for  my  patients. 


■ No  mixing  or  chewing 


■ Gronules  ore  ploced  in 
mouth  ond  swollowed  with 
full  gloss  of  beverage 

■ Helps  breok  cothorric 
hobituotion 


Address 

City 

Store 


■ Helps  estoblish  normol 
defecotory  reflexes  ond 
regulor  bowel  rhythm 


Zip 

Specialty 

5J-312 


Prescribing  Informorion 

ACTIONS:  Perdiem^"',  wirh  irsgenrie  action,  does 
nor  produce  disogreeoble  side  effecrs.  The  veg- 
etable muciloges  of  Perdiem^"'  soften  the  stool 
and  provide  poin-free  evacuation  of  rhe  bowel. 
Perdiem’'"'  is  effective  os  on  oid  to  eliminotion  for 
rhe  hemorrhoid  or  fissure  porient  prior  to  and  fol- 
lowing surgery. 

COMPOSITION:  Noturol  vegetable  derivatives:  A 
unique  blend  of  psyllium  ond  senna  (Plonrogo 
Hydrocolloid  with  Cossio  Pod  Concentrate). 


INDICATION:  For  relief  of  constiporion. 


PATIENT  WAP,NING:  Should  nor  be  used  in  rhe 
presence  of  undiognosed  obdominol  pain.  Fre- 
quent or  prolonged  use  without  rhe  direction  of  o 
physician  is  nor  recommended.  Such  use  moy 
lead  to  loxotive  dependence. 

DIRECTIONS  FOP.  USE — ADULTS:  Before  breokfost 
and  ofter  rhe  evening  meal,  one  to  two  rounded 
reospoonfuls  of  Perdiem^“  granules  should  be 
ploced  in  rhe  mouth  and  swollowed  wirh  o full 
gloss  of  worm  or  cold  beveroge.  Perdiem^"' 
gronules  should  nor  be  chewed.  After  Perdiem’"'" 
takes  effea  (usuolly  ofter  24  hours,  bur  possibly 
nor  before  36-48  hours):  redbce  rhe  morning 
ond  evening  doses  to  one  rounded  reospoonfui. 
Subsequent  doses  should  be  adjusted  ofter 
adequate  loxorion  is  obroined. 


IN  OBSTINATE  CASES:  Perdiem’^"'  may  be  token 
more  frequently,  up  to  two  rounded  reospoonfuls 
every  six  hours. 


FOP,  PATIENTS  HABITUATED  TO  STRONG  PURGA- 


TIVES: Two  rounded  reospoonfuls  of  Perdiem™  in 
rhe  morning  and  evening  may  be  required 
olong  wirh  holf  rhe  usuol  dose  of  rhe  purgative 
being  used.  The  purgotive  should  be  discon- 
tinued os  soon  os  possible  ond  rhe  dosoge  of 
Perdiem’^*'  gronules  reduced  when  ond  if  bowel 
tone  shows  lessened  loxotive  dependence. 

FOR  COLOSTOMY  PATIENTS:  To  ensure  formed 
stools,  give  one  ro  two  rounded  reospoonfuls  of 
Perdiem^"  in  rhe  evening  wirh  worm  liquid. 
DURING  PREGNANCY:  Give  one  ro  two  rounded 


reospoonfuls  each  evening. 


FOR  CLINICAL  REGULATION:  For  porienrs  confined 
ro  bed,  for  those  of  inactive  habits,  ond  in  rhe 
presence  of  cardiovascular  diseose  where  strain- 
ing must  be  avoided,  one  rounded  teaspoonful 
of  Perdiem^“  token  once  or  twice  doily  will  pro- 
vide regular  bowel  hobits.  Toke  wirh  o full  gloss  of 
woter  or  beveroge. 

FOR  CHILDREN:  From  oge  7 — 1 1 yeors,  give  one 
rounded  reospoonfui  one  ro  two  rimes  doily. 

From  oge  12  and  older,  give  oduir  dosoge. 

NOTE:  It  is  extremely  important  thor  Perdiem^“ 
should  be  token  with  o plentiful  supply  of  liquid, 
HOW  SUPPLIED:  Gronules;  100  grom  (0.5  oz, ) 
ond  250  gram  (8.8  oz. ) conisters. 
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President's  Page 


By  the  time  this  comes  to  print,  we  may  well  have 
seen  a new  campaign  from  HEW  which  will  include 
radio  and  television  announcements,  brochures, 
posters,  and  toll-free  telephone  hot  lines  to  which 
patients  can  get  the  names  of  physicians  willing  to 
give  second  opinions.  HEW  secretary,  Patricia  Har- 
ris, is  firmly  convinced  that  through  this  sort  of 
information  campaign,  the  Federal  government  can 
irhprove  the  quality  of  health  care  and  help  reduce 
unnecessary  surgery.  The  entire  thrust  of  her  rea- 
soning can  be  seen  in  her  statement,  “We  want 
people  to  be  aware  that  they  have  a right  to  get  all 
the  facts  about  their  particular  medical  problems, 
including  whether  or  why  surgery  is  necessary, 
advisable  or  avoidable”. 

In  many  respects,  it  seems  to  me  that  all  physi- 
cians who  are  responsible  for  sending  a patient  to 
surgery  are  suspect  of  doing  so  without  informing 
the  patient  as  to  the  necessity  of  the  surgery  and 
whether  it  could  be  avoided.  Unfortunately,  they  are 
also  implying  that  the  second  opinion  will  be  the 
right  opinion  as  compared  to  the  original  physician’s 
advice.  When  a patient  is  by  necessity  sent  to  an- 
other doctor  for  an  opinion,  there  is  a great  possibili- 
ty of  tremendous  confusion  being  caused  and  delay 
in  surgical  procedures  could  even  harm  the  patient. 

It  is  still  a self-evident  fact,  that  in  South  Dakota, 
almost  all  doctors  encourage  their  patients  to  seek 
consultation  when  either  one  is  unsure  of  the  di- 
agnosis. However,  if  it  were  manditory  for  a patient 
to  seek  a second  opinion  to  determine  the  appropri- 
ateness of  “non-emergency  surgery”,  there  is  again 
an  escalation  in  the  costs  of  medicine  without  neces- 
sarily providing  improved  quality  in  care. 


It  should  also  be  pointed  out  that  even  though 
surgical  procedures  which  are  delayed  because  of 
the  second  opinion,  will  very  commonly  come  to 
surgery  at  a much  later  date  and  the  cost  effective- 
ness of  the  program  would  be  completely  negated  in 
this  particular  instance.  Proponents  of  this  particular 
program  also  do  not  take  into  consideration  the 
costs  of  any  alternative  medical  treatment  that  is 
offered  to  these  patients  by  a second  opinion. 

In  our  state,  I would  wager  a pretty  penny  that 
there  is  very  little  unnecessary  surgery  done  and 
that  which  is  done,  oftentimes  is  due  to  a difference 
in  interpretation  and  not  necessarily  incompetance. 

The  present  system  is  working.  Our  peer  review  is 
adequate  at  the  present  time.  Add  to  that  the  fact 
that  the  staff  of  almost  all  hospitals  are  reviewing 
records  and  upgrading  audits,  one  can  easily  see  that 
second  opinions  will  be  of  little  value  and  will  drive 
up  the  costs  of  medicine  considerably,  doing  just 
exactly  the  opposite  of  what  the  secretary  of  HEW 
perceives  as  a necessity  to  control  costs. 


Sincerely, 

Duane  B.  Reaney,  M.D.,  President 
South  Dakota  State  Medical  Association 
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SOUTH  DAKOTA  MEDICAL  SCHOOL 
ENDOWMENT  ASSOCIATION 


MORE  STUDENTS 

MORE  PROFESSORS 

MORE  BOOKS 

MORE  DEPARTMENTS 

MORE  OF  EVERYTHING 


It  all  takes  money,  which  the  Endowment  Association 
wants  to  provide  to  the  USD  School  of  Medicine. 


WON'T  YOU  HELP? 
WE  NEED  EVERYONE 


Send  contributions*  to 


SOUTH  DAKOTA  MEDICAL  SCHOOL  ENDOWMENT  ASSOCIATION 

608  WEST  AVENUE,  NORTH 
SIOUX  FALLS,  SOUTH  DAKOTA  57104 

*Tax  deductible 


18 


SOUTH  DAKOTA 


s 

D 


Clinicopathological  Conference 


Forty-Two  Year  Old  Female  with  Sudden  Onset 
of  Abdominal  Pain 


Marcus  C.  Deede,  M.D.* ** 

Discusser 


John  F.  Barlon',  M.D."* 

Editor 


CASE  NO.  819309 

This  42-year-old  Caucasian  female  was  admitted  to  Sioux 
Valley  Hospital  because  of  the  sudden  onset  of  severe  crampy 
abdominal  pain  accompanied  by  nausea  and  vomitting. 

The  patient  had  been  having  diffuse  lower  abdominal  pain 
and  saw  her  physician  10  days  prior  to  admission.  She  was 
treated  for  a urinary  tract  infection  and  follow  up  cultures  were 
negative.  Several  days  prior  to  admission  she  was  seen  again 
for  right  lower  quadrant  and  flank  pain.  One  stool  was  passed 
with  some  possible  blood  in  it.  A barium  enema  was  reported  as 
normal.  The  patient  was  seen  again  for  right  lower  quadrant 
pain  not  accompanied  by  fever.  That  evening  the  pain  contin- 
ued and  became  crampy  and  more  severe.  Examination  at  this 
time  showed  tenderness  in  the  right  lower  quadrant  for  the  first 
time.  The  possibility  of  a twisted  right  ovary  was  considered. 
The  patient  had  had  a previous  total  abdominal  hysterectomy 
and  left  oophorectomy  but  it  was  not  known  wheiher  her  appen- 
dix had  been  removed.  There  was  no  other  history  of  previous 
hospitalizations  or  illnesses.  No  other  significant  history  in 
review  of  systems  could  be  elicited. 

PHYSICAL  EXAMINATION.  Temperature:  98°F,  pulse  74/ 
min  and  regular,  respirations  20/minute  and  regular,  blood 
pressure  146  systolic  and  94  diastolic.  Examination  of  the  head 
and  neck  was  unremarkable.  The  lungs  were  clear  to  ausculta- 
tion and  percussion.  The  heart  was  not  enlarged  and  had  a 


* Resident  in  Family  and  Community  Medicine,  Sioux  Falls, 
SD. 

**  Pathologist,  Sioux  Valley  Hospital  and  Laboratory  of  Clinical 
Medicine,  Sioux  Falls,  SD;  Professor  of  Pathology,  School  of 
Medicine,  University  of  South  Dakota. 


normal  sinus  rhythm  with  no  murmurs.  There  was  tenderness 
diffusely  over  the  abdomen  with  decreased  bowel  sounds.  The 
greatest  tenderness  could  be  elicited  by  release  of  pressure  and 
was  referred  to  the  right  side.  There  were  no  organs  or  masses 
felt. 

LABORATORY  DATA:  Urinalysis:  straw  colored^  specific 
gravity  1.013,  pH  8.0,  negative  for  protein,  glucose,  ketone 
bodies,  bile,  hemoglobin,  sediment  3-5  white  cells/hpf  and  a 
small  amount  of  bacteria;  hemoglobin  11.4  gm/dl,  red  count  4.3 
million/mm\  hct.  34  vol/dl,  mean  corpuscular  hemoglobin  27 
micromicrograms,  mean  corpuscular  volume  79  cubic  micra, 
mean  corpuscular  hemoglobin  concentration  34%.  Total  leuko- 
cyte count  11,300/mm^  with  68%  segmented  neutrophils,  3% 
neutrophilic  bands,  3%  eosinophils,  and  26%  lymphocytes.  The 
platelets  were  normal  in  number  and  morphology.  Sodium  125 
meq/L,  potassium  4.2  meq/L,  chloride  89  meq/L,  serum  amy- 
lase was  within  normal  limits.  A chest  film,  PA  and  lateral  and 
upright  and  flat  plate  of  the  abdomen  were  negative. 

A laparoscopy  was  performed  through  a subumbilical  inci- 
sion. A normal  right  ovary  was  found.  There  was  considerable 
fluid  in  the  cul-de-sac.  This  was  aspirated  and  was  reported  as 
showing  no  malignant  cells,  but  mesothelial  cells,  lympho- 
cytes, and  segmented  neutrophils  were  present.  The  appendix 
was  normal,  but  there  was  generalized  edema  over  the  serosa  of 
the  bowel  and  mesentery  of  the  bowel.  The  right  upper  quadrant 
had  what  appeared  to  be  a cystlike  mass  elevating  the  bowel 
and  displacing  the  colon  around  it.  The  borders  of  this  mass 
were  hard  to  define. 

An  exploratory  laparoscopy  was  performed.  No  cysts  could  be 
identified  but  there  was  a large  hydroureter  with  hydronephro- 
sis on  the  right.  It  appeared  to  be  blocked  at  the  pelvic  rim. 
There  were  sheets  of  very  firm  tissue  over  the  vena  cava  which 
extended  to  the  bifurcation  of  the  aorta  and  down  over  the  pelvis 
to  the  bifurcation  of  the  common  iliac  arteries  into  the  hypogas- 
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trie  and  external  iliac  artery.  There  were  three  bands,  2.5  cms. 
wide  and  0.3  cms.  thick  of  dense  material  within  the  pelvis. 
Biopsies  were  taken.  Exploration  of  the  rest  of  the  abdomen 
showed  the  liver  and  gallbladder  to  be  normal.  The  spleen  was 
small  and  irregular.  There  was  no  adenopathy  in  the  retroperi- 
toneal or  iliac  areas.  The  ovary  was  normal.  The  aorta  and  vena 
cava  were  normal.  The  left  kidney  appeared  not  to  be  involved 
in  the  process. 


DR.  DEEDE:  In  summary,  the  patient  is  a 42-year- 
old  white  female  who  presented  with  sudden  onset 
of  right  lower  quadrant  pain,  which  increased  in  se- 
verity. On  initial  evaluation,  she  was  felt  to  have  an 
acute  abdomen,  but  the  white  count  was  only  slight- 
ly elevated  and  there  was  a normal  differential. 
Urinalysis  showed  3-5  white  blood  cells,  but  urine 
cultures  were  negative.  There  was  a slight  anemia 
that  was  microcytic.  The  patient  was  slightly  hy- 
ponatremic.  At  exploratory  laparotomy,  right  hydro- 
enephrosis,  presumably  caused  by  firm  tissue  found 
at  her  pelvic  brim  was  found.  The  differential  di- 
agnosis of  this  clinical  presentation  involves  two 
primary  diagnoses;  1)  an  occult  malignancy  of  some 
type  in  the  retroperitoneal  space  and  2)  retroperito- 
neal fibrosis.  My  discussion  today  will  focus  on  the 
differential  diagnosis  and  natural  history  of 
retroperitoneal  fibrosis. 

Retroperitoneal  fibrosis  (RPF)  was  first  reported 
in  the  United  States  by  J.  K.  Ormand  in  1948.  The 
first  description  of  the  clinical  entity,  however,  was 
found  in  French  literature  in  1905,  described  as 
periureteral  obstruction. 

The  pathologic  diagnosis  of  RPF  is  comprised  of 
many  varied  patterns.  The  gross  appearance  is  usu- 
ally described  as  “grayish  white,  woody  hard  (thick) 
fibrous  plaque.”'  Such  a finding  usually  extends 
from  the  pelvic  brim  to  about  the  renal  pedicle,  and 
from  psoas  muscle  to  psoas  muscle,  in  what  is  gen- 
erally considered  to  be  the  renal  (Gerota’s)  fascial 
compartment. 

Microscopic  descriptions  of  RPF  are  best  sum- 
marized as  an  active  fibroblastic  proliferation  com- 
bined with  pleomorphic  inflammatory  cell  infiltrate. 
Basically,  there  is  a fibrosis  and  inflammatory  infil- 
trate in  the  fascial  and  adipose  tissue  in  the 
retroperitonal  space.  The  infiltrate  is  usually  de- 
scribed by  most  observers  as  histiocytic  or  lympho- 
cytic but  uncommonly,  polymorphnuclear  leuko- 
cytes or  esoninophils  are  present.  Other  observers 
have  noted  ganulomas,  occasional  lipid-laden  ma- 
crophages with  lipid  droplets;  and,  quite  commonly, 
perivasculitis. 

The  differential  diagnosis  of  RPF  is  extensive. 
The  first  and  probably  the  most  important  category 
to  rule  out  is  that  of  malignancy.  Numerous  tumors 
matastasize  to  the  periureteral  space.  Carcinoma  of 
the  breast,  stomach,  prostrate,  lung,  kidney,  and 


colon  have  all  spread  in  this  area.  Tumor  spread  to 
these  areas  has  been  either  via  the  periureteral  lym- 
phatics or  by  direct  bulky  tumor  spread.  Additional- 
ly, there  are  primary  tumors  arising  in  the  retroperi- 
toneal area.  Common  ones  would  include  Hodgkins 
disease  and  the  other  lymphomas.  Some  authors 
mention  sarcomas  or  anaplastic  carcinomas  without 
specifying  type,  although  primary  ureteral  carcino- 
ma was  mentioned. 

Another  mechanism  of  RPF  in  malignant  disease 
is  illustrated  by  the  carcinoid  tumor.  In  the  case  of 
this  tumor,  fibrosis  can  occur  by  local  migration  into 
the  retroperitoneal  space  of  tumor  metabolites.  It 
has  long  been  noted  and  widely  published  that  carci- 
noid tumors  can  cause  fibrosis  of  the  right  side  of 
the  heart.  Carcinoid  tumors  have  been  associated 
with  RPF  and  several  authors  have  postulated  that 
this  is  due  to  the  same  fibrotic  mechanism  produc- 
ing disease  in  the  right  side  of  the  heart,  ie.  fibrosis 
is  due  to  local  spread  (oozing)  of  the  carcinoid  me- 
tabolites. 

In  discussing  malignancy  in  the  differential  di- 
agnosis of  RPF,  I should  emphasize  that  it  is  often 
quite  difficult  to  actually  demonstrate  tumor,  even 
when  present,  in  a RPF  mass.  All  authors  men- 
tioned that  numerous  deep,  careful  biopsies  should 
be  taken  whenever  RPF  is  found  in  order  to  rule  out 
tumor,  because  even  in  cases  where  tumor  was  later 
found,  initial  biopsies  were  occasionally  negative. 

The  second  main  category  to  consider  in  the  dif- 
ferential diagnosis  of  RPF  is  that  of  healing  re- 
sponses. Hemorrhage  from  any  kind  of  trauma, 
either  blunt  or  post-operative,  resulting  in  hemato- 
ma, can  cause  fibrosis  as  the  hematoma  resolves. 
Special  associations  of  RPF  that  corroborate  this 
mechanism  are  such  illnesses  as  Henoch-Schonlein 
purpura  and  factor  VIII  deficiencies,  both  associated 
with  increased  risk  of  hemorrhage  giving  rise  to  he- 
matomas which  could  result  in  a fibrotic  process. 
Pathologic  studies  quite  frequently  have  found 
hemosiderin  deposits  in  the  retroperitoneal  area,  a 
finding  further  supporting  this  supposed  etiology. 
Any  abdominal  operation  that  would  disturb  the  ret- 
roperitoneal space  might  lead  to  hematoma  and  re- 
sult in  fibrosis,  or  it  might  lead  to  a hypertrophic 
healing  response,  such  as  occurs  in  keloids. 

Another  suggested  healing  response  of  note  is 
that  of  extravasated  urine.  Any  type  of  obstruction 
could  theoretically  produce  extravasation  of  urine.  It 
is  of  note  that  in  cadaver  studies,  anywhere  from  10 
to  50  cm.  of  water  pressure  in  a retrograde  injection 
of  dye  can  produce  some  extravasation  from  the 
ureter.  Presumed  etiologies  for  such  extravasation 
and  hydronephrosis  might  be  prostatitis,  which 
would  be  especially  significant  in  the  50-  to  60-year- 
old  age  group  in  males,  a highly  represented  group 
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in  this  particular  disease.  Also,  any  urinary  calculi 
might  produce  the  hydronephrosis  necessary  for 
extravasation  of  urine. 

Another  healing  response  of  significance  is  irradi- 
ation which  could  produce  the  overwhelming  fibro- 
tic  activity  noted. 

Another  primary  category  of  differential  diagnosis 
is  infections.  The  fibrosis  could  be  a result  of  a varie- 
ty of  suppurative  conditions.  Suggestions  that  have 
been  made  as  etiologies  of  suppuration  are  regional 
enteritis,  ruptured  diverticulitis,  and  appendicitis 
(especially  extraperitoneal).  A urinary  tract  infec- 
tion might  spread  via  lymphatics  to  involve  the  ret- 
roperitoneal space,  setting  up  localized  infection  re- 
sulting in  fibrosis. 

Other  infections  of  possible  theoretic  significance 
include  histoplasmosis,  syphilis,  brucellosis,  and  tu- 
berculosis. All  four  have  been  investigated  relative- 
ly extensively  and  none  has  ever  been  actually  asso- 
ciated with  the  disease,  but  all  theoretically  could 
cause  fibrosis. 

Another  possible  etiology  in  the  differential  di- 
agnosis of  RPF  is  drug  use.  This  is  by  far  the  most 
widely  publicized  cause  of  RPF.  The  most  common- 
ly associated  drug  is  Sansert  or  methysergide.  This  is 
a very  well  documented  association.  In  a study  pub- 
lished in  1977,  480  cases  of  RPF  were  reviewed,  and 
12.5%  were  directly  associated  with  ingestion  of 
Sansert.  It  is  well  known  that  discontinuing  Sansert 
will  greatly  improve  chances  for  resolution,  either 
spontaneously  or  through  surgical  or  medical 
means.  It  has  been  demonstrated  that  continued 
ingestion  of  Sansert  will  lead  to  progression  of  the 
disease  and  worsening  of  the  resulting  obstructive 
uropathy. 

Other  drugs  mentioned  as  possible  etiologic 
agents  include  amphetamines,  LSD,  phenacetin, 
methyldopa,  the  ergotamines,  and  hydralazine^  All 
have  been  associated  with  a few  scattered  reports 
with  RPF. 

Other  etiologic  suggestions  for  the  disease  have 
been  made.  Ormand  in  1965  published  a paper  giv- 
ing his  assessment  based  on  the  many  hundreds  of 
cases  that  were  described  after  his  original  cases 
were  reported.  He  decided  that  probably  the  most 
likely  etiology  of  the  disease  was  in  the  category  of 
the  collagen  vascular  diseases,  since  there  was  com- 
monly a vasculitis  associated  with  RPF,  and  since, 
on  pathologic  review,  the  vasculitis  of  RPF  was,  in 
many  cases,  very  similar  to  periarteritis  nodosa. 
Ormand  concluded  that  RPF  might  be  a collagen 
vascular  disease.  Its  initiating  mechanism  might  be  a 
drug  molecule  serving  as  a hapten,  acting  in  an  anti- 
body/antigen complex  leading  eventually  to  the 
inflammation  of  a collagen  vascular  disease. 

Another  more  obscure  association  with  RPF  is 


Christian-Weber  panniculitis,  which  most  common- 
ly manifests  as  an  inflammatory  process  of  subcuta- 
neous adipose  tissue.  It  has,  in  some  cases,  been 
shown  to  be  a systematic  disease  and  RPF  has  been 
observed  in  this  systemic  dissemination  of  the 
disease. 

Another  common  category  of  diseases  seen  in 
association  with  RPF  includes  the  various  types  of 
fibrous  proliferations.  These  are  divided  into  two 
categories— non-inflammatory  and  inflammatory. 
The  non-inflammatory  proliferations  include  such 
entities  as  keloids,  Dupuytren’s  contracture,  and 
Peyronie’s  disease.  RPF  has  been  associated  with 
the  first  two  of  these.  The  inflammatory  fibrous 
proliferations  such  as  pseudotumor  of  the  orbit, 
chronic  fibrous  mediastinitis,  Riedel’s  struma  (inva- 
sive fibrous  thyroiditis),  and  sclerosing  cholangitis, 
all  have  been  associated  in  individual  patients  with 
RPF. 

After  all  these  differential  possibilities  are  exclud- 
ed in  RPF,  the  final  remaining  category  is  that  of 
idiopathic  RPF. 

Now  let  us  turn  to  the  clinical  presentation  of  the 
disease.  Age  range  is  from  10  to  80  years,  but  the 
vast  majority  of  the  patients  are  from  40  to  60  years 
of  age.  Males  predominate  2 to  1.  History  is  usually 
not  very  helpful.  Patients  often  present  with  a vague 
or  localized  back,  abdominal,  or  flank  nonspecific 
pain  in  90%  of  the  cases.  Hydronephrosis  unilateral 
or  bilateral  often  accompanies  the  condition  leading 
to  renal  failure  if  not  corrected.  I think  our  case 
today  is  a good  example  of  that.  The  woman  had  a 
vague  nonlocalizing  nondescript  abdominal  pain 
prompting  an  obstetrician,  a general  surgeon,  and  a 
urologist  to  be  involved  in  her  immediate  care.  The 
differential  diagnosis  included  right  ovarian  cyst, 
appendicitis,  obstructive  hydronephrosis, 
inflammatory  bowel  disease,  tumor,  etc. 

Another  relatively  common  presenting  symptom 
is  weight  loss  but  from  15  to  40%  of  patients  do  not 
present  with  weight  loss.  Numerous  other  symp- 
toms are  associated,  but  none  of  them  very  com- 
monly. Nausea  and  vomiting  are  found  in  5%,  ede- 
ma of  lower  extremities  in  3-5%,  gastrointestinal 
bleeding  in  a still  smaller  percentage  followed  by 
malaise  and  numerous  other  symptoms. 

Another  significant  historical  fact,  is  that  usually 
the  problem  develops  over  a period  of  1 to  6 months 
in  90%  of  patients. 

Physical  examination  is  relatively  unrewarding.  In 
one  review  an  abdominal  mass  was  palpated  in  15- 
25%  of  the  cases.  Anuria  was  noted  in  another  10- 
25%.  Hypertension  was  found  in  studies  varying 
from  0%  to  as  high  as  20%  of  cases.  Fever  was  pres- 
ent in  15%.  Oliguria  was  noted  in  about  10%.  Edema 
of  the  lower  extremities  was  noted  in  an  additional 
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10%.  Abdominal  bruit  was  noted  in  5%. 

Laboratory  studies  obtained  in  RPF  again  are  not 
very  helpful.  Blood  urea  nitrogen  is  elevated  over  30 
mg/dl  in  55%  of  patients  as  noted  in  one  study. 
Anemia  was  another  common  finding  varying  in 
incidence  from  25  to  70%  of  patients  examined.  The 
erythrocyte  sedimentation  rate  (ESR)  was  elevated 
in  RPF  in  up  to  10  to  20%  of  cases.  However,  other 
authors,  including  Ormand,  indicated  that  the  ESR 
was  elevated  in  70-90%  of  patients. 

Numerous  other  laboratory  tests  were  noted  to  be 
abnormal,  none  of  them  to  any  very  appreciable 
percentage.  It  is  of  note  that  there  were  no  positive 
LE  preparations  or  fluorescent  antinuclear  antibody 
tests  (FAN A).  This  certainly  makes  collagen  vascu- 
lar disease  a less  likely  possibility. 

The  most  significant  study  in  first  arriving  at  a 
diagnosis  of  RPF  is  the  intravenous  pyelogram 
(IVP) . The  classical  triad  of  findings  as  described  by 
radiologists  includes  the  following:  1)  a bilateral 
cone-shaped  ureteral  narrowing,  usually  at  L4  to  L5; 
2)  medial  deviation  of  the  ureters— this  radiologic 
sign  has  been  considered  pathognomonic  of  RPF. 
However,  one  study  did  note  that  comparison  of 
cases  of  RPF  with  normal  controls  revealed  no  sig- 
nificant difference  in  medial  deviation  of  ureters. 
Also,  a number  of  cases  of  RPF  are  actually  found  to 
have  lateral  deviation  of  the  ureters  3)  dilatation  of 
the  ureters,  pelvis,  or  calices,  i.e.,  hydroureterone- 
phrosis.  Some  authors  have  found  approximately 
85%  of  intravenous  pyelograms  (I\T)  to  show  hy- 
droureteronephrosis  in  RPF. 

The  other  x-ray  study  of  significance  is  the  retro- 
grade pyelogram.  One  finding  is  hydroureterone- 
phrosis.  Of  greater  significance  in  diagnosis,  how- 
ever is  the  finding  that  passage  of  a 5-6  French  ure- 
teral catheter  during  cystoscopy  can  be  done  with 
relative  ease.  This  is  surprising  in  light  of  the  signifi- 
cant stenosis  seen  on  IVP.  Therefore,  some  authors 
have  suggested  that  obstruction  in  this  disease  is 
due  to  loss  of  peristalsis  and  not  true  occlusion  of 
the  lumen. 

Plain  films  can  be  somewhat  helpful.  They  will 
demonstrate  obliteration  of  the  psoas  and  renal 
shadows. 

One  study  discussed  the  use  of  ultrasound  in  the 
diagnosis.  This  was  a small  study,  having  only  5 
cases,  but  the  radiologist  felt  comfortable  with  the 
diagnosis  in  all  five  of  those  cases  as  established  by 
ultrasonography.  His  summary  of  the  significant 
findings  on  sonography  was  a “smooth-bordered 
and  relatively  echo-free  mass  anterior  to  the  sacral 
promontory”. 

Therapy  of  this  disease  is  primarily  surgical. 
Again,  multiple  deep  biopsies  of  the  lesion  are  nec- 
essary in  order  to  firmly  establish  a diagnosis  and  to 


rule  out  tumor.  The  next  step  is  ureterolysis.  This 
usually  returns  peristalsis  to  the  ureter  almost 
immediately  after  stripping  away  the  fibrous  en- 
casement. Some  authors  point  out  that  if  peristalsis 
does  not  return,  a malignant  lesion  is  likely.  The 
ureter  is  then  peritonealized  or,  if  destruction  is  sig- 
nificant enough,  is  reattached  to  some  sort  of  urina- 
ry drainage  devise.  Ureterolysis  has  a 90%  success 
rate  with  significant  improvement  almost  immedi- 
ately in  back  pain,  lowering  of  ESR,  and  elevation  of 
hemoglobin. 

Medical  approach  to  this  disease  is  much  less  fa- 
vorable. Treatment  with  steroids  alone  or  treatment 
with  steroids  after  surgery  may  be  useful  in  the  10% 
of  cases  not  responding  well  to  surgery  alone. 

Authors  supporting  medical  treatment  of  patients 
with  steroids  do  admit  to  a failure  rate  in  the  40-50% 
range.  However,  steroids  alone  as  sole  therapy  is 
primarily  indicated  in  cases  where  surgical  interven- 
tion is  not  feasible.  The  combination  of  steroids  and 
surgery  has  nearly  a 100%  success  rate.  Best  re- 
sponse to  steroids  is  when  the  disease  is  early,  be- 
fore it  reaches  the  fibrotic  stage.  As  is  understanda- 
ble, inflammatory  cell  infiltrates  would  be  expected 
to  clear  rapidly  with  steroids  and  established  fibrosis 
would  be  essentially  unaffected. 

In  final  summary,  RPF  is  a disease  presenting 
with  many  different  signs  and  symptoms.  The  classic 
clinical  picture  is  usually  vague,  non-localizing  back 
or  abdominal  pain,  in  a 40  to  60-year-old  male.  It  is 
associated  with  an  elevated  ESR,  mild  anemia,  and 
with  blood  urea  nitrogen  often  greater  than  30  mgs/ 
dl  in  most  cases.  IVP  and  retrograde  pyelogram  to 
suggest  the  diagnosis  at  first  by  indicating  hydrone- 
phrosis, and  then  follow-up  surgery  usually  estab- 
lishes the  diagnosis.  A significant  new  diagnostic 
tool  in  this  rather  obscure  and  difficult-to-diagnose 
disease  is  sonography.  It  will  be  interesting  to  see 
whether  this  develops  into  a useful  diagnostic  tool. 
Finally,  therapy  for  the  disease  is  almost  uniformly 
successful  with  surgery  and/or  steroids. 

Dr.  Deede’s  Diagnoses 
Idiopathic  Retroperitoneal  Fibrosis  (RPF) 

DR.  BARLOW:  The  photomicrographs  in  this  case 
are  taken  from  the  large  biopsies  of  the  retroperito- 
neal mass  described  in  the  protocol.  There  is  a 
mixed  fibrous  and  inflammatory  reaction  but  no 
definite  vasculitis  was  noted.  Tumor  cells  were  not 
noted.  It  should  be  noted  that  a variety  of  neoplasms 
may  produce  a fibrous  tissue  reaction  and  multiple 
sections  may  have  to  be  taken  before  the  neoplastic 
nature  is  discovered.  However,  in  this  case  we  do 
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not  see  neoplasm  and  will  have  to  presume  that  this 
is  a retroperitoneal  fibrosis  (Fig.  1).  The  nature  of 
this  chronic  inflammatory  and  fibrosing  process  has 
been  well  described  by  Dr.  Deede.  The  characteris- 
tic obstructive  uropathy  is  also  well  illustrated  by 
this  case  as  well  as  the  fact  that  the  process  may 
present  with  such  non-specific  signs  and  symptoms 
that  a variety  of  physicians  may  be  involved  in  the 
early  assessment  of  the  patient. 


Figure  1 

Low  power  view  of  inflammatory  infiltrate  dissecting  the  retrO' 
peritoneal  fat  (round  clear  spaces)  and  fibrous  tissue  lOOx. 


FINAL  ANATOMIC  DIAGNOSES 
IDIOPATHIC  RETROPERITONEAL 
FIBROSIS  (RPF) 

*DR.  R.  C.  JOHNSON:  I should  point  out  another 
x-ray  sign  of  RPF  is  straightening  of  the  ureter.  Dr. 
Hoskins  and  Dr.  Graham  performed  the  operation 
at  which  biopsies  of  the  retroperitoneal  mass  were 
performed  and  a right  ureteral  stent  was  placed. 
Subsequent  to  surgery,  the  patient  did  have  a febrile 
course  which  led  to  a diagnosis  of  subphrenic  ab- 
scess which  was  drained.  The  patient  is  now  afebrile 
and  has  been  discharged  and  is  doing  well.  If  it  had 
not  been  for  the  postoperative  fever,  I would  have 
started  the  patient  on  steroids  in  hope  of  lessening 
the  fibrotic  process  in  the  retroperitoneum.  In  many 
cases,  one  can  dissect  the  ureter  with  some  ease  and * ** *•* 
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bring  it  laterally  wrapping  omentum  or  peritoneal 
tissue  about  the  ureter  to  prevent  further  entrap- 
ment by  a progressive  fibrotic  process. 

**DR.  DONALD  GRAHAM:  I have  three  ques- 
tions. Does  inferior  vena  cava  obstruction  or  arterial 
obstruction  occur  with  this  disease?  How  often 
should  we  get  follow-up  intravenous  pyelograrns  on 
this  patient?  What  is  the  long  term  prognosis  for  this 
patient? 

DR.  DEEDE:  Yes,  I can  answer  the  first  question. 
There  is  edema  of  the  lower  extremities  from  lym- 
phatic or  inferior  vena  obstruction.  Constriction  of 
mesenteric  vessels  and  even  the  aorta  and  common 
iliac  arteries  may  occur  producing  ischemic  symp- 
toms. 

DR.  JOHNSON:  I would  indeed  get  follow-up 
intravenous  pyelograrns  on  this  patient  at  least  every 
six  months  to  assess  whether  the  disease  is  advanc- 
ing and  particularly  to  evaluate  any  obstruction  to 
the  urinary  tract.  It  might  be  wise  also  to  start  the 
patient  on  steroid  therapy  in  hopes  of  lessening  the 
process.  Long  term  prognosis  is  variable  but  these 
lesions  can  spontaneously  regress.  Many  cases 
smoulder  on  and  the  patient  may  have  very  few 
other  problems. 

***DR.  BRANDENBERG:  Are  you  afraid  that  you 
might  be  masking  a lymphoma  by  putting  the  pa- 
tient on  steroids? 

DR.  JOHNSON:  I think  that  the  odds  are  that  she 
does  not  have  a lymphoma. 

A PHYSICIAN:  What  is  the  mechanism  of  anemia 
in  this  disease? 

DR.  BARLOW:  It  is  usually  the  anemia  associated 
with  a chronic  inflammatory  process. 
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ringing  in  fhe  ears,  deafness,  skin  rash,  or 
visual  disturbances  occur,  the  drug  should 
be  discontinued. 

DOSAGE  AND  ADMINISTRATION: 

1 tablet  upon  retiring.  When  necessary, 

1 additional  tablet  may  be  taken  following  fhe 
evening  meal. 

Product  Information  as  of  Sepfember,  1977 
U.S.  Patent  2,985,558 

Merrell 

MERRELL-NATIONAL  LABORATORIES  Inc. 
Cayey,  Puerto  Rico  00633 

Direct  Medical  Inquiries  to: 
MERRELL-NATIONAL  LABORATORIES 
Division  of  Richardson-Merrell  Inc. 

Cincinnati,  Ohio  45215,  U S A. 

Licensor  of  Merrell" 
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Quinamm 

each  tablet  obtains  quinine  sulfate  260  mg.,  aminophylline  195  mg. 

specific  therapy  for  painful 
night  leg  cramps 

Nocturnal  recumbency  leg  muscle  cramping  is  frequently  an  unwelcome  bedfellow 
for  many  patients— especially  those  with  arthritis,  diabetes  or  peripheral  vascular 
disease . . . consider  Quinamm . . . simple,  convenient  dosage— usually  just  one  tablet 
at  bedtime . . . can  provide  restful,  welcome  sleep  without  night  leg  cramps. 


See  opposite  page  for  prescribing  information. 


LAB  CO. 

<<  SaMB 


^rng. 


■brand  of 


* " How  Supplied;  * -•ijl 

Pale  green  300  mg.  tablets 
botjBfces  of  100  and  Single  Unit  Packages  of  100 
(intended  for  institutional  J^e  dnly). 

® Injection,  300  mg./2  ml., 
in  single-dose  vials 
and  in  8 ml.  multiple-dose  vials, 
both  in  packages  of  10. 


a SmithKIine  company 
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Chapter  News 


SOUTH  DAKOTA  ACADEMY  OF  FAMILY  PHYSICIANS 
3001  South  Holly  Avenue 
Sioux  Falls,  SD  57105 


Family 

Mid 

Physician 

@0 


OIH] 

Health 


ANALYSIS  OF  DATA  BASE  ON  SOUTH  DAKOTA  ACADEMY  ACTIVE  MEMBERS 

as  of  October  31, 1978 

SOUTH  DAKOTA 
Total;  127 
Respondents:  119 
Response  Rate:  93.7% 


Active  Members  by  Following 

Active  Members  in  Direct 

Characteristics 

Number 

Percent^ 

Practice  Care  by  Practice  Base 

Number 

Percenti 

Total  

127 

100.0 

Total 

112 

100.0 

Sex 

Office  Based 

105 

93.8 

Male  

121 

95.3 

Hospital  Based 

5 

4.5 

Female  

6 

4.7 

Occupational  Medicine  

1 

0.9 

Medical  School 

Not  reported  

1 

0.9 

U.S.  graduate  

117 

92.1 

Foreign  graduate 

ABFP  Certification 

10 

7.9 

Diplomate 

79 

62.2 

Not  ABFP  certified 

48 

37.8 

AAFP  Fellowship 

Active  Members  in  Direct  Patient  Care, 

Fellow  in  AAFP  

60 

A12 

Office  Based  by  Practice  Arrangement  Number 

Percenti 

Not  a fellow  

67 

52.8 

Total  

...  105 

100.0 

Solo  Practice  

24 

22.9 

Active  Members  by  Graduate 

Two-Person  Partnership  

22 

21.0 

Training 

Number 

Percenti 

Family  Practice  Group 

32 

30.5 

Total 

No  graduate  training  reported  . . . 

119 

100.0 

Multispecialty  Group 

Not  reported 

26 

1 

24.8 

1.0 

Internship  

105 

88.2 

General  Practice  Residency 

10 

8.4 

Family  Practice  Residency 

23 

19.3 

Other 

25 

21.0 

Active  Members  by  Employment 
Classification  and  Major  Professional 


Activity 

Number 

Percenti 

Total  

119 

100.0 

Classification 

Nonfederal  

109 

91.6 

Federal  

7 

5.9 

Not  reponed 

3 

2.5 

Professional  Activity 

Administration 

4 

3.4 

Direct  Patient  Care 

112 

94.1 

Research 



• • 

Teaching 

3 

2.5 

Not  reported  

Active  Members  by 

Part-time  Teaching  Activity 

Number 

Percenti 

Total  

119 

100.0 

No  part-time  teaching 

29 

24.4 

Paid  part-time  

35 

29.4 

Volunteer  part-time  

35 

29.4 

Paid  and  volunteer  part-time  . . . 

13 

10.9 

Part-time,  classification  not 

reported 

1 

0.8 

Not  reported  

6 

5.0 

iPercentages  may  not  add  to  100.0  due  to  rounding. 


Conducted  by 

Division  of  Research  and  Information  Resources 
AMERICAN  ACADEMY  OF  FAMILY  PHYSICIANS 
1740  West  92nd  Street 
Kansas  City,  Missouri  64114 
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Council  Meeting  Highlights 


The  Council  of  the  South  Dakota  State  Medical 
Association  met  on  Saturday,  January  12,  1980,  at 
the  Howard  Johnson  Motor  Lodge,  Sioux  Falls, 
South  Dakota.  The  following  are  major  items  of 
business  transacted  at  this  meeting. 

1.  PROFESSIONAL  LIABILITY  PROGRAM. 
The  Council  directed  that  a professional  liability 
program  be  formulated  and  offered  at  the  district 
society  level. 

2.  STUDENT  ATHLETIC  PHYSICAL  EXAMS. 
The  SDSMA  will  recommend  to  the  High  School 
Activities  Association  that  student  athletic  physical 
exams  be  administered  every  three  years,  at  the  be- 
ginning of  seventh  grade  and  tenth  grade,  that  a 
history  form  be  completed  by  all  student  athletes, 
and  an  interim  questionnaire  be  completed  by  ath- 
letes in  the  eighth,  ninth,  eleventh  and  twelfth 
grades  to  determine  if  they  need  a physical  exam 
prior  to  participating  in  athletics.  A subcommittee  of 
the  Commission  on  Medical  Service  will  draft  a his- 
tory form  and  interim  questionnaire  for  the  Coun- 
cil’s approval  prior  to  submitting  this  to  the 
SDHSAA. 

3.  1980  LEGISLATIVE  PROGRAM.  The  Coun- 
cil adopted  the  following  legislative  program; 

Sponsored  Bills;  1)  Require  imprint  on  solid  form 
drugs. 

2)  Repeal  section  of  Nurse  Prac- 
tice Law  which  allows  them  to 
mandate  continuing  edu- 
cation. 

Endorsed  Bill;  1)  USDSM  funding. 

2)  Amendments  to  drug  law  re- 
garding terminology  “dis- 
pense” and  “distribute”. 

Opposed  Bills;  1)  Direct  third  party  reimburse- 
ment to  paramedicals. 

2)  Repeal  section  of  drug  law 
which  prohibits  the  Division 
of  Drugs  from  charging  a reg- 
istration fee. 

4.  USDSM  FUNDING.  The  Council  directed  that 


the  SDSMA  institute  a massive  and  immediate  let- 
ter writing  and  personal  contact  program  with  leg- 
islators to  indicate  support  for  the  requested 
increase  in  funding  for  the  USDSM. 

5.  EMERGENCY  MEDICAL  SERVICE  SYS- 
TEM. The  Council  directed  that  the  EMS  proposal 
for  the  Northeast  Region  be  referred  to  the  district 
medical  societies  and  hospital  staffs  in  that  region 
for  study  and  recommendation  before  the  Council 
takes  further  action. 

6.  BYLAW  AMENDMENTS.  The  Council  di- 
rected that  the  following  Bylaw  amendments  be  sub- 
mitted to  the  House  of  Delegates; 

A)  Repeal  the  requirement  that  members  obtain 
continuing  medical  education  to  maintain 
membership,  and  instead  encourage  them  to 
obtain  continuing  medical  education. 

B)  Require  dues  for  student  associate  members. 

C)  Provide  for  student  voting  representation  on 
Commissions,  Council  and  House  of  Dele- 
gates. 

7.  APPOINTMENT  OF  SODAPAC  BOARD  OF 
DIRECTORS.  The  Council  appointed  the  following 
to  serve  a one  year  term  on  the  SoDaPAC  Board  of 
Directors;  T.  J.  Wrage,  M.D.,  Durward  Lang,  M.D., 
W.  R.  Taylor,  M.D.,  Curtis  Wait,  M.D.,  J.  H.  De- 
Geest,  M.D.,  Raymond  Nemer,  M.D.,  L.  F.  Nel- 
son, M.D.,  Bill  Church,  M.D.,  R.  1.  Porter,  M.D., 
N.  R.  Whitney,  M.D.,  Harvard  Lewis,  M.D.,  James 
Ryan,  M.D.,  Mrs.  Marlys  Porter,  Mrs.  Barbara 
Wait,  Mrs.  Virginia  Stoltz,  Mrs.  Marie  Hovland, 
Mrs.  Sandy  Swanson,  Mrs.  Boots  Mabee,  Mrs.  Mary 
Ann  Harris  and  Mr.  Les  Kinstad. 

8.  METABOLIC  TESTING  FOR  NEWBORNS. 
The  SDSMA  endorsed  the  recommendation  of  the 
Pediatric  Society  that  all  newborns  in  South  Dakota 
undergo  metabolic  testing  which  includes,  at  a mini- 
mum, testing  for  the  following; 

1)  hypothyroidism,  2)  hyperphenylalaninemia 
(PKU),  and  3)  urinary  reducing  substances. 

9.  HONORARY  MEMBERSHIP.  Dr.  C.  Rodney 
Stoltz,  Watertown,  and  Dr.  R.  A.  Weber,  Mitchell, 
were  named  honorary  members  of  the  SDSMA. 
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Laboratory  Aids 


Sponsored  by  the  South  Dakota  Society  of  Pathologists 


Which  Autopsies  are  of  Medical/Legal 
Significance? 

Any  autopsy  is  a potential  medical/legal  case.  I have 
listed  1 8 categories  of  potential  medical/legal  autop- 
sies. These  were  modified  from  a list  of  medical/ 
legal  autopsies  provided  by  the  Chief  Medical  Ex- 
aminer of  the  state  of  West  Virginia.  I hope  that  you 
will  find  them  of  value. 

1 . All  homicides  or  suspected  homicides. 

2.  All  cases  of  rape  or  suspected  child  abuse. 

3.  All  so  called  crib  deaths. 

4.  All  deaths  due  to  drug  abuse  or  poison. 

5.  All  hit  and  run  deaths. 

6.  All  deaths  in  a prison  or  while  in  police  custody. 

7.  All  deaths  in  a state  mental  institution  especially 
when  expected  to  be  other  than  normal. 

8.  All  motor  vehicle  fatalities  where  criminal 
charges  are  to  be  filed. 

9.  All  aircraft  pilots. 

10.  All  fire  deaths. 

11.  All  cases  of  skeletal  remains. 

12.  Any  cases  of  decomposed  bodies  when  an  ex- 
ternal examination  of  the  body  rules  out  injuries 
or  when  circumstances  of  death  do  not  rule  out 
foul  play. 

13.  As  a general  rule  any  person  under  45  years  of 
age  without  a past  medical  history  to  explain  the 
cause  of  death. 

14.  All  drownings  or  bodies  found  in  bodies  of  wa- 
ter. 

15.  Any  occupational  death  where  the  cause  is  not 
obvious  or  where  the  death  is  questionable. 

16.  Suicide  cases  in  which  circumstances  or  cause  of 
death  requires  further  investigation. 

17.  Unexplained  death  or  when  death  expected  to 
be  other  than  normal. 

18.  It  should  also  be  noted  that  in-hospital  autopsies 
may  have  legal  implications  if  the  following 
conditions  exist. 

a.  Therapeutic  misadventure 

b.  Unexpected  traumatic  lesions  in  routine 
post  mortems 

c.  Unanticipated  delayed  toxicology 

Richard  D.  Schultz,  M.D. 

Pathologist 


FAMILY  PRACTICE  FOR  SALE 

Office  located  at  8450  Hickman  Road,  Clive, 
Iowa;  between  Urbandale  and  West  Des 
Moines.  Ready  access  to  the  Interstate  and 
two  hospitals. 

Building  was  new  in  1971.  Office  space  Is 
850  sq.  feet  with  two  exam  rooms,  utility 
room,  ped.  room,  waiting  room,  business  of- 
fice, lab.,  bathrooms  and  phys.  office.  Ground 
level.  Abundant  parking.  Three  year  renew- 
able lease. 

This  family  practice  includes  minor  surgery 
and  obstetrics.  Established  referral  patterns 
exist.  Average  income:  $80,000.00  with  flexi- 
ble and  minimal  office  schedule,  no  evening 
or  Saturdays.  Substantially  higher  potential. 

Desire  to  sell  practice,  including  leasehold 
interest,  inventory  and  equipment  as  unit. 
Contact:  Gordon  E.  Allen,  5835  Grand  Ave- 
nue, Suite  202,  Des  Moines,  Iowa  50312. 
Phone:  (515)  274-3581,  Attorney  for  seller. 


PROMOTING  YOUR 
BELIEFS 

SODAPAC 


If  your  practice  is  Incorporated,  SoDaPAC  and  AMPAC  voluntary  political 
contributions  should  be  written  on  a PERSONAL  CHECK.  Contributions 
are  not  limited  to  the  suggested  amount.  Neither  the  AMA  nor  the 
SDSMA  will  favor  or  disadvantage  anyone  based  upon  the  amounts  of 
or  failure  to  make  PAC  contributions.  Contributions  are  subject  to  the 
limitations  of  FEC  Regulations,  Sections  110.1,  110.2  and  110.5  (Fed- 
eral regulations  require  this  notice).  Copies  of  SoDaPAC  and  AMPAC 
reports  are  filed  with  the  Federal  Election  Commission  and  are  avoilable 
for  purchase  from  the  Federal  Election  Commission,  Washington,  D.C. 
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Hemoccult 


® 


The  world’s  leading  test  for 
fecal  occult  blood. 


Entire  Colon— 

Hemoccult®  test  or  colonoscopy 


8 cm.  — Digital  examination 


25  cm.— Sigmoidoscopy 


Send  to 


SJG 


SmithKline  Diagnostics 
^91  660  West  Maude  Avenu 


660  West  Maude  Avenue.  P O Box  61947 
Sunnyvale.  CA  94066 


□ Please  send  me  the  Hemoccult  n"  Physician's 
Complimentary  Starter  Package 


Name 


Medical  Specialty 

Address 

City 


■state 


Phone 


Routine  digital  examination 
explores  only  8 cm.  of  the  colon. 
Sigmoidoscopy  reveals  an  additional 
17  cm.  But  colorectal  cancer  can  occur 
throughout  the  colon.  And  it’s  often 
asymptomatic. 

That's  why  the  Hemocculf"'  test  is  so 
valuable  as  a preliminary  diagnostic  screen. 
The  Hemoccult*'  test  is  a reliable  detector 
of  blood  throughout  the  colon. 

In  addition,  it's  accurate,  inexpensive, 
simple  to  use  and  easy  to  read.  The  test 
can  be  done  in  your  office  in  minutes, 
or  given  to  your  patient  to  take  home  and 
return  by  mail. 

More  than  1 14,000  cases  of  colorectal 
cancer  will  occur  in  the  United  States 
this  year.  The  earlier  they  are  diagnosed, 
the  greater  the  chances  for  successful 
treatment.  Send  for  your  free  Hemoccult" 
starter  package,  today. 


Hemoccult"  is  available  through  local  distributors,  nationwide. 


©SmithKline  Diagnostics,  1980 


.in  the  functional  bowel/irritable  bowel  syndrome* 

Bentyl' 

(dicyclomine  hydrochloride  USP) 

10  mg.  capsules,  20  mg.  tablets, 

10  mg./5  ml.  syrup,  10  mg. /ml.  injection 


helps  control  abnormal  motor  activity 
with  minimal  anticholinergic  side  effectst 

Demonstrated  smooth  muscle  relaxant  activity. 

In  this  double-blind  study,  twenty  patients  having  G.l.  series  and  exhibiting 
spasm  were  randomly  selected  to  receive  either  2 cc.  of  Bentyl  or  sodium 
chloride  intramuscularly.  Ten  minutes  after  the  injection  another  radiograph 
was  taken  . . . 

. . . Bentyl  produced  definite  relaxation  in  8 of  10  patients.  The  sodium  chloride 
produced  relaxation  in  only  3 of  10.  No  side  effects  occurred  in  either  group  of  patients. 


Pylorospasm  has  Barium  meal  beginning 

almost  totally  blocked  to  pass  10  minutes 

passage  of  barium  after  intramuscular 

meal.  injection  of  20  mg.  Bentyl. 

“The  correlation  of  spasm  relief  and  drug  given  was  excellent.  ” 


Reference: 

King,  J.C.  and  Starkman,  N.M.:  Evaluation  of  an  antispasmodic. 
Double-blind  evaluation  to  control  gastrointestinal  spasms 
occurring  during  radiographic  examination.  A preliminary  report. 
Western  Med.  5:356-358,  1964 

Merrell 


♦This  drug  has  been  classified  "probably"  effective  in  treating 
functional  bowel/irritable  bowel  syndrome 

tSee  Warnings,  Precautions  and  Adverse  Reactions. 

See  following  page  for  prescribing  information. 
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Bentyf 

(dicyclomine  hydrochloride  USP) 

Capsules.  Tablets,  Syrup,  Iniection 

AVAILABLE  ONLY  ON  PRESCRIPTION 
Brief  Summary 

INDICATIONS 

Based  on  a review  of  this  drug  by  the  National  Academy  ot 
Sciences-National  Research  Council  and/or  other  informa- 
tion. FDA  has  classified  the  following  indications  as  "prob- 
ably" effective; 

For  the  treatment  of  functional  bowel/ irritable  bowel 
syndrome  (irritable  colon,  spastic  colon,  mucous 
colitis)  and  acute  enterocolitis, 

THESE  FUNCTIONAL  DISORDERS  ARE  OFTEN  RE- 
LIEVED BY  VARYING  COMBINATIONS  OF  SEDATIVE, 
REASSURANCE,  PHYSICIAN  INTEREST,  AMELIORA- 
TION OF  ENVIRONMENTAL  FACTORS 
For  use  in  the  treatment  of  infant  colic  (syrup), 

Final  classification  ot  the  less-than-etfective  indications 
requires  further  investigation 


CONTRAINDICATIONS  Obstructive  uropathy  (for  example,  bladder 
neck  obstruction  due  to  prostatic  hypertrophy);  obstructive 
disease  of  the  gastrointestinal  tract  (as  in  achalasia,  pyloro- 
duodenal  stenosis);  paralytic  ileus,  intestinal  atony  of  the  elderly 
or  debilitated  patient;  unstable  cardiovascular  status  in  acute 
hemorrhage;  severe  ulcerative  colitis;  toxic  megacolon  compli- 
cating ulcerative  colitis;  myasthenia  gravis,  WARNINGS:  In  the 
presence  of  a high  environmental  temperature,  heat  prostration 
can  occur  with  drug  use  (lever  and  heat  stroke  due  to  decreased 
sweating).  Diarrhea  may  be  an  early  symptom  of  incomplete 
intestinal  obstruction,  especially  in  patients  with  ileostomy  or 
colostomy.  In  this  instance  treatment  with  this  drug  would  be 
inappropriate  and  possibly  harmful.  Bentyl  may  produce  drowsi- 
ness or  blurred  vision  In  this  event,  the  patient  should  be  warned 
not  to  engage  in  activities  requiring  mental  alertness  such  as 
operating  a motor  vehicle  or  other  machinery  or  perform  hazard- 
ous work  while  taking  this  drug.  PRECAUTIONS:  Although  studies 
have  failed  to  demonstrate  adverse  effects  of  dicyclomine  hydro- 
chloride in  glaucoma  or  in  patienfs  with  prostatic  hypertrophy,  it 
should  he  prescribed  with  caution  in  patients  known  to  have  or 
suspected  of  having  glaucoma  or  prostatic  hypertrophy.  Use  with 
caution  in  patients  with  Autonomic  neuropathy.  Hepatic  or  renal 
disease.  Ulcerative  colitis.  Large  doses  may  suppress  intestinal 
motility  to  the  point  of  producing  a paralytic  ileus  and  the  use  of 
this  drug  may  precipitate  or  aggravate  the  serious  complication  of 
toxic  megacolon.  Hyperthyroidism,  coronary  heart  disease,  con- 
gestive heart  failure,  cardiac  arrhythmias,  and  hypertension 
Hiatal  hernia  associated  with  reflux  esophagifis  since  anticholin- 
ergic drugs  may  aggravate  this  condition. 

Do  not  rely  on  the  use  of  the  drug  in  the  presence  of  complication  of 
biliary  tract  disease  Investigate  any  tachycardia  before  giving 
anticholinergic  (atropine-like)  drugs  since  they  may  increase  the 
heart  rate  With  overdosage,  a curare-like  action  may  occur 
ADVERSE  REACTIONS.  Anticholinergics/antispasmodics  produce 
certain  effects  which  may  be  physiologic  or  toxic  depending  upon 
the  individual  patient's  response.  The  physician  must  delineate 
these.  Adverse  reactions  may  include  xerostomia;  urinary  hesi- 
tancy and  retention;  blurred  vision  and  tachycardia;  palpitations, 
mydriasis;  cycloplegia,  increased  ocular  tension;  loss  of  taste; 
headache;  nervousness;  drowsiness;  weakness,  dizziness;  insom- 
nia; nausea,  vomiting;  impotence,  suppression  of  lacfation;  con- 
stipation; bloated  feeling;  severe  allergic  reaction  or  drug 
Idiosyncrasies  including  anaphylaxis,  urticaria  and  other  dermal 
manifestations;  some  degree  of  menfal  confusion  and/or  excife- 
ment.  especially  in  elderly  persons,  and  decreased  sweating  With 
the  injectable  form  fhere  may  be  a temporary  sensation  of 
lightheadedness  and  occasionally  local  irritation,  DOSAGE  AND 
ADMINISTRATION:  Dosage  must  be  adjusted  to  individual  patient's 
needs. 

Usual  Dosage  Bentyl  10  mg.  capsule  and  syrup:  Adults  1 or  2 
capsules  or  teaspoonfuls  syrup  three  or  four  fimes  daily  Children 
1 capsule  or  teaspoonful  syrup  three  or  four  times  daily.  Infants  Vi 
teaspoonful  syrup  three  or  four  times  daily.  (May  be  diluted  with 
equal  volume  of  water.)  Bentyl  20  mg.:  Adults:  1 tablet  three  or  four 
fimes  daily  Bentyl  Injection:  Aduffs  2 ml  (20  mg.)  every  four  to  six 
hours  intramuscularly  only.  NOT  FOR  INTRAVENOUS  USE  MAN- 
AGEMENT OF  OVERDOSE;  The  signs  and  symptoms  of  overdose  are 
headache,  nausea,  vomiting,  blurred  vision,  dilated  pupils,  hot,  dry 
skin,  dizziness,  dryness  of  the  mouth,  difficulty  in  swallowing,  CNS 
stimulation.  Treatment  should  consist  of  gastric  lavage,  emetics, 
and  activated  charcoal.  Barbiturates  may  be  used  either  orally  or 
intramuscularly  tor  sedation  hut  they  should  not  be  used  if  Bentyl 
with  Phenobarbital  has  been  ingested.  If  indicated,  parenteral 
cholinergic  agents  such  as  Urecholine"  (bethanecol  chloride  USP) 
should  be  used. 

Product  Information  as  of  October,  1978, 


Injectable  dosage  forms  manufactured  by  CONNAUGHT  LABORA- 
TORIES, INC.,  Swiftwater.  Pennsylvania  18370  or  TAYLOR  PHAR- 
MACAL  COMPANY.  Decatur.  Illinois  62525  for  MERRELL-NATIONAL 
LABORATORIES,  Division  of  Richardson-Merrell  Inc.,  Cincinnati, 
Ohio  45215,  U S A, 


Family  Practice  Physician  Wanted 

Immediate  opening,  GP  or  Family 
Practice  physician,  at  Lennox  Area 
Medical  Center.  Progressive,  growing 
community  of  2,000  serving  designated 
area  of  more  than  10,000.  Near  Sioux 
Falls,  as  well  as  Iowa,  Minnesota,  and 
Nebraska  borders.  Excellent  air,  high- 
way transportation.  Cultural,  profes- 
sional, recreational  advantages.  Five 
hospitals,  SD  School  of  Medicine  near- 
by. Private  practice  or  guaranteed  sal- 
ary available.  For  additional  informa- 
tion contact: 

Mr.  Fred  Courey 
City  Mayor 
118  S.  Main 

Lennox,  South  Dakota  57039 
Telephone  (605)  647-2235 


FAMILY  PRACTITIONER  WANTED 

13-man,  mixed  group  practice  seeking  Family 
Practitioner  to  join  its  Family  Practice  Depart- 
ment of  six  Family  Practitioners  located  100 
miles  south  of  the  Twin  Cities  in  a community  of 
25,000.  Ideal  community  with  excellent  schools 
and  multiple  recreational  opportunities,  new  hos- 
pital. Liberal  benefits  and  top  salary  offered. 
This  is  a choice  practice  opportunity  in  rural 
southern  Minnesota.  Please  contact  James  Bums, 
M.D.,  210  N.  St.  Mary  St.,  Albert  Lea,  MN 
56007,  Phone  (507)  373-1441. 


M6rr6ll  SOUTH  DAKOTA 

MERREU  NATIONAL  LABORATORIES 
Division  of  Richardson-Merreii  Inc 
Cincinnati,  Ohio  45215,  USA 
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9.  Bruch,  H,  Perceptual  and  conceptual  disturbances  in  An- 
orexia Nervosa,  Psychosom  Med,  24,  2,  1962. 


Six  A 


U 


ANNUAL  AND  BIANNUAL  LEASING  OF  ALL  MAKES  OF  AUTOMOBILf 


LEASING  IS  NOT  FOR  EVERYONE,  BUT  MEDICAL 
PEOPLE  ARE  OUR  SPECIALTY.  ALL  MAKES  OF 
AUTOS,  TRUCKS,  4 WHEELERS.  VARIOUS  PLANS 
TO  FIT  YOUR  NEEDS  OR  THE  PROFESSIONAL 
GROUPS  WITH  WHOM  YOU  ARE  ASSOCIATED. 
REFERENCES  ARE  GLADLY  FURNISHED  AND  WE 
WILL  WORK  WITH  YOUR  ACCOUNTANTS. 

3401  WEST  41st  STREET 
SIOUX  FALLS,  SOUTH  DAKOTA  57105 

PHONE  336-3818 

C.  H.  “Chuck"  Point,  Mgr.  Home  phone  336-3168 


CHECK  YOUR  WAITING  ROOM. 


DO  THE  BRIEFCASES  OUTNUMBER  THE 
MEDICAL  CASES? 


A great  way  of  life. 


You’re  familiar  with  them  by  now  — attor- 
neys, accountants  and  salesmen  — all  in- 
terested in  your  time  and  money. 

They  represent  modern  business.  And,  if 
you’re  like  many  physicians,  you’re  probably 
spending  a greater  percentage  of  your  time 
each  year  as  a businessman  ...  at  the  ex- 
pense of  your  practice. 

We  provide  well  staffed,  modern  facilities, 
an  excellent  program  of  compensation,  and 
opportunities  for  professional  growth  and 
specialization. 

Equally  important,  we  provide  an  environ- 
ment in  which  you  may  practice  medicine. 
And  that’s  what  your  life  is  about. 

We  would  like  to  tell  you  more  about  Air 
Force  Health  Care. 

Contact  (call  collect) 

Capt.  Robert  Brown 
116  South  42nd  St. 

Omaha,  NE 
(402)  221-4319 

AIR  FORCE.  HEALTH  CARE  AT  ITS  BEST. 
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Future  Meetings 


March 


Current  Concepts  in  Cardiopulmonary 
Disease,  Health  Science,  Unit  A,  U. 
of  Minn.,  Minneapolis,  MN,  March 
27-29.  21  hrs.  AMA  Category  1 cred- 
its. Contact;  CME,  Box  293  Mayo 
Mem.  Bldg.,  420  Delaware  St.,  SE, 
Minneapolis,  MN  55455.  Phone:  (612) 
373-8012. 


Topics  in  Clinical  Medicine,  Downtown 
Holiday  Inn,  Sioux  Falls,  SD,  March 
28.  Contact:  Mrs.  Norma  Lubben, 
Central  Plains  Clinic,  2727  S.  Kiwanis, 
Sioux  Falls,  SD  57105. 


International  Conference  on  Byssino- 

sis,  Birmingham  Hyatt  House,  Bir- 
mingham, AL,  April  14-16.  18  hrs. 
AMA  Category  1 credits.  Contact: 
Dale  E.  Braddy,  Dir.  of  Ed.,  Amer. 
Coll,  of  Chest  Phys.,  911  Busse  Hwy., 
Park  Ridge,  IL  60068. 


33rd  National  Conference  on  Rural  He- 
alth, Sheraton-Boston,  Boston,  MA, 
April  17-18.  15  hrs.  AMA  Category  1 
credits.  Contact:  Dale  C.  Smith,  Dept, 
of  Meeting  Serv.,  AMA,  535  N.  Dear- 
born St.,  Chicago,  IL.  Phone;  (312) 
751-5997. 


Sexual  Attitude  Reassessment  Semi- 
nar, Research  East  Bldg.,  U.  of  Minn., 
Minneapolis,  MN,  March  28-29.  16 
hrs.  AMA  Category  1 credits.  Fee: 
$150.  Contact:  CME,  Box  293  Mayo 
Mem.  Bldg.,  420  Delaware  St.,  SE, 
Minneapolis,  MN  55455.  Phone;  (612) 
373-8012. 


National  Board  Review  Course  in  Pul- 
monary Medicine,  Conrad  Hilton  Ho- 
tel, Chicago,  IL,  March  31  — April  4. 
32  hrs.  AMA  Category  1 credits.  Con- 
tact: Dale  E.  Braddy,  Dir.  of  Ed., 
Amer.  Coll,  of  Chest  Phys.,  911  Busse 
Hwy.,  Park  Ridge,  IL  60068. 


April 


Mayo  Foundation  Outreach  Seminar, 

McKennan  Hosp.  Aud.,  800  E.  21st 
St.,  Sioux  Falls,  SD,  April  18-19. 
AMA  & AAFP  Category  1 credits. 
Contact:  Ruth  A.  Muchow,  Sec.,  Med. 
Ed.,  McKennan  Hosp.  Sioux  Falls,  SD 
57101.  Phone:  (605)  339-8000. 


Pediatric  Challenges,  Children  Health 
Ctr.,  Minneapolis,  MN,  April  18.  6 
hrs.  AAFP  & AMA  Category  I credits. 
Contact:  Cathy  RebufToni,  Pub.  Rel. 
Off.,  Childrens  Hlth.  Ctr.,  2525  Chica- 
go Ave.,  Minneapolis,  MN  55404. 
Phone:  (612)  874-6222. 


May 

Nuclear  Radiology  Workshop,  Towsley 
Center,  U.  of  Mich.  Med.  School,  Ann 
Arbor,  MI,  May  2-3.  AMA  Category  1 
credits.  Contact:  Off.  of  CME,  Towsley 
Ctr.  for  CME,  U.  of  Mich.,  Ann 
Arbor,  MI  48109.  Phone:  (313)  764- 
2287. 


Cardiology  Today,  U.  of  Iowa,  Coll,  of 
Med.,  Iowa  City,  lA,  May  5-8.  Con- 
tact; Richard  Caplan,  M.D.,  Asso. 
Dean  for  CME,  U.  of  Iowa  Med. 
School,  Iowa,  City,  lA  52242. 


Ophthalmology  Conference,  Towsley 
Center,  U.  of  Mich.  Med.  School,  Ann 
Arbor,  MI,  May  8-9.  AMA  Category  1 
credits.  Contact:  Off.  of  CME,  Towsley 
Ctr.  for  CME,  U.  of  Mich.,  Ann 
Arbor,  MI  48109.  Phone:  (313)  764- 
2287. 


Oto  Clinical  Conference,  Towsley  Cen- 
ter, U.  of  Mich.  Med.  School,  Ann 
Arbor,  MI,  May  9.  AMA  Category  1 
credits.  Contact:  Off.  of  CME,  Towsley 
Ctr.  for  CME,  U.  of  Mich.,  Ann 
Arbor,  MI  48109.  Phone:  (313)  764- 
2287. 


The  Third  World  Congress  on  Broncho- 
esophagology.  Breakers  Hotel,  Palm 
Beach,  FL,  April  9-11.  15  hrs.  AMA 
Category  1 credits.  Fee:  $150.  Contact: 
Dale  E.  Braddy,  Dir.  of  Ed.,  Amer. 
Coll,  of  Chest  Phys.,  911  Busse  Hwy., 
Park  Ridge,  IL  60068. 

Critical  Issues  in  Health  Law,  Copley 
Plaza  Hotel,  Boston,  MA,  April  10-11. 
Contact:  Amer.  Society  of  Law  & 
Med,  Critical  Issues  in  Hlth.  Law,  520 
Commonwealth  Ave.,  Boston,  MA 
02215. 

Medical  & Dental  Hypnosis  Seminar, 
Airport  Ramada  Inn,  Omaha,  NE, 
April  12-13.  Contact:  Neb.  Society  of 
Clinical  Hypnosis,  Box  55143,  Station 
B.  Omaha,  NE  88155. 

The  Quality/Cost  Dilemma  in  Health 
Care,  Hyatt  Embarcadero,  San  Fran- 
cisco, CA,  April  13-17.  AMA  Catego- 
ry 1 credits.  Contact;  AAMI,  1901  N. 
Ft.  Myer  Dr.,  Suite  602,  Arlington, 
VA  22209.  Phone:  (703)  525-4890. 


Hematology  Review,  Towsley  Ctr.  for 
CME,  U.  of  Mich.  Med.  Scl.,  Ann 
Arbor,  MI,  April  23-25.  AMA  Catego- 
ry I credit  hrs.  Contact:  Off.  of  CME, 
U.  of  Mich.  Med.  Scl.,  Towsley  Ctr.  for 
CME,  Ann  Arbor,  MI  48109.  Phone: 
(313)  764-2287. 


Critical  Decisions  in  Trauma,  Mason 
City,  lA.  April  24.  AMA  Category  I 
credit  hrs.  Contact;  Richard  M.  Cap- 
lan, M.D.,  Assoc.  Dean  for  CME,  U. 
of  Iowa  Coll,  of  Med.,  Iowa  City,  lA 
52242. 


OB-GYN  Conference,  Towsley  Ctr.  for 
CME,  U.  of  Mich.  Med.  Scl.,  Ann 
Arbor,  MI,  April  28-30.  AMA  Catego- 
ry I credit  hrs.  Contact:  Off.  of  CME, 
U.  of  Mich.  Med.  Scl.,  Towsley  Ctr.  for 
CME,  Ann  Arbor,  MI  48109.  Phone: 
(313)  764-2287. 


Head  and  Neck  Oncology,  Towsley  Cen- 
ter, U.  of  Mich.  Med.  School,  Ann 
Arbor,  MI,  May  12-16.  AMA  Catego- 
ry 1 credits.  Contact:  Off.  of  CME, 
Towsley  Ctr.,  for  CME,  U.  of  Mich., 
Ann  Arbor,  MI  48109.  Phone:  (313) 
764-2287. 


10th  Annual  Meeting  of  the  Great 
Plains  Organization,  Raddison  South 
Hotel,  Bloomington,  MN,  May  18-20. 
Contact:  Ms.  Virginia  Rittenour,  Box 
50,  420  Delaware  St.,  SE,  Minneapo- 
lis, MN  55455.  Phone:  (612)  373-5718. 


5th  International  Conference  on  Ve-  1 
nereal  Disease,  Family  Planning  and 
Human  Sexuality,  Hilton  Hawaiian 
Village  Hotel,  Honolulu,  Hawaii,  June 
24_July  1.  16  AAFP  elective  hrs. 
Contact:  Hawaii  Conference,  P.O.  Box  , 
1336,  Sausalito,  CA  94965.  Phone:  I 
(415)  332-4066.  ! 
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Clinicopathological  Conference 

Forty  Year  Old  Farmer  With  Chills,  Fever 

And  Left  Upper  Quadrant  Calcification 


Testicular  Feminization:  Patient  Report 
And  Brief  Review  Of  The  Literature 


Table  of  Contents:  page  3 
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Nolfonr 

fenoprofen  calcium 

300-mg.  Pulvules^ond  600-mg.  Toblels 


E3 


OISTA 


Dista  Products  Company 

Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


Additional  information  available  to  the  profession 
on  request. 


♦Present  as  345.9  mg.  and  691.8  mg.  of  the  calcium  salt  of  fenoprofen 
dihydrate  equivalent  to  300  mg.  and  600  mg.  fenoprofen  respectively. 
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Aspects  of  management 


1 


Monitoring  patient 

l*eSpOnSe  to^^lnim  (diazepam/Roche) 


Assessing  initial  response  to  therapy 


During  the  first  follow-up  visit  after  initiating 
therapy,  both  physician  and  patient  should  de- 
termine if  Valium  (diazepam/Roche)  is  having 
the  desired  effect.  Most  patients  will  prompt- 
ly report  a feeling  of  relaxation  and  relief  of 
anxiety-linked  symptoms  such  as  insom- 
nia, headaches,  palpitations  and 
hyperventilation. You  will  probably 
- observe  that  the  patient  is  calmer 
and  more  relaxed.  If,  however, 
patient  response  does  not  meas- 
ure up  to  expectations,  a reeval  - 
nation  of  the  patient’s  profile 
with  modification  of  the  dosage 
regimen  should  be  considered. 


Making  dosage  adjustments 

With  any  psychoactive  medication  it  is 
good  medical  practice  to  initiate  therapy  at 
base  dosage  levels  and  titrate  to  the  patient’s 
needs.  With  Valium,  experience  has  shown 
that  5 mg  t.i.d.  is  usually  sufficient  although 
some  patients  with  severe  or  persistent  anxiety 
may  require  higher  dosages  initially.  In  geriat- 
ric or  debilitated  patients,  the  recommended 
dosage  is  2 to  2'/2  mg  once  or  twice  daily. 
When  anxiety  fluctuates,  as  is  common  with  most  patients,  the  dosage  may 
be  adjusted  as  needed  during  the  course  of  therapy;  three  strengths  in  scored 
tablets  give  you  unmatched  flexibility  and  simplicity  in  individualizing  dosage. 


ADJUST 


START 


2x  to  4x 
daily 


Evaluating  progress 
toward  therapeutic  goals 

At  the  beginning  of 
therapy  it  is  now 
common  practice  for 
both  physician  and 
patient  to  establish 
treatment  goals  and  to 
estimate  the  amount  of 
time  needed  to  achieve 
them.  Then  the  patient 
knows  what  to  expect 
and  when  to  expect  it. 
Some  physicians  find  that  compiling  a checklist  of  present- 
ing symptoms  and  complaints  is  useful  for  assessing  the 
patient’s  response  from  visit  to  visit.  In  this  way,  progress 
toward  attainment  of  the  therapeutic  goal  is  reviewed  at  reg- 
ular intervals.  As  patients  feel  their  symptoms  abate  and 
begin  to  develop  insight  into  the  sources  of  their  anxiety  and 
psychic  tension,  the  checklist  can  be  expected  to  dwindle. 


SET  GCALS 

1 

2 

3 

4 

5 

6 

7 

8 

9 

10 

11 

12 

13 

14 

15 

16 

17 

18 

19 

20 

21 

22 

23 

24 

25 

26 

27 

28 

29 

30 

31 

Discontinuing  pharmacologic 

intervention  When  you  decide  to  discontinue 

therapy,  tapering  dosage 
is  good  medical  practice 
Although  rarely  nec- 
essary after  short-term 
treatment  with  Valium, 
gradual  dosage  reductior 
is  advisable  for  patients 
who  have  been  on  ex- 
tended therapy.  This  grad 
ual  discontinuance 
should  preclude  either 
recurrence  of  pretreatment  symptoms  or  development  of  un-  i 
toward  side  effects.  Symptoms  of  withdrawal  have  almost  al- 
ways been  associated  with  abrupt  discontinuance  of  therapy  al| 
higher  dosages  taken  continuously  over  long  periods  of  time. 


'W  'W'  9 2-mg,  5-mg,  lO-mg  scored  tablets 

Valiuiir® 


diazepam/Roche 


See  the  following  page  for  a summary 
of  product  information. 


An  Important  Adjunct  to\bur Treatment 
Program  for  Excessive  Anxiety 


Wium'  (diazepam/Roche) 

Before  prescribing,  please  consult  complete 
product  Information,  a summary  of  which 
follows: 

Indications:  Tension  and  anxiety  associated 
with  anxiety  disorders,  transient  situational  dis- 
turbances and  functional  or  organic  disorders, 
psychoneurotic  states  manifested  by  tension, 
anxiety,  apprehension,  fatigue,  depressive 
symptoms  or  agitation;  symptomatic  relief  of 
acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal, 
ad)unctively  m skeletal  muscle  spasm  due  to 
reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders,  athe- 
tosis; stiff-man  syndrome,  convulsive  disorders 
(not  for  sole  therapy). 

The  effectiveness  of  Valium  (diazepam/Roche) 
in  long-term  use,  that  is.  more  than  4 months, 
has  not  been  assessed  by  systematic  clinical 
studies  The  physician  should  periodically  reas- 
sess the  usefulness  of  the  drug  for  the  individual 
patient 

Contraindicated:  Known  hypersensitivity  to 
the  drug  Children  under  6 months  of  age 
Acute  narrow  angle  glaucoma,  may  be  used 
in  patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy 
Warnings:  Not  of  value  m psychotic  patients 
Caution  against  hazardous  occupations  requir- 
ing complete  mental  alertness.  When  used 
adjunctively  m convulsive  disorders,  possibility 
of  increase  m frequency  and/or  severity  of 
grand  mal  seizures  may  require  increased  dos- 
age of  standard  anticonvulsant  medication, 
abrupt  withdrawal  may  be  associated  with  tem- 
porary increase  m frequency  and/or  severity  of 
seizures  Advise  against  simultaneous  ingestion 
of  alcohol  and  other  CNS  depressants  With- 
drawal symptoms  similar  to  those  with  barbi- 
turates and  alcohol  have  been  observed  with 
abrupt  discontinuation,  usually  limited  to  ex- 
tended use  and  excessive  doses  Infrequently, 
milder  withdrawal  symptoms  have  been  re- 
ported following  abrupt  discontinuation  of 
benzodiazepines  after  continuous  use,  generally 
at  higher  therapeutic  levels,  for  at  least  several 
months  After  extended  therapy,  gradually  taper 
dosage  Keep  addiction-prone  individuals  under 
careful  surveillance  because  of  their  predisposi- 
tion to  habituation  and  dependence 
Usage  in  Pregnancy:  Use  of  minor 
tranquilizers  during  first  trimester 
should  almost  always  be  avoided  be- 
cause of  increased  risk  of  congenital 
malformations  as  suggested  in  sev- 
eral studies.  Consider  possibility  of 
pregnancy  when  instituting  therapy; 
advise  patients  to  discuss  therapy  if 
they  intend  to  or  do  become  pregnant. 
Precautions:  If  combined  with  other  psycho- 
tropics  or  anticonvulsants,  consider  carefully 
pharmacology  of  agents  employed,  drugs  such 
as  phenothiazines,  narcotics,  barbiturates,  MAO 
inhibitors  and  other  antidepressants  may  poten- 
tiate Its  action  Usual  precautions  indicated  m 
patients  severely  depressed,  or  with  latent  de- 
pression. or  with  suicidal  tendencies  Observe 
usual  precautions  m impaired  renal  or  hepatic 
function  Limit  dosage  to  smallest  effective 
amount  m elderly  and  debilitated  to  preclude 
ataxia  or  oversedation 

Side  Effects:  Drowsiness,  confusion,  diplopia, 
hypotension,  changes  in  libido,  nausea,  fatigue, 
depression,  dysarthria,  jaundice,  skin  rash, 
ataxia,  constipation,  headache,  incontinence, 
changes  m salivation,  slurred  speech,  tremor, 
vertigo,  urinary  retention,  blurred  vision  Para- 
doxical reactions  such  as  acute  hyperexcited 
states,  anxiety,  hallucinations,  increased  muscle 
spasticity,  insomnia,  rage,  sleep  disturbances, 
stimulation  have  been  reported,  should  these 
occur,  discontinue  drug  isolated  reports  of 
neutropenia,  jaundice,  periodic  blood  counts 
and  liver  function  tests  advisable  during  long- 
term therapy 

Dosage:  Individualize  for  maximum  beneficial 
effect  Adults  Tension,  anxiety  and  psycho- 
neurotic  states,  2 to  10  mg  b I d to  q i d , 
alcoholism,  10  mg  1 1 d or  q i d in  first  24  hours, 
then  5 mg  1 1 d or  q i.d  as  needed,  adjunctively 
in  skeletal  muscle  spasm,  2 to  10  mg  1 1 d or 
q I d , adjunctively  m convulsive  disorders,  2 to 
10  mg  b I d to  q i d Geriatric  or  debilitated 
patients  2 to  21/2  mg,  1 or  2 times  daily  initially, 
increasing  as  needed  and  tolerated  (See  Pre- 
cautions ) Children  1 to  2V2  mg  t i d.  or  q i d 
initially,  increasing  as  needed  and  tolerated 
(not  for  use  under  6 months). 

Supplied:  Valium®  Tablets,  2 mg.  5 mg  and 
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Clinicopathological  Conference 


Forty  Year  Old  Farmer  With  Chills,  Fever  And 
Left  Upper  Quadrant  Calcification 


G.  S.  Bruins,  M.D.* 

D.  W.  Ohrt,  M.D.** 

D.  Humphreys,  M.D.*** 

Discussers 


John  F.  Barlow,  M.D.**** 

Editor 


Case  No.  817-376 

This  44-year-old  Hutterite  farmer  was  transferred  to  Sioux 
Valley  Hospital  because  of  intermittent  episodes  of  acute  left 
upper  quadrant  and  flank  pain  in  association  with  shaking, 
chills,  sweats,  fever  and  known  splenic  calcifications. 

Approximately  IV2  to  2 years  prior  to  admission,  the  patient 
developed  recurrent  bouts  of  left  upper  quadrant  pain.  An  ex- 
tensive work-up  including  intravenous  pyelogram,  barium  ene- 
ma, upper  gastrointestinal  series,  chest  x-rays  and  multiple 
flat  and  upright  films  of  the  abdomen  were  taken.  There  were 
calcifications  within  the  spleen  on  x-ray.  Agglutinations  for 
fungi  and  three  intradermal  tuberculin  tests,  both  intermediate 
and  second  strength,  were  negative.  A laparotomy  was  per- 
formed and  there  was  a densely  adherent  scarred  spleen  which 
was  not  removed.  No  other  abnormalities  were  noted.  The  pa- 
tient did  quite  well  for  approximately  1 year  and  two  months 
when  he  was  readmitted  for  upper  quadrant  and  flank  pain  as 
well  as  tenderness.  Again,  intravenous  pyelogram,  urinalysis, 
12  panel  chemistries,  and  complete  blood  count  was  within 
normal  limits  and  erythrocyte  sedimentation  rate  was  36  mm/ 
hr.  Two  serum  amylase  determinations  during  the  acute  attack 
as  well  as  a urine  amylase  were  within  normal  limits.  A flat 
plate  of  the  abdomen  again  revealed  calcifications  within  the 
spleen.  The  patient  was  transferred. 


* Resident  in  Family  and  Community  Medicine,  Sioux  Falls, 
SD. 

**  Resident  in  Pathology,  Sioux  Valley  Hospital,  Sioux  Falls, 
SD. 

***  Associate  Professor  of  Medicine,  School  of  Medicine,  Uni- 
versity of  South  Dakota,  and  Consultant  in  Infectious  Dis- 
eases, Sioux  Valley  Hospital,  Sioux  Falls,  SD. 

•’•’Pathologist,  Laboratory  of  Clinical  Medicine  and  Sioux  Val- 
ley Hospital,  Sioux  Falls,  SD;  Professor  of  Pathology,  School 
of  Medicine,  University  of  South  Dakota. 


The  patient’s  past  history  revealed  a previous  appendectomy 
three  years  prior  to  admission  and  a history  of  arthritis  for 
which  he  took  a yellow  and  gray  pill.  There  was  apparently  no 
redness  or  heat  during  the  mild  attacks  of  joint  symptoms.  The 
man  was  a Hutterite  who  was  born  in  Canada  and  moved  to 
South  Dakota  at  the  age  of  10.  He  was  the  father  of  10  children, 
the  oldest  of  which  was  22  years  and  the  youngest  is  7 years.  He 
was  apparently  relatively  well  up  until  his  illness  described. 
There  was  no  other  significant  history  on  review  of  his  system. 
PHYSICAL  EXAMINATION:  Temperature  97.4°F  (not  fe- 
brile during  the  first  six  days  of  hospital  stay),  height  5'10", 
weight  188  lbs.,  pulse  84/min  and  regular;  respirations  20/min 
and  regular.  Blood  pressure  122  systolic  and  82  diastolic.  The 
patient  had  dental  caries.  The  chest  was  clear  to  auscultation 
and  percussion.  There  was  costovertebral  angle  tenderness,  lo- 
calized to  a 5 cm.  area  on  the  left  side.  The  spine  was  non- 
tender to  percussion.  The  heart  was  within  normal  limits  of 
size  with  no  abnormal  sounds  or  murmurs.  The  abdomen  re- 
vealed a left  paramedian  vertical  surgical  scar  with  no  tender- 
ness. There  was  no  spasm  but  there  was  mild  left  upper  quad- 
rant tenderness  on  deep  palpation.  There  were  no  palpable 
organs  or  masses.  Rectal  examination  was  unremarkable. 
There  was  a subungual  hemorrhage  0.2  to  0.3  cm.  on  the  left 
thumb  and  there  was  an  0.1  to  0.2  cm.  area  of  redness  under  the 
distal  aspect  of  the  nail  of  the  4th  left  toe.  Neurologic  examina- 
tion was  within  normal  limits. 

LABORATORY  DATA:  Urinalysis  straw  colored,  clear; 
specific  gravity  1.021,  pH  6.0  negative  for  protein,  glucose, 
ketone  bodies,  blood  and  bile;  sediment  0-1  white  cells/hpf. 
hemoglobin  14.1  gm/dl,  red  count  4.62  million/mm^;  hemato- 
crit 43  vol/dl,  normal  indices,  total  leukocyte  count  6S00/mm^ 
with  59%  segmented  neutrophils,  39%  lymphocytes  and  2% 
monocytes.  The  red  cells  were  normochromic,  normocytic  and 
the  platelets  normal  in  number  and  morphology.  Erythrocyte 
sedimentation  rate  was  39  mm/hr.  A serum  amylase,  lactic 
dehydrogenase,  alkaline  phosphatase,  aspartate  amniotrans- 
ferase  (SCOT),  total  bilirubin,  total  protein,  calcium,  phos- 
phorus, amylase,  glucose,  blood  urea  nitrogen,  creatinine,  uric 
acid,  and  cholesterol  were  within  normal  limits.  Protein  elec- 
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trophoresis  revealed  a total  protein  of  6,7  gm/dl  with  albumin 
3.6  gm/L,  alpha  I globulin  0.4  mg/L,  alpha  II  globulin  1.0  gm/ 
L,  beta  globulin  0.9  gm/L,  and  gamma  globulin  0.8  gm/L.  An 
intermediate  skin  test  PPD  was  negative.  Febrile  agglutinins 
showed  no  titer  to  proteus  0X2  and  OXK  but  a 1:80  titer  to 
proteus  0X19.  There  was  no  titer  to  brucella  or  tularemia. 
Salmonella  titer  showed  no  titer  to  salmonella  H and  salmonel- 
la D but  a 1:80  titer  to  salmonella  B and  C.  An  electrocardio- 
gram was  read  as  within  normal  limits  with  sinus  bradycardia. 
Intravenous  pyelogram  showed  a normal  intravenous  pyelo- 
gram  with  splenic  calciHcations  of  uncertain  etiology.  A chest 
film  with  PA  and  lateral  were  within  normal  limits.  A com- 
puter tomography  scan  of  the  abdomen  revealed  splenic  calci- 
flcations  with  low  density  noted  adjacent  to  the  calcification 
which  could  have  been  artifact.  They  did  not  appear  to  repre- 
sent deHnite  abscesses.  A liver  spleen  scan  revealed  an  unre- 
markable liver  and  multiple  space  occupying  lesions  in  the 
spleen.  Three  blood  cultures  revealed  no  growth.  The  patient 
was  discharged  but  developed  recurrent  fever,  chills,  and  left 
upper  quadrant  pain.  He  was  readmitted  and  an  exploratory 
laparotomy  was  performed. 

DR.  BRUINS:  In  review,  this  patient  had  symptoms 
dating  back  Vh  to  2 years  previously.  These  symp- 
toms included  recurrent  abdominal  pain,  fever,  and 
chills.  Physical  examination  revealed  only  left  costo- 
vertebral or  left  upper  quadrant  tenderness,  and  a 
subungual  hemorrhage.  Abnormal  laboratory  data 
included  an  elevated  erythrocyte  sedimentation  rate 
and  low  titers  to  proteus  and  salmonella.  Perhaps 
the  most  remarkable  finding  was  multiple  splenic 
calcifications,  first  identified  on  x-ray  on  the  pa- 
tient’s initial  evaluation  several  years  previously.  In 
addition  to  containing  calcifications,  the  spleen  was 
also  abnormal  on  computer  tomography  scan  and 
radionuclide  spleen  scan  as  well  as  on  gross  evalua- 
tion at  a previous  laparotomy.  In  view  of  the  upper 
abdominal  symptomatology  and  the  abnormal 
spleen,  I would  like  to  approach  this  case  by  an 
overview  of  the  diseases  causing  splenic  calcifica- 
tions. (Figs.  1,2). 

According  to  one  textbook  of  differential  diagno- 
ses in  radiology,  the  causes  of  multiple  splenic  calci- 
fications are  relatively  few  and  are  listed  as  follows 
(Ruder  & Felson)^: 

Common:  1.  Histoplasmosis 

2.  Phleboliths 

3.  Tuberculosis 

Uncommon:  1.  Armillifer  armillatus  infestation 

2.  Brucellosis 

3.  Infarcts 

Another  text  (Paul  & Jull)‘o  lists  many  of  the 
same  causes,  but  questions  the  prevalence  of  splenic 
calcifications  in  tuberculosis.  This  would  also  be 
uncommon  in  the  view  of  Anderson’s  Pathology*, 
which  states  that  “In  granulomatous  inflamation, 
calcification  is  common  only  in  chronic  brucellosis 
and  in  histoplasmosis.’’  Of  course,  calcification 
would  be  possible  in  many  granulomatous  condi- 
tions, and  the  entire  group  of  diseases  must  be  kept 
in  mind. 


Figure  1 

Note  multiple  calcifications  in  left  upper  quadrant  in  region  of 
spleen. 


Figure  2 

In  center  are  multiple  filling  defects  in  spleen  corresponding  to 
calcifications  on  x-ray. 


Among  the  six  more  or  less  common  causes  of 
splenic  calcifications  which  we  have  listed,  several 
can  be  eliminated  rather  easily.  First  of  all,  since  we 
have  already  assumed  a disease  actively  involving 
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the  spleen,  I will  eliminate  phleboliths  as  a benign 
condition.  Secondly,  Armillifer  armillatus  is  a para- 
site indigenous  to  certain  parts  of  Africa  and  is  an 
unlikely  cause  of  disease  in  this  patient. 

The  remaining  diseases  in  our  differential  diagno- 
sis are  not  as  easily  dismissed.  Histoplasmosis  is 
both  a common  cause  of  splenic  calcifications  and  a 
common  infection  in  this  region.  Anderson’s  Pa- 
thology states  that  “when  six  or  more  clacified  nod- 
ules are  encountered  in  a spleen  at  autopsy,  the  case 
is  probably  one  of  histoplasmosis”.  Conn  and 
Conn’s  Current  Diagnosis  (1977)^  goes  so  far  as  to 
state  that  “If  five  or  more  splenic  calcifications  are 
demonstrable  on  x-ray,  healed  histoplasmosis  is 
proved”. 

The  liver  and  spleen  when  involved  in  histo- 
plasmosis, are  generally  “innocent  by-standers”. 
Dissemination,  usually  from  a primary  focus  in  the 
lung,  occurs,  in  many  organs  and  calcifications  result 
from  old,  healed  granulomata.  A chronic,  progres- 
sive form  of  histoplasmosis  can  occur  with  non- 
specific symptoms  such  as  fever,  night  sweats, 
weight  loss,  and  weakness.  There  is  a predilection 
for  mucous  membrane  involvement  such  as  ulcerat- 
ed mouth  lesions  and  for  adrenal  involvement  with 
resulting  Addisonian  signs  and  symptoms.  The 
spleen,  again,  is  only  secondarily  involved,  with 
primary  involvement  of  the  oral  mucous  mem- 
brane, gastrointestinal  tract,  meninges,  pericardi- 
um, or  adrenals. 

This  patient  reportedly  has  had  repeatedly  normal 
chest  x-rays.  Futhermore,  progressive  histoplasmo- 
sis generally  occurs  in  the  compromised  host.  These 
considerations  make  the  diagnosis  of  histoplasmosis 
less  likely. 

Extrapulmonary  tuberculosis  can  likewise  present 
as  an  indolent  illness  with  the  potentail  involvement 
of  many  organ  systems.  Again,  while  the  spleen  and 
liver  may  contain  multiple  granulomata,  they  are 
not  the  primary  foci  of  infection.  The  diagnosis  of 
tuberculosis  was  pursued  with  several  tuberculin 
tests  both  intermediate  and  second  strength.  While 
anergy  is  possible  with  an  overwhelming  infection, 
these  tests  were  repeatedly  negative  over  a long 
period  of  time.  The  negative  chest  x-ray  also  dimin- 
ishes support  for  this  diagnosis. 

Splenic  infarcts  can  occur  in  the  setting  of  leuke- 
mia, hemoglobinopathies  and,  of  possible  interest 
here,  in  subacute  bacterial  endocarditis.  Once  again 
the  vague  symptoms  of  fever,  malaise,  arthralgia, 
and  abdominal  pain  are  compatible  with  infective 
endocarditis.  Also,  on  the  physical  examination  are 
the  subungual  hemorrhages  of  the  left  thumb  and  a 
subungual  lesion  of  one  toe.  Two  years  would  be  an 
exceptionally  long  duration  for  this  illness,  especial- 
ly in  the  absence  of  any  cardiac  findings  on  several 


examinations.  There  is  no  anemia  or  leukocytosis 
which  commonly  accompany  infective  endocarditis. 
The  patient  was  afebrile  for  at  least  six  days  also.  I 
am  told  the  blood  cultures  are  negative,  and  1 would 
consider  blood  cultures  and  echocardiograms  as 
appropriate  measures  to  further  rule  oat  infective 
endocarditis. 

Our  final  consideration,  and  one  which  is  com- 
patible in  every  respect  with  this  case,  is  brucellosis. 
Brucellosis  is  contracted  through  direct  contact  with 
infected  animals,  or  through  ingestion  of  infected 
milk  or  dairy  products  made  from  unpasteurized 
milk.  The  incidence  of  brucellosis  has  declined  in 
this  country,  but  approximately  200  cases  are  re- 
ported per  year.  South  Dakota  had  24  cases  reported 
between  1965  and  1974.  Acute  brucellosis  is  mani- 
fested by  weakness,  sweats,  chills,  malaise,  head- 
ache, backache,  and  arthralgia.  Fever  may  also 
occur,  but  the  classic  “undulant  fever”  occurs  pri- 
marily with  the  species  Brucella  melitensis,  which 
accounts  for  only  11%  of  the  infections  in  the  U.S. 
(Conn  and  Conn)  2.  Splenomegaly  and  hepatomega- 
ly are  common.  The  mortality  rate  was  at  one  time 
approximately  3%,  but  spontaneous  recovery  is 
common.  With  treatment,  as  in  a review  of  160 
cases  in  Iowa,  complications  were  minimal  and  there 
were  no  chronic  infections.^ 

Localization  and  chronicity  may,  however,  occur. 
Chronic  infection  is  manifested  by  malaise,  head- 
aches, sweating,  vague  pains,  and  insomnia.  Ab- 
scesses may  occur  in  the  liver,  spleen,  bone  marrow, 
testis,  epididymis,  ovary,  kidney,  and  brain.  Menin- 
goencephalitis, infective  endocarditis,  renal 
involvement,  and  osteomyelitis  may  occur.  Ac- 
cording to  this  same  source,  brucella  suis  can  lead  to 
multiple  foci  of  the  liver  and  spleen  that  calcify  and 
persist.  It  is  also  of  interest  that  brucella  species 
were  originally  isolated  by  Bruce  from  infected 
spleen. 

The  diagnosis  of  chronic  brucellosis  is  different. 
Blood  cultures  are  helpful  primarily  in  the  acute  dis- 
ease. Serum  agglutinins  may  be  helpful,  but  in 
chronic  brucellosis  blocking  antibodies  may  cause 
misinterpretation  of  the  results.^  Other  laboratory 
data  can  be  entirely  normal. 

In  summary,  chronic  brucellosis  would  be  com- 
patible not  only  with  this  patient  history,  but  also 
with  direct  inflammatory  involvement  of  the  spleen 
and  with  formation  of  splenic  calcification.  The 
operation  performed  was  a splenectomy  for  histolo- 
gy and  cultures. 

Dr.  Bruins’  Diagnosis 
Chronic  Brucellosis  of  Spleen 

DR.  OHRT:  I shall  begin  the  pathologic  discussion 
by  considering  the  sequence  of  events  related  to  this 
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case  as  they  occured  temporally  in  the  laboratory. 
The  resected  spleen  specimen  weighed  400  gms. 
The  surface  of  the  spleen  was  somewhat  irregular 
with  numerous  fibrotic  adhesions  over  the  other- 
wise slate  gray  capsule.  Along  the  course  of  the  hilar 
vessels  several  firm,  2-3  cm.  white  nodules  were 
present.  Many  of  these  demonstrated  central  calci- 
fication and  concentric  lamination.  On  cut  surface, 
the  splenic  parenchyma  was  partially  replaced  by 
similar  appearing  nodules  varying  in  size  from  1-4 
cm.  in  diameter.  The  intervening  apparently  unef- 
faced parenchyma  appeared  congested.  (Fig.  3) 


Figure  3 

Spleen  with  laminated  granulomas  with  central  caseous  necro- 
sis typical  of  brucella  suis. 


Microscopically,  the  lesions  appeared  to  be 
hyalinized  granulomas.  Some  of  these  were  centrally 
calcified  whereas  other  had  typical  caseation  necro- 
sis. Peripherally,  these  nodules  were  characterized 
by  an  epithelioid  cell  reaction  with  giant  cells  of  the 
Langhans  and  foreign  body  types,  palisading  fibro- 
blasts, and  a pleomorphic  infiltrate  of  mononuclear 
cells.  The  uneffaced  areas  of  the  spleen  were  marked 
by  an  eosinophilic  infiltrate  and  prominent  lym- 
phoid follicles. 

From  an  anatomic  point  of  view  this  is  a caseating 
granulomatous  process.  This  type  of  inflammatory 
process  can  be  seen  in  tuberculosis,  fungal  infec- 
tion, brucellosis,  tularemia,  and  cat  scratch  fever. 
Distinguishing  amongst  this  variety  of  potentially 
etiologic  agents  in  tissue  rests  upon  the  results  of 
special  stains  and  cultures.**  An  auramine  0 stain 
and  Grocott  stain  did  not  reveal  mycobacterial  or 
fungal  agents.  A culture  of  the  splenic  tissue  was 
obtained  at  the  time  of  splenectomy  and  inoculated 
on  chocolate  and  blood  agar  as  well  as  other  types  of 
media.  Within  48  hours,  a predominant  growth  of  a 
smooth,  small,  convex,  translucent  white  colonies 
appeared  under  5-10%  CO2.  A gram  stain  displayed 
short  pleomorphic,  thin  gram  negative  rods.  The 


colonies  were  found  to  be  urease,  oxidase,  and  cata- 
lase positive.  From  a pathologic  and  microbiologic 
point  of  view,  consideration  must  be  given  to 
Francisella  tularensis  and  the  brucellae  since  both 
are  small  gram  negative  rods  and  incite  similar 
inflammatory  responses.  However,  the  colonies  of 
Francisella  tularensis  are  gray  and  the  organism  will 
not  grow  on  the  conventional  laboratory  media 
used.  On  the  basis  of  this  preliminary  data,  the 
organism  was  presumed  to  belong  to  the  genus  bru- 
cella. The  organism  was  then  sent  to  the  state  micro- 
biology laboratory  for  confirmation  and  speciation. 
It  has  been  confirmed  as  brucella  suis. 

There  are  three  species  of  brucella  considered  to 
be  pathogenic  for  man:  B.  melitensis,  B.  abortus, 
and  B.  suis.  In  1887,  Bruce  first  isolated  Brucella 
melitensis  from  the  spleens  of  individuals  who  died 
with  Malta  fever.  In  1904,  the  source  was  discovered 
when  organisms  were  cultured  from  the  milk  and 
urine  of  infected  goats.  Brucella  abortus  was  isolated 
by  Bang  in  1897  from  cattle  suffering  from  infec- 
tious abortion.  In  1914,  Brucella  suis  was  cultured 
from  the  fetus  of  a prematurely  delivered  sow. 
Evans,  in  the  1920’s,  recognized  similarities 
amongst  these  organisms  and  proposed  that  they  be 
placed  in  a single  genus.*  These  species  can  be  dif- 
ferentiated through  the  use  of  certain  biochemical 
tests.  Speciation  is  of  some  importance  for  epidemi- 
ologic and  prognostic  reasons.  Patients  with  B.  suis 
usually  have  a more  severe  form  of  the  disease 
whereas  those  infected  with  B.  abortus  have  a more 
mild  clinical  course.  Significant  biochemical  tests 
include  the  rate  of  urea  hydrolysis,  production  of 
hydrogen  sulfide,  the  ability  to  grow  in  the  absence 
of  carbon  dioxide,  and  dye  susceptibility  tests  using 
thionine  and  basic  fuchsin.  These  tests  were  per- 
formed in  the  Sioux  Valley  Hospital  Microbiology 
Laboratory.  It  was  noted  that  the  organism  could  be 
cultured  in  the  absence  of  carbon  dioxide.  Of  the 
three.  Brucella  abortus  requires  an  atmosphere  con- 
taining carbon  dioxide  for  growth.  Utilizing  lead 
acetate  as  the  indicator,  the  production  of  hydrogen 
sulfide  was  not  demonstrated  after  7 days  of  incuba- 
tion in  presence  of  positive  and  negative  controls. 
The  organism  rapidly  hydrolyzed  urea  over  a span  of 
30  minutes.  B.  suis  is  the  only  member,  the  brucella 
genus,  capable  of  rapid  urea  hydrolysis.  Also  certain 
biotypes  of  B.  suis  do  not  produce  hydrogen  sulfide. 
B.  mellitensis  will  grow  on  trypticase  soy  agar  in  the 
presence  of  both  of  the  aniline  dyes  basic  fuchsin 
and  thionine.  B.  abortus  will  grow  in  the  presence  of 
basic  fuchsin  but  not  thionine,  whereas  B.  suis  will 
tolerate  thionine  but  not  basic  fuchsin.  The  organ- 
ism in  today’s  case  grew  in  the  presence  of  thionine 
but  not  basic  fuchsin.  These  speciation  tests  seem  to 
be  most  consistent  with  suis.*^ 


8 


SOUTH  DAKOTA 


The  human  pathology  of  brucellosis  is  varible. 
This  is  in  contrast  to  the  pathologic  processes  in 
animals  where  the  organisms  demonstrate  a fairly 
consistent  viscerotropism  with  preferential  localiza- 
tion in  the  placenta,  breast,  epididymal  and  testicu- 
lar tissues.  In  animals  organisms  are  present  in  the 
seminal  fluid  which  is  considered  to  be  a major 
mode  of  transmission. 

Prior  to  the  era  of  milk  pasteurization,  ingestion 
of  infected  milk  was  the  major  mode  of  transmission 
to  humans  for  the  caprine  and  bovine  stains.  In  gen- 
eral, the  organism  if  felt  to  gain  entrance  to  the  body 
through  the  conjunctivae,  gastrointestinal  tract,  or  a 
break  in  the  skin.  The  organisms  exist  intracellularly 
which  probably  accounts  for  the  type  of  inflammato- 
ry response  seen  after  innoculation.  The  neutrophil 
serves  as  the  mode  of  transport  to  the  regional 
lymph  nodes  where  the  organism  is  phagocytized  by 
monocytes  with  subsequent  stimulation  of  T and  B 
cell  transformation.  Very  early  in  the  course  of  the 
infection,  these  nodes  show  reactive  changes.  As 
time  passes  the  organism  is  disseminated 
throughout  the  lymphoreticular  system  and  subse- 
quently becomes  blood  born.  Localization  ultimate- 
ly and  preferentially  occurs  in  the  liver,  spleen, 
lymph  nodes,  and  bone  marrow.  Any  organ  may  be 
affected,  however.  The  principle  lesion  caused  by 
the  brucellae  is  a non-caseating  tubercle  with  the 
exception  of  B.  suis.  If  caseation  is  prominent,  as  it 
is  in  this  particular  case,  it  is  almost  certainly  due  to 
B.  suis.  The  granulomas  may  be  small  and  miliary  or 
large  and  focal.  The  lesions  are  usually  most  distinc- 
tive in  the  spleen  and  lymph  nodes.  When  the  dis- 
ease is  chronic,  the  granulomas  become  hyalinized 
with  calcification.*'* 

The  natural  reservoir  of  brucellosis  includes  cat- 
tle, goats,  and  hogs.  Human  disease  is  contracted 
principally  through  contact  with  infected  animals  or 
infected  meat.  Sporadic  cases  occur  due  to  con- 
sumption of  foreign  dairy  products  which  have  not 
been  pastuerized.  The  people  at  greatest  risk  include 
abattoir  workers,  farmers  and  veterinarians.  Ac- 
cording to  the  1978  annual  summary  of  brucellosis 
published  by  the  CDC,  B.  abortus  is  at  present,  in 
the  USA,  the  most  common  species  causing  human 
disease.  This  is  followed  by  B.  suis  and  B.  melitensis 
respectively.  B.  melitensis  cases  appear  sporadically 
in  the  southwestern  states.  Generally  brucellosis 
seems  to  occur  principally  in  the  areas  of  the  country 
where  livestock  production  and  rneat  processing  are 
important  industries.  Iowa  and  Texas  lead  the  list  in 
terms  of  numbers  of  reported  cases. 

Because  the  organism  tends  to  be  sequestered  by 
the  immune  response,  it  is  often  difficult  to  obtain  a 
culture  proven  diagnosis  by  conventional  non-inva- 
sive  techniques.  When  positive  cultures  are 


obtained,  it  is  usually  from  the  blood  or  bone  mar- 
row where  it  may  be  cultivable  even  after  long  peri- 
ods. Since  the  organisms  tend  to  be  localized  in  the 
lymph  nodes  and  spleen,  it  is  not  surprising  to  re- 
trieve it  from  these  surgical  specimens  as  in  the  case 
under  discussion.  When  a positive  culture  is  not 
obtained  from  the  blood,  a presumptive  diagnosis  of 
brucellosis  can  be  made  with  a compatible  clinical 
history  associated  with  agglutination  titers  of  1:160 
or  higher  on  the  basis  of  a single  or  serial  determina- 
tions. A confirmed  case  is  defined  as  one  which  is 
culture  proven  or  has  appropriate  clinical  symp- 
tomatology associated  with  a four  fold  or  greater 
change  in  agglutination  titer  between  acute  and 
convalescent  phases.  Agglutination  tests  are  very 
important  for  diagnosis  when  the  organism  cannot 
be  cultured.  In  the  case  under  discussion,  the  slide 
agglutination  test  was  negative.  It  was  followed  up 
with  a tube  agglutination  test  which  yielded  a titer  of 
1:40.  The  latter  method,  when  carried  out  properly 
to  enough  tubes,  rules  out  a prozone  effect.  There 
are  numerous  reports  in  the  literature  of  so-called 
“blocking  antibodies”  occurring  in  brucellosis. *^’*7 
The  ultimate  basis  of  blocking  antibodies  is  un- 
known but  is  explained  in  terms  of  the  development 
of  incomplete  brucella  antibodies.  These  antibodies 
are  of  the  7s  type  and  are  thought  to  lack  certain 
chemical  groups  necessary  to  initiate  the  spontane- 
ous adherence  of  one  particle  for  another.  The  net 
effect  of  “blocking  antibodies”  is  an  inappropriately 
low  titer.  One  can  determine  their  presence  by  cen- 
trifugation of  the  serum  prior  to  the  determination 
or  by  using  an  indirect  coombs  method  which  will 
detect  these  antibodies.*^  An  indirect  antiglobulin 
test  was  performed  and  a titer  of  1:80  was  obtained. 
Therefore,  the  agglutination  titer  is  indeed  below 
the  diagnostic  range  in  this  culture  proven  case, 
(1:60  or  over).  The  literature  is  quite  variable  in 
regards  to  agglutination  titers  in  chronic  brucellosis. 
Some  reports  indicate  that  low  titers  are  rare  in  both 
acute  and  chronic  cases,  whereas  others  state  that 
depressed  titers  are  not  at  all  unusual  in  chronic 
brucellosis.^**  One  can  only  speculate  in  regards  to 
possible  mechanisms  behind  this.  Perhaps  the 
organisms  are  walled  off  in  an  avascular  focus  which 
would  fit  with  the  often  observed  negative  blood 
cultures  in  chronic  brucellosis.  Also  the  low  titers 
may  be  an  expression  of  immune  tolerance. 


FINAL  ANATOMIC  DIAGNOSES 
CHRONIC  BRUCELLOSIS  OF  SPLEEN  DUE 
TO  BRUCELLA  SUIS 
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DR.  BARLOW:  Before  the  pathologic  discussion  I 
would  like  to  show  the  plain  film  of  the  abdomen 
demonstrating  the  multiple  calcifications  in  the  left 
upper  quadrant,  (Fig.  1).  The  spleen  scan  reveals 
multiple  filling  defects  corresponding  to  the  calci- 
fications, (Fig.  2). 

DR.  HUMPHREYS:  Regarding  the  diagnostic 
procedure  it  has  been  suggested  that  the  agglutina- 
tion antibodies  should  be  treated  with  mercaptoe- 
thanol  to  inactive  19s  antibodies  leaving  the  more 
significant  7s  antibodies. 

DR.  BARLOW:  After  surgery  a tube  agglutination 
test  was  1:40.  This  demonstrates  the  19s  antibodies. 
A blocking  antibody  test  was  performed  and  was 
1:80.  This  demonstrates  the  7s  antibodies.  The  tests 
show  only  an  insignificant  one  tube  difference. 

*DR.  D.  KNUDSON:  This  was  a most  difficult  case 
because  we  could  not  make  a definite  diagnosis  be- 
fore surgery.  For  this  reason,  the  patient  was  dis- 
charged but  when  the  symptoms  recurred,  he  was 
readmitted.  An  exploratory  laparotomy  was  carried 
out  because  he  could  not  function  at  work  effective- 
ly because  of  severe  symptoms.  A left  subcostal  inci- 
sion was  made.  There  were  many  adhesions  in  the 
left  upper  quadrant.  After  an  extensive  dissection, 
the  spleen  was  located  in  a thickened  mass  of  omen- 
tum. It  was  adherent  to  the  diaphragm.  After  further 
extensive  dissection,  the  spleen  was  finally  removed 
with  part  of  the  diaphragm.  The  liver  appeared  nor- 
mal and  no  other  abnormality  was  noted. 

DR.  HUMPHREYS:  Prior  to  the  recent  admission, 
this  patient  was  incapacitated  by  severe  abdominal 
pain  which  occurred  in  the  morning  hours  after 
breakfast.  This  was  not  related  to  the  type  of  food  he 
ingested,  but  was  aggravated  by  exercise  and  was 
relieved  by  his  lying  down.  He  was  unable  to  work 
on  farm  machinery  because  of  the  pain.  He  denied 
constipation  or  diarrhea.  He  did  not  describe  disten- 
tion nor  had  he  had  nausea  or  vomiting. 

Brucella  organisms  were  cultured  from  the  resect- 
ed spleen.  Consequently,  he  was  started  on  the  usu- 
al therapy  which  is  tetracycline,  2 grams  daily  for  21 
days,  and  streptomycin,  0.5  grams  intramuscularly 
twice  daily  for  10  days.  Also  to  diminish  the  possible 
Herxheimer  reaction,  moderate  doses  of  corticost- 
eroids were  given  concurrently  with  the  two  drugs 
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for  four  days.  The  patient  became  afebrile  in 
approximately  three  days  after  the  therapy  was  be- 
gun. 

The  preceding  speakers  have  given  excellent  dis- 
cussions. May  I emphasize  just  a few  miscellaneous 
facts.  This  disease  is  far  more  common  in  men  than 
in  women,  probably  because  of  the  occupational 
exposure.  Also,  laboratory  technicians  and 
employees  have  a higher  opportunity  to  contract 
brucellosis  in  that  environment.  It  is  commonly  re- 
ported that  association  with  certain  animals  such  as 
cows,  pigs,  and  goats  provides  exposure  to  the  bru- 
cella organisms.  We  fail  to  emphasize,  however, 
that  other  animals  also  serve  as  reservoirs  such  as 
caribou,  deer  or  moose  (particularly  in  Alaska)  as 
well  as  mules,  buffalo,  horses,  the  desert  rat,  and 
beagle  dogs.  Pasteurization  of  milk  or  refrigeration 
for  10  days  are  standard  means  of  protection  from 
this  organism. 

Reasons  have  been  sought  for  the  chronicity  of 
this  illness.  One  outstanding  factor  is  the  ability  of 
brucella  organisms  to  elaborate  a substance  which  is 
lethal  to  leukocytes  and  can  also  inhibit  the  action  of 
lysosomal  enzymes.  Consequently,  granuloma  reac- 
tion is  the  characteristic  result.  Another  factor 
which  promotes  the  growth  of  these  organisms  is  the 
presence  of  a biological  substrate  known  as  erythrol 
which  is  found  in  genital  organs  of  animals.  Finally, 
it  is  possible  that  blocking  antibodies  may  occur. 
These  may  interfere  with  opsonization  and  phago- 
cytosis of  brucella  organisms.  However,  this 
information  has  not  been  clarified  yet. 

One  should  mention  one  clinical  phenomenon 
that  has  been  reported  occasionally  which  is  myocar- 
dial rupture  resulting  from  brucella  endocarditis. 
Once  the  diagnosis  of  brucella  endocarditis  is  made, 
one  may  choose  to  have  such  a patient  in  a hospital 
prepared  to  deal  with  this  complication. 

**DR.  R.  A.  JAQUA:  Did  this  patient  drink  unpas- 
teurized milk  or  have  contact  with  hogs? 

DR.  HUMPHREYS:  Yes,  on  both  counts. 

DR.  KNUDSON:  If  we  had  been  able  to  make  the 
diagnosis,  would  antibiotics  have  alleviated  the  dis- 
ease? 

DR.  HUMPHREYS:  Yes,  I believe  they  would 
have.  However,  in  this  patient  some  of  the  symp- 
toms may  have  been  due  to  severe  adhesions  and 
obstruction  in  the  gastrointestinal  tract.  The  diagno- 
sis was  especially  difficult  in  this  patient  with  the 
titers  to  brucella  below  significant  levels. 

***DR.  FRANK  FOSS:  What  is  the  follow-up  on 
this  patient? 

DR.  KNUDSON:  The  patient  has  had  numerous 
complications  and  has  developed  a gastrointestinal 
fistula.  At  the  present  time  he  has  a diverting  colos- 
tomy and  is  on  hyperalimentation. 
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DR.  M.J.  JAQUA:  Was  a gram  stain  done  on  the 
splenic  tissue  cultured  for  brucellosis? 

DR.  BARLOW:  No. 


DR.  M.J.  JAQUA:  I believe  that  a direct  gram  stain 
might  have  shown  the  small  gram  negative  rods 
even  prior  to  the  culture  result  and  I would  strongly 
recommend  more  gram  stains  on  microbiologic 
specimens. 
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Family  Practice  Physician  Wanted 

Immediate  opening,  GP  or  Family 
Practice  physician,  at  Lennox  Area 
Medical  Center.  Progressive,  growing 
community  of  2,000  serving  designated 
area  of  more  than  10,000.  Near  Sioux 
Falls,  as  well  as  Iowa,  Minnesota,  and 
Nebraska  borders.  Excellent  air,  high- 
way transportation.  Cultural,  profes- 
sional, recreational  advantages.  Five 
hospitals,  SD  School  of  Medicine  near- 
by. Private  practice  or  guaranteed  sal- 
ary available.  For  additional  informa- 
tion contact: 

Mr.  Fred  Courey 
City  Mayor 
118  S.  Main 

Lennox.  South  Dakota  57039 
Telephone  (605)  647-2235 


EXPERIENCED  GENERAL 
SURGEON  NEEDED 

To  join  two  general  internists,  a gastro- 
enterologist, three  family  practitioners  and 
a pediatrician  in  a busy  Satellite  of  the 
Marshfield  Clinic  at  Ladysmith,  Wisconsin. 

Send  curriculum  vitae  to: 

Sidney  E.  Johnson,  M.D. 

Medical  Director 
Marshfield  Clinic 
1 000  North  Oak  Avenue 
Marshfield,  Wl  54449,  or 

Call  collect  at: 

(715)  387-5253 
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THE 

ALUMNI 

ASSOCIATION 

of  the 

SOUTH  DAKOTA  SCHOOL  OF  MEDICINE 

has  been  established  by  the  South  Dakota  Medical  School  Endow- 
ment Association.  Among  other  activities,  the  Alumni  Association 
serves  as  a source  of  information  for  graduates  and  assists  in 
the  organization  of  class  reunions. 

As  of  1977  the  South  Dakota  School  of  Medicine  is  a four-year 
degree  granting  school,  and  through  the  Alumni  Association  the 
school,  and  past  and  present  students  will  be  better  served. 

Contributions  may  be  sent  to: 

Alumni  Association 
South  Dakota  Medical  School 
Endowment  Association 
608  West  Avenue,  North 
Sioux  Falls,  South  Dakota  57104 
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SOUTH  DAKOTA 


ITS  HIGHLY 
RECOMMENDED... 

AND  FOR  GOOD  REASONS 


1. 

2. 

3. 


4. 

5. 


provides  broad-spectrum,  overlapping  antibacterial  effectiveness  against 
common  susceptible  pathogens,  including  staph  and  strep 

helps  prevent  topical  infections,  and  treats  those  that  have  already 
started 

it’s  good  medicine  for  abrasions,  lacerations,  open  wounds,  primary 
pyodermas,  secondarily  infected  dermatoses;  and  it’s  painless 
and  cosmetically  pleasing 

contains  three  antibiotics  that  are  rarely  used  systemically 

you  can  recommend  it  in  any  of  the  three  convenient  package 
sizes:  1 oz  tube,  y2  oz  tube,  or  the  versatile,  single-use 
foil  packet 


NEOSPORIN’  Ointment 

(polymyxin  B-bacitracin-neomycin) 


selected 
by  NASA  for 
the  Apollo  and 
Skylab  missions 


Each  gram  contains  Aerosporin®  (Polymyxin  B Sulfate) 
5,000  units,  bacitracin  zinc  400  units,  neomycin  sulfate 
5 mg  (equivalent  to  3.5  mg  neomycin  base);  special  white 
petrolatum  qs;  In  tubes  of  1 oz  and  1/2  oz  and  1/32  oz 
(approx.)  foil  packets 

WARNING:  Because  of  the  potential  hazard  of  nephro- 
toxicity and  ototoxicity  due  to  neomycin,  care  should  be 
exercised  when  using  this  product  in  treating  extensive 
burns,  trophic  ulceration  and  other  extensive  conditions 
where  absorption  of  neomycin  is  possible  In  burns  where 
more  than  20  percent  of  the  body  surface  is  affected, 
especially  if  the  patient  has  impaired  renal  function  or  is 
receiving  other  aminoglycoside  antibiotics  concurrently, 
not  more  than  one  application  a day  is  recommended 


When  using  neomycin-containing  products  to  control 
secondary  infection  in  the  chronic  dermatoses,  it  should 
be  borne  in  mind  that  the  skin  is  more  liable  to  become 
sensitized  to  many  substances,  including  neomycin  The 
manifestation  of  sensitization  to  neomycin  is  usually  a low 
grade  reddening  with  swelling,  dry  scaling  and  itching;  it 
may  be  manifest  simply  as  a failure  to  heal.  During  long- 
term use  of  neomycin-containing  products,  periodic 
examination  for  such  signs  is  advisable  and  the  patient 
should  be  told  to  discontinue  the  product  if  they  are  ob- 
served These  symptoms  regress  quickly  on  withdrawing 
the  medication.  Neomycin-containing  applications 
should  be  avoided  for  that  patient  thereafter 

PRECAUTIONS:  As  with  other  antibacterial  preparations. 


prolonged  use  may  result  in  overgrowth  of  nonsusceptible 
organisms,  including  fungi  Appropriate  measuresshould 
be  taken  if  this  occurs. 


ADVERSE  REACTIONS:  Neomycin  is  a not  uncommon 
cutaneous  sensitizer  Articles  in  the  current  literature 
indicate  an  increase  in  the  prevalence  of  persons  allergic 
to  neomycin  Ototoxicity  and  nephrotoxicity  have  been 
reported  (see  Warning  section) 


Complete  literature  available  on  request  from  Profes- 
sional Services  Dept  PML 
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Perdiem™  . . . the  re-educative  laxative 
. . . relieves  canstipatidn  by  a unique  combination  bl 
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Perdiem 

Prescribing  Information 

ACTIONS,  Perdiem™,  with  its  gentle  action,  does 
not  produce  disogreeoble  side  effects  The  veg- 
etable mucilages  of  Perdiem™  soften  the  stool 
and  provide  pom-free  evocuofion  of  the  bowel 
Perdiem™  is  effective  os  on  oid  to  elimination  tor 
the  hemorrhoid  or  fissure  patient  prior  to  and  fol- 
lowing surgery 

COMPOSITION  Norurol  vegetable  derivorives;  A 
unique  blend  of  psyllium  and  senna  (Ronrago 
Hydrocolloid  with  Cassio  Pod  Concentrore), 

INDICATION:  For  relief  of  constipation, 

PATIENT  WARNING:  Should  nor  be  used  in  the 
presence  of  undiagnosed  obdominol  pom  Fre- 
quent or  prolonged  use  without  the  direction  of  o 
physicion  is  nor  recommended  Such  use  may 
lead  to  laxative  dependence. 

Dir<,ECTIONS  FOR  USE  — ADULTS:  Before  breoWosf 
ond  after  the  evening  meol,  one  to  two  rounded 
teospoonfuls  of  Perdiem™  granules  should  be 
placed  in  the  mouth  and  swallowed  with  o full 
gloss  of  worm  or  cold  beverage  Perdiem™ 
granules  should  nof  be  chewed  After  Perdiem™ 
tolses  effect  (usuolly  ofter  24  hours,  but  possibly 
not  before  36-48  hours),  reduce  the  morning 
and  evening  doses  to  one  rounded  teospoonful. 
Subsequent  doses  should  be  adjusted  offer 
odequote  loxotion  is  obtoined, 

IN  OBSTINATE  CASES  Perdiem’’”  may  be  token 
more  frequently,  up  to  two  rounded  teospoonfuls 
every  six  hours 

FOR  PATIENTS  HABITUATED  TO  STRONG  PURGA- 
TIVES: Two  rounded  teospoonfuls  of  Perdiem™  in 
the  morning  ond  evening  may  be  required 
olong  with  half  the  usual  dose  of  the  purgative 
being  used  The  purgative  should  be  discon- 
tinued os  soon  os  possible  ond  the  dosage  of 
Perdiem’”  granules  reduced  when  and  if  bowel 
rone  shows  lessened  laxative  dependence 

FOR  COLOSTOMY  PATIENTS:  To  ensure  formed 
stools,  give  one  to  two  rounded  teospoonfuls  of 
Perdiem’”  in  the  evening  with  worm  liquid 

DURING  PREGNANCY  Give  one  to  two  rounded 
teospoonfuls  each  evening 

FOR  CUNICAL  REGULATION:  For  pofienrs  confined 
to  bed,  for  those  of  inactive  hobifs,  ond  in  the 
presence  of  cordiovosculor  disease  where  strain- 
ing must  be  ovoided,  one  rounded  teospoonful 
of  Perdiem’”  token  once  or  twice  doily  will  pro- 
vide regular  bowel  hobits.  Take  with  o full  gloss  of 
water  or  beverage 

FOR  CHILDREN  From  age  7 — 1 1 yeors,  give  one 
rounded  teospoonful  one  to  two  rimes  doily 
From  age  1 2 ond  older,  give  odult  dosoge 

NOTE,  If  IS  extremely  imporronr  thor  Perdiem’” 
should  be  token  with  o plentiful  supply  of  liquid 

HOW  SUPPLIED:  Granules:  100  gram  (3,5  oz) 
ond  250  grom  (6  8 oz)  canisters. 


NOW  AVAILABLE! 

The  most  useful  and 
definitive  book  on 
drug  therapy! 


Completely  reorganized,  updated,  and  expanded,  AMA 
DE/4  is  the  most  inclusive,  comprehensive,  and  objective 
drug  compendium  ever  assembled,  covering  virtually 
every  significant  drug  prescribed  in  the  U.S.  today.  Over 
1,300  drugs  are  evaluated,  including  57  new  drug  listings. 

An  indispensable,  cIinically*oriented  guide 
for  prescribing,  dispensing,  or  administering  drugs 

Organized  by  therapeutic  category,  each  chapter  begins 
with  an  introductory  overview,  followed  by  detailed 
evaluations  for  individual  drugs.  AMA  DE/4  gives 
information  on  dosage,  actions  and  uses,  and  contraindi- 
cations-plus  a listing  for  hundreds  of  additional  mixtures 
and  proprietary  preparations. 

THE  authoritative  guide 

You  can  be  confident  the  information  is  accurate  and 
clinically  pertinent  because  it  was  compiled  by  the  AMA 
Drug  Department  working  with  the  American  Society  for 
Pharmacology  and  Therapeutics  and  a consulting  panel 
of  more  than  300  distinguished  physicians  and  other 
health  care  professionals. 

Order  AMA  DE/4  today! 


Order  Dept.,  OP-075,  AMA  50%  discount 

P.O.  Box  821,  Monroe,  WI  53566  for  Residents! 

Only  $24! 

Please  send  me copy(ies)  of  AMA  Drug  Evaluations, 

4th  Edition,  OP-075.  $48  per  copy.  (Residents,  $24). 

Enclosed  is  my  check,  payable  to  AMA,  for  $ 

Payment  must  accompany  order.  If  Resident,  indicate 
hospital  below. 

Please  print  SJ 
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Editorial 


An  Unhappy  Fairy  Tale 


“The  best-laid  schemes  o’  mice  an’  men 
Gang  aft  a-gley, 

An’  leave  us  nought  but  grief  and  pain, 
For  promised  joy!” 

Robert  Burns 
“To  A Mouse” 

Scottish  Poet,  1759-1796 


Richard  L.  Reece,  M.D.* 


Edinburgh,  Scotland— This  is  a fairy  tale  setting. 

I am  sitting  in  a second-floor  hotel  room  in  the 
Hotel  Caledonia.  As  I gaze  through  the  window,  I 
view  Princes  Street,  one  of  the  more  picturesque 
shopping  promenades  in  Europe.  In  the  distance 
loom  two  monuments.  One  is  for  Sir  Walter  Scott, 
the  Gothic  novelist  who  wrote  Ivanhoe.  The  other  is 
for  Robert  Burns,  Scotland’s  renowned  poet.  Across 
the  street,  beautiful  gardens  and  a park  parallel 
Princes  Street.  To  the  right,  Edinburgh  Castle,  a 
fairy  tale  castle  if  there  ever  was  one,  towers  over 
the  hotel  and  the  city.  Even  the  name  of  the  hotel, 
“Caledonia,”  has  a fairy  tale  quality.  It  isn’t  “Came- 
lot,”  but  it’s  close  enough.  As  long  as  I’m  in  this 
fairy  tale  mood,  perhaps  I shall  tell  one. 

A Fairy  Tale 

Once  upon  a time,  not  so  many  years  ago,  an  Island 
Nation  lay  prostrate  after  a Great  World  War.  Island 
citizens  — weary  of  strife,  impoverished,  exhausted, 
and  nearly  destitute  — voted  to  reject  the  philosophy  of 
their  war  leader.  This  bulldog  of  a man  preached  self- 


*Edilor-in-Chief, Minnesota  Medicine,  St.  Paul,  Minnesota. 


reliance,  courage,  tenacity,  and  individualism.  These 
qualities,  the  citizens  decided,  might  be  good  for  war, 
but  not  for  peace.  Instead  of  individualism,  there  would 
be  collective  pooling  of  decisions,  wisdom,  and 
resources.  Because  of  the  perfectibility  of  man,  equality 
and  harmony  would  reign. 

Their  war  leader  warned  them  of  their  folly.  “/  do  not 
believe  in  the  power  of  the  state  to  plan  and  enforce.  No 
matter  how  numerous  are  the  committees  they  set  up  or 
the  ever-growing  hordes  of  officials  they  employ  or  the 
severity  of  the  punishments  they  inflict  or  threaten,  they 
can’t  approach  the  high  level  of  internal  economic  pro- 
duction achieved  under  free  enterprise. 

Personal  initiative,  competitive  selection,  the  profit 
motive,  corrected  by  failure  and  the  infinite  processes  of 
good  housekeeping  and  personal  ingenuity,  these  consti- 
tute the  life  of  a free  society.  It  is  this  vital  creative 
impulse  that  I deeply  fear  the  doctrines  and  policies  of 
the  socialist  government  have  destroyed. 

Nothing  that  they  can  plan  and  order  and  rush 
around  nor  forcing  will  take  its  place.  They  have  broke 
the  mainspring,  and  until  we  get  a new  one,  the  watch 
will  not  go.  Set  the  people  free  — get  out  of  the  way  and 
let  them  make  the  best  of  themselves. 

I am  sure  this  policy  of  equalizing  misery  and  organiz- 
ing scarcity  instead  of  allowing  diligence,  self-interest 
and  ingenuity  to  produce  abundance  has  only  to  be 
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prolonged  to  kill  this  British  Island  stone  dead. 

He  spoke  well,  as  a Prime  Minister  should. 

But  the  citizens  did  not  listen.  They  would  achieve 
social  justice,  equality,  and  security  through  central 
planning.  One  of  their  great  economists,  who  was  later 
to  win  a Nobel  Prize,  predicted  social  planning  would 
endanger  freedom,  and  would  be  the  road  to  serfdom.^ 

Still  they  did  not  heed.  The  new  leaders  nationalized 
factories,  trains,  and  mines.  But  their  greatest  gift  to 
themselves  was  Free  Health  Care:  Ah,  what  a beautiful 
word  — “Free”.  Thereafter  no  one  need  worry. 

Embarrassing  questions,  such  as  “who  can  pay?", 
“who  shall  go  to  the  hospital?”,  or  “who  shall  live?”, 
need  not  be  asked.  Now  one  could  simply  ferret  out 
those  patients  with  sickness,  care  for  them,  and  cure 
them. 

There  would  be  less  sickness,  financial  burdens  would 
be  lifted,  and  all  would  be  well.  Free  care  would  be 
brought  within  reach  of  the  whole  population.  The  care 
would  be  universal,  comprehensive  and  without  charge. 
It  would  be  an  act  of  pure  generosity  — of  entitling 
people  to  their  right  of  health. 

Only  a few  details  needed  to  be  worked  out:  (1) 
nationalizing  all  hospitals,  (2)  making  all  doctors  gov- 
ernment employees;  and  (2)  organizing  the  system.  The 
latter  would  be  easy.  Separate  free  care  into  three  parts 
— a hospital  service,  general  practitioners  service  and  a 
public  health  service. 

But  details  would  not  matter,  for  given  the  perfecti- 
bility of  collective  leadership  and  the  citizens’  desire  to 
work  for  the  common  good,  a Great  Plan  would  evolve. 

This  Plan  would  be  rational,  comprehensive,  organ- 
ized, coherent,  equitable,  and  systematic,  rather  than 
being  left  to  the  vagaries  of  individualism  or  to  the 
market  place.  All  collective  problems,  in  short,  would  be 
handled  rationally  for  the  common  good  with  complete 
foresight.  And  then  citizens  would  live  happily  ever  after 
in  good  health.  ” 


A Week  in  Scotland 

Or  at  least  that  is  the  way  it  was  supposed  to  be. 
After  spending  a week  here  — visiting  hospitals, 
reading  Scottish  newspapers,  perusing  British  books 
and  the  health  system,  talking  to  patients  and  doc- 
tors, and  watching  the  televised  proceedings  of  the 
Conservative  Party  Conference— In  Blackpool,  Eng- 
land, I think  I can  safely  say:  (1)  something  has  gone 
wrong  with  the  fairy  tale;  and  (2)  health  planning  is 
not  what  it  was  cracked  up  to  be.  As  an  American 
physician  who  believes  that  no  amount  of  govern- 
ment planning  can  match  the  flexibility,  choice,  and 
quality  of  a mixed  health  system,  with  a dominant 
place  for  private  practice,  I am  hardly  an  unbiased 
observer  of  the  health  scene  here. 


Observations  on  System 

Yet,  I am  sure  enthusiasts  and  critics  would  agree 
on  these  observations  on  the  National  Health  Sys- 
tem: 

1.  Central  health  planning  has  unforeseen  conse- 
quences. Instead  of  lessening  the  demand  for  health 
services,  the  demand  has  increased  enormously— so 
much  so  that  rationing  must  accompany  “free” 
health  care.  This  rationing  applies  particularly  to 
elective  surgery,  which  has  waiting  lists  of  months 
to  years.  The  waiting  list  for  hernias,  hemorrhoids, 
gallstones,  hip  replacements,  varicose  veins,  and 
tonsillectomies  has  grown  by  40  percent  in  the  last 
two  years  and  now  includes  almost  over  750,000 
people.^  Because  of  increased  demand,  the  cost  ($18 
billion  a year)  of  the  NHS  strains  the  national  budg- 
et and  has  resulted  in  either  cutbacks  (i.e.  hospital 
building)  or  charges  for  services  (i.e.  dental  services 
and  spectacles). 

2.  A government  health  service  can  never  be  to- 
tally comprehensive.  This  lack  of  comprehensive- 
ness goes  beyond  elective  surgery.  For  example,  the 
National  Health  Service  does  not  provide  routine 
physicals,  most  nursing  home  care  for  the  elderly, 
screening  for  disease,  or  enough  abortion  services 
(private  practitioners  perform  60  percent  of  abor- 
tions). 

3.  Private  health  care  is  growing  in  Britain.  Two 
and  one-half  million  citizens  belong  to  private 
health  plans;  unions  and  corporations  (Electrical 
and  Plumbers  Trade  Union,  Birmingham  brewery 
workers,  London  taxi  drivers,  and  IBM  employees) 
have  private  health  plans  as  a fringe  benefit;  and  the 
number  of  private  hospitals,  now  117,  is  growing  at 
10  percent  a year.^  To  help  the  private  health  care 
along,  the  Conservative  government  is  going  to 
make  private  health  care  benefits  tax  deductible. 

4.  Most  of  the  people  like  the  National  Health 
Service,  yet  most  of  the  physicians  dislike  it.  This 
should  come  as  no  surprise,  since  any  “free”  gov- 
ernment health  service  inevitably  is  a politicians’s 
dream  and  a physicians’s  nightmare.  Poll  after  poll 
indicates  the  British  public  likes  the  idea  of  ac- 
cessibility to  general  practitioners  and  the  absence  of 
worry  of  hospital  costs.  The  English,  who  have  had 
“to  make  do”  and  “queue  up”  for  forty  years,  are 
not  concerned  about  quality  or  efficient  care.  The 
following  passage,  from  the  Changing  National 
Health  Service,  a book  that  favors  NHS,  nicely  sums 
up  patients’  attitudes: 

“The  general  public  like  the  NHS.  But  since  their 
attitude  is  so  very  unsophisticated,  it  is  not  very 
clear  what  is  liked.  It  does  not  seem  to  be  modern 
efficient  care.  Most  patients  seem  to  be  more  con- 
cerned with  externals  like  communication,  friendli- 
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ness,  accessibility  and  physical  comfort  than  with 
the  quality  of  examination  and  treatment.  It  follows 
that  most  patients  do  not  know  what  is  good  for 
them  in  a medical  sense.” 

As  for  doctors,  their  morale  is  low.  As  Powell,  the 
Minister  of  Health  in  1966,  said,  “One  of  the  most 
striking  features  of  the  National  Health  Service  is 
the  continual,  deafening  chorus  of  complaint  which 
rises  day  and  night  from  every  part  of  it.  It  is  a 
unique  spectacle  of  an  undertaking  that  is  run  down 
by  everyone  engaged  in  it.” 

Most  of  the  funds  of  the  service  go  to  hospitals, 
and  therefore  the  general  practitioners,  who  do  not 
do  any  work  in  hospitals,  are  cut  off  from  training, 
facilities,  and  professional  stimulus.  General  prac- 
tice, particularly  in  rural  Britain,  has  little  appeal, 
and  London  has  three  times  more  than  outlying  re- 
gions. The  lot  of  the  consultant,  who  works  in  a 
hospital  is  better  but  not  much,  for  consultants  must 
participate  in  the  bureaucratic  decision  making.  Pay 
for  the  average  physician  is  low,  less  than  three 
times  that  of  a manual  laborer,  and  somewhere 
between  one-third  to  one-half  of  European,  Cana- 
dian, or  American  counterparts.  As  a consequence, 
more  physicians  are  joining  Unions  and  are  demand- 
ing shorter  working  hours. 

Physician  emigration  rates  are  high,  as  many  as  30 
percent  of  physicians  trained  in  England’s  medical 
schools  practice  abroad.^  Who  replaces  these  physi- 
cians? Indians  and  Pakistani  physicians  comprise  75 
percent  of  hospital  junior  staffs  and  fill  the  ranks  of 
general  practitioners. 

5.  The  public  and  the  profession  have  different 
expectations  of  what  the  Service  should  provide. 
The  public  wants  amiability,  accessibility,  and 
conveniences,  and  physicians  desire  better  facilities, 
more  sophisticated  diagnostic  equipment,  freedom 
in  decision  making,  and  more  efficiency  and 
effectiveness  in  putting  their  training  to  good  use. 
These  different  expectations  led  to  bureaucratic  and 
managerial  conflicts.  Physicians  feel  committee 
work  is  a waste  of  their  skills  and  lowers  the  quality 
of  care  by  diminishing  the  quantity  of  time  devoted 
to  it.  Many  of  the  bureaucrats,  on  the  other  hand, 
feel  that  equality,  not  quality,  is  what  counts. 

These  differences  in  goals  led  to  frequent  “di- 
rectives” to  doctors  from  the  Health  Ministry.  The 
intent  of  these  directives  was  to  force  physicians  to 
comply  with  the  rules.  Instead  they  led  to  delays,  to 
inefficiencies,  and  to  reorganizations  to  correct 
these  inefficiencies.  By  the  early  1970s,  625  differ- 
ent organizational  bodies,  ranging  from  regional 
hospital  boards  to  local  health  authorities,  each  with 
overlapping  boundaries  of  authority  and  geography, 
were  trying  to  run  the  Service.  In  1974  the  Service 
was  reorganized  into  90  area  health  authorities 


(AH As),  each  responsible  for  “meeting  the  total 
health  needs  of  a defined  population”. 

In  addition,  this  reorganization  supposedly  uni- 
fied the  hospital,  physician,  and  public  health 
services.  This  all  sounds  plausible,  but  the  Service  is 
continuing  to  suffer  a succession  of  labor  disputes, 
budget  restraints,  and  managerial  crises.  These 
events  not  only  remind  me  of  Churchill’s  words, 
quoted  earlier,  but  of  those  of  Milton  Friedman,  the 
Conservative  economist: 

“Government  can  never  duplicate  the  variety  and 
diversity  of  individual  action.  At  any  moment  of 
time,  by  imposing  uniform  standards  in  housing,  or 
nutrition,  or  clothing,  government  could  undoubt- 
edly improve  the  level  of  living  of  many  individuals; 
by  imposing  uniform  standards  in  schooling,  road 
construction,  or  sanitation,  central  government 
could  undoubtedly  improve  the  level  of  perform- 
ance in  many  local  areas  and  perhaps  even  on  the 
average  of  all  communities.  But  in  the  process,  gov- 
ernment would  replace  progress  by  stagnation;  it 
would  substitute  uniform  mediocrity  for  the  variety 
essential  for  that  experimentation  which  can  bring 
tomorrow’s  laggards  above  today’s  mean.” 

In  Britain’s  National  Health  Service,  a kind  of 
paralysis  by  analysis,  and  planning  for  stagnation  has 
set  in.  Every  one,  of  course,  has  to  be  a planner  to 
some  degree  and  no  one  can  object  to  planning  in  a 
general  sense.  But  what  planners  fail  to  mention  is 
that  planning  too  often  is  done  by  those  removed 
from  what  they  are  planning,  and  by  those  who  fail 
to  realize  individual  creativity,  innovation,  and 
choice  are  necessary  for  excellence.  Too  often, 
“planning”  is  a euphemism  for  regulating,  control- 
ling, and  rationing  resources  and  services  through 
committees,  forms,  and  procedures.  Too  often, 
planners  neglect  results,  consequences  and  quality. 
Instead  of  achieving  equity  and  access,  they  commit 
society  to,  at  best,  a competent  mediocrity. 

6.  Hospitals  are  deteriorating.  Fifty  percent  of 
British  hospitals  are  of  pre-1918  vintage,  and  more 
than  70  percent  are  pre-1948.  Even  though  55,000 
beds  were  replaced  between  1966  and  1975,  only  a 
quarter  of  the  total  beds  are  in  post-World  War  II 
buildings.  Hospital  construction  is  now  almost  at  a 
halt.  Even  at  the  peak  of  building  activity,  1966  to 
1975,  beds  were  only  being  replaced  at  a rate  which 
would  have  allowed  replacement  every  55  years. 

7.  Government  health  plans,  once  instituted,  are 
difficult  to  change.  The  new  Prime  Minister,  Mar- 
garet Thatcher,  has  introduced  these  general  poli- 
cies—tight  monetary  control,  reduced  government 
spending,  cutting  income  taxes,  raising  sales  taxes, 
and  reducing  government  health  and  welfare 
services.  She  plans  to  do  the  latter  by  reducing  wel- 
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fare  benefits,  by  cracking  down  on  foreigner’s  use  of 
the  NHS,  by  closing  marginal  hospitals,  by  abolish- 
ing one  of  “tiers”  of  hospital  administrators— the 
local  health  authorities,  by  reducing  paper  work,  by 
reversing  the  trend  towards  centralized  hospitals,  by 
abolishing  maternity  grants,  by  raising  pension  age 
for  women  from  60  to  65,  and  by  having  employers 
pay  for  the  first  six  weeks  of  employees’  sickness 
benefits.  The  Conservative  governnment  may  cut 
10,000  to  20,000  administrative  positions  from  the 
Service.  According  to  Conservative  Michael  Carter, 
“the  service  has  grown  fat  on  an  administrative 
bureaucracy,  which  instead  of  getting  to  grips  with 
its  problems,  occupied  itself  with  the  reorganization 
of  inefficiency.” 

Will  the  Health  Service  be  cut?  I’m  doubtful.  To 
talk  in  the  United  Kingdom  of  cutting  health 
services  is  still  tantamount  to  questioning  the  vir- 
ture  of  the  Queen.  The  National  Health  Service  is 
the  jewel  in  the  crown  of  socialism,  and,  as  the  labor 
party  spokesmen  are  fond  of  saying  “must  not  be 
dismantled.”  When  Margaret  Thatcher  raises  the 
prices  for  dental  fees  or  spectacles,  or  when  she 
threatens  to  close  day-care  centers,  she  is  dis- 
dainfully denounced  as  “Atilla  the  Hen”,  presum- 
ably because  she  is  disturbing  the  pecking  order  of 
the  Health  Service  bureaucracy. 

8.  The  problems  of  the  National  Health  Service 
cannot  be  considered  apart  from  the  “English  dis- 
ease”—lack  of  productivity.  Lack  of  productivity 
has  many  roots:  Too  much  state  intervention.  Ex- 
pensive welfare  programs.  Heavy  tax  burdens  (the 
government  takes  60  percent  of  national  income). 
Low  income  (only  one  percent  of  Britons  earn  over 
$14,000  while  the  U.S.  median  income  is  $13,000). 
Strident  trade  unionism.  Lack  of  incentives  (the 
government  confiscates  98  percent  of  profit).  These 
policies  shrink  the  national  income  and  produce 
stagnant  growth.  Little  money  remains  for  the 
Health  Service.  Trade  unions  aggravate  the  produc- 
tivity problem.  At  one  point  a year  or  so  ago,  ambu- 
lance drivers,  orderlies  who  wheeled  patients  to  sur- 
gery, and  nurses  were  on  strike.  Because  of  frequent 
strikes,  it  sometimes  takes  seven  to  ten  years  to 
build  a hospital.  In  one  hospital  I visited,  laboratory 
computer  programmers  left  in  a pay  dispute  three 
years  ago  and  never  returned.  Add  to  these  policies 
and  problems  an  inflation  rate  of  17  to  20  percent, 
and  you  can  see  why  stagnation  and  drifts  that  beset 
the  national  economy  drag  down  the  health  system. 

Lessons  for  America 

Are  there  lessons  for  America?  A couple.  One, 
don’t  expect  too  much  from  PL-93-641  — the  law 
passed  by  Congress  in  1974  that  set  up  the  205 


Health  Service  Areas  (HSAs)  in  the  U.S.  Central- 
ized or  regional  health  planning  can  never  efficiently 
replace  local  market  forces.  At  least,  that  law  ac- 
knowledged that  health  reform  could  not  be  done  by 
government  alone  since  it  calls  for  participation  by 
many  non-government  groups.  Two,  maybe  Ameri- 
ca has  been  smart  to  have  the  long  debate  and  delay 
of  National  Health  Insurance.  We  have  had  the 
opportunity  to  look  more  deeply  into  our  own  expe- 
rience with  government  health  programs  and  to  the 
experiences  of  other  governments.  Now,  even  pas- 
sionate liberals  have  discarded  thoughts  of  complete 
reliance  on  the  public  medical  service  approach. 
Skepticism  grows  among  the  public  about  govern- 
ment’s ability  to  deliver  on  its  promises.  If  my  expe- 
riences on  my  recent  Scotland  trip  and  on  my  other 
four  trips  to  the  United  Kingdom  are  any  barometer, 
the  public  has  good  reason  for  its  skepticism. 
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A program  that  tells  how  nw  views  on  allergy 
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Nine  international  authorities  discuss  new  views  of 
allergy  and  developments  that  make  diagnosis  more 
precise,  treatment  more  practical  for  all  concerned 
physicians.  Available  free  of  charge,  as  a service  to 
the  medical  profession 
from  PHARMACIA 
Diagnostics,  the 
complete  program 
includes: 

FILM  (OR  VIDEO 
CASSETTE)  - 

25-minute  presentation 
relates  new  views  on 
allergy  through  actual 
case  histories. 


□ Please  provide  more  information  on  the  ALLERGY 
UNMASKED  Continuing  Education  Program. 

□ Please  have  a representative  contact  me. 


COMPREHENSIVE  PACKAGE  - 

Also  supplied  are  moderator’s  guide,  self-assessment 
tests,  announcement  posters,  accreditation  information. 
Present  ALLERGY  UNMASKED  to  colleagues, 

students,  other  health 
professionals  at  the  time 
and  place  of  your 
choice.  For  more 
detailed  information, 
simply  return  the 
convenient  coupon. 


MONOGRAPH  - 

72-page  illustrated  text 
provides  in-depth 
discussion  of  theory  and 
application  for  home 
study. 


PHARMACIA  Diagnostics 

Division  of  Pharmacia  Inc 
800  Centennial  Avenue. 
Piscataway,  NJ  08854 
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the  South  Dakota  Medical  School 
Endowment  Association 

in  your  will. 

You  can  continue  your  support  of  medical 
education  and  medical  students  for  many 
years  through  this  mechanism. 

South  Dakota  Medical  School  Endowment  Association 

608  West  Avenue,  North 
Sioux  Falls,  SD  57104 


22 


SOUTH  DAKOTA 


s 

D 


President's  Page 


In  1968,  Dr.  C.  V.  Auld  of  Plankinton  passed 
away  after  well  over  50  years  of  dedicated  service  to 
his  community. 

At  that  time,  a poem  was  used  to  eulogize  Dr. 
Auld  for  his  long  and  faithful  service  to  his  com- 
munity. The  poem  was  written  by  Will  M.  Carleton. 
Unfortunately,  I have  no  information  as  to  who  this 
poet  was.  It  again  came  to  my  attention  when  it  was 
used  to  describe  Dr.  C.  V.  Auld’s  son,  Merritt,  who 
recently  passed  away  in  Yankton. 

It  occurs  to  me  that  it  could  be  used  for  so  many  of 
our  physicians  in  South  Dakota  who  have  and  are 
giving  kind  and  dedicated  service  to  their  many 
many  patients.  At  the  same  time,  it  should  be  read 
by  every  medical  student,  every  intern  and  resident 
as  a future  guide  as  to  how  they  will  practice  medi- 
cine and  thus  attain  the  love  and  adulation  of  their 
patients  as  they  bring  them  through  so  many  crises 
and  joys  in  their  lives.  Here  is  the  poem. 

There’s  A Gathering  in  the  village,  that  has  never 
been  outdone 

Since  the  soldiers  took  their  muskets  to  the  war  of  '61 
And  a lot  of  lumber  wagons  near  the  church  upon  the 
hill, 

And  a crowd  of  country  people,  Sunday  dressed  and 
very  still. 

Now  each  window  is  pre-empted  by  a dozen  heads  or 
more. 

Now  the  spacious  pews  are  crowded  from  the  pulpit  to 
the  door; 

For  with  coverlet  of  blackness  on  his  stately  figure 
spread 

Lies  the  grim  old  country  doctor,  in  a massive  oaken 
bed. 

Lies  the  fierce  old  country  doctor. 

Lies  the  kind  old  country  doctor. 

Whom  the  populace  considered  with  a mingled  love 
and  dread. 

Maybe  half  the  congregation,  now  of  great  or  little 
worth. 

Found  this  watcher  waiting  for  them,  when  they  came 
upon  the  earth; 


This  undecorated  soldier,  of  a hard,  unequal  strife. 

Fought  in  many  stubborn  battles  with  the  foes  that 
sought  their  life. 

In  the  nighttime  or  the  daytime,  he  would  rally  brave 
and  well. 

Though  the  summer  lark  was  fifing  or  the  frozen 
lances  fell; 

Knowing,  if  he  won  the  battle,  they  would  praise  their 
Maker’s  name. 

Knowing,  if  he  lost  the  battle,  then  the  doctor  was  to 
blame. 

’Twas  the  brave  old  virtuous  doctor, 

’Twas  the  good  old  faulty  doctor, 

’Twas  the  faithful  country  doctor— fighting  stoutly  all 
the  same. 

When  so  many  pined  in  sickness  he  had  stood  so 
strongly  by. 

Half  the  people  felt  a notion  that  the  doctor  couldn ’t 
die; 

They  must  slowly  learn  the  lesson  how  to  live  from 
day  to  day. 

And  have  somehow  lost  their  bearings— now  this 
landmark  is  away. 

But  perhaps  it  still  is  better  that  his  busy  life  is  down; 

He  has  seen  old  views  and  patients  disappearing,  one 
by  one; 

He  has  learned  that  Death  is  master  both  of  science 
and  of  art; 

He  has  done  his  duty  fairly  and  has  acted  out  his 
part. 

A nd  the  strong  old  country  doctor, 

A nd  the  weak  old  country  doctor 

Is  entitled  to  a furlough  for  his  brain  and  for  his 
heart. 

WHIM.  Carleton 


Sincerely  yours, 
Duane  B.  Reaney,  M.D.,  President 
South  Dakota  State  Medical  Association 
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SOUTH  DAKOTA  ACADEMY 
3001  South  Holly  Avenue 
Sioux  Falls,  SD  57105 
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What  You  Need  To  Know  About 

COMPUTERIZED  MEDICAL  EDUCATION  RECORDS 
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An  Exclusive  AAFP  Member  Service 

Why  This  is  Important 

The  Academy’s  computerized  medical  education  program  provides  a readily  accessible  documentation  of  CME  hours  which  can  be  used 
for  reelection  to  membership  in  the  Academy,  other  organizations,  hospital  staff  requirements  and  state  requirements. 

Who  Is  Participating 

In  1980,  this  CME  computerized  program  will  include  more  than  24,000  active  members  in  48  of  the  Academy’s  54  chapters  that  have 
elected  to  participate.  South  Dakota  being  one  of  the  participating  chapters. 


How  Your  Credits  Are  Recorded 

The  Academy  will  supply  each  participating  member  with  a personalized  package  of  computer  cards,  including  18  yellow  cards  for 
reporting  each  time  you  participate  in  a group  of  formal  activity  and  one  green  diary  card  for  summarizing  personal  learning  activities. 
Because  these  cards  are  used  to  enter  your  CME  credits  on  your  study  record,  it  is  essential  that  they  be  your  only  means  of  reporting 
hours.  If  you  lose  them  or  need  additional  cards,  contact  the  Department  of  Computerized  Medical  Records. 

The  information  from  your  CME  cards  will  be  stored  at  AAFP  headquarters.  The  Academy,  which  is  responsible  for  maintaining  your 
record,  considers  this  information  confidential  and  has  taken  the  precautions  necessary  to  assure  your  security.  All  Academy  approved 
activities  are  detailed  on  your  record  as  Prescribed  or  Personal  Interst  (Elective)  credit.  Activities  for  which  headquarters  does  not  have 
an  Academy  approval  are  categorized  on  your  record  as  nondesignated. 

How  To  Report  Your  Hours 

Prescribed  Hours 

Please  take  one  of  the  yellow  cards  with  you  each  time  you  attend  an  AAFP  approved  course.  Complete  the  information  required  on  the 
back  of  the  card  and  give  it  to  the  course  sponsor  or  mail  it  directly  to  the  Academy.  Your  correspondence/home  study  programs  (except 
programs  sponsored  by  the  AAFP)  should  also  be  reported  on  your  yellow  cards.  Complete  the  back  of  the  card  in  the  usual  manner  but 
print  “Self-learning”  in  the  space  for  the  location  of  the  program.  Mail  the  completed  yellow  card  directly  to  Academy  headquarters. 

Personal  Interest  (Elective)  Hours 

Use  the  green  card  as  a diary  for  recording  those  personal  activities  listed  on  the  back  of  the  green  card.  You  may  record  information  on 
this  card  throughout  the  year  at  your  convenience.  Tabulate  these  personal  activities  at  the  end  of  the  year  and  return  the  card  to 
Academy  headquarters  by  January  15  of  each  year. 

How  This  Program  Will  Benefit  You 

The  Academy  computerized  method  of  maintaining  CME  credits  is  designed  to  save  you  time.  It  eliminates  the  need  to  recall  all  of  your 
CME  activities  at  the  end  of  the  year.  Most  will  already  have  been  recorded  at  the  time  you  participated  in  them.  You  will  be  sent  a 
printout  of  your  CME  activities  and  credits  periodically.  To  assure  the  accuracy  of  your  records  or  to  update  them,  make  any  corrections 
necessary  and  return  the  printout  copy  to  headquarters. 

A copy  of  your  record  will  be  sent  automatically  to  your  constituent  (state)  chapter.  The  chapter  is  responsible  for  its  evaluation  and 
acceptance.  Upon  your  request,  your  chapter  will  review  all  nondesignated  credits  to  determine  whether  these  are  acceptable  in  fulfilling 
your  Academy  CME  requirements.  In  addition,  on  your  written  request,  the  Academy  will  supply  to  other  medical  organizations  copies 
of  your  CME  record.  If  at  any  time  you  wish  to  have  a copy  sent  to  your  state  medical  society,  state  board  of  licensure  or  any  other 
agency,  just  let  us  know  in  writing  and  give  us  the  exact  address  of  the  agency.  Referral  to  the  AMA  is  not  necessary.  You  qualify 
automatically  for  the  Physician’s  Recognition  Award  if  you  satisfactorily  meet  the  Academy’s  membership  requirements. 

Questions 

The  Department  of  Computerized  Medical  Education  Records  has  been  established  by  the  Academy  as  a direct  service  to  you.  If  you 
have  any  questions  about  your  CME  credits  or  if  we  can  assist  you  in  any  way,  please  contact  the  Department  of  CMER  at  Academy 
headquarters.  Write  CMER  Department,  AAFP,  1740  West  92nd  St.,  Kansas  City,  MO  64114,  call  us  toll  free  at  1-800-821-2512,  or 
contact  your  state  office. 


1980  SOC 

The  annual  State  Officers  Conference  of  the 
AAFP  will  be  held  in  Kansas  City,  May  2-4,  1980. 
SDAFP  Vice-President,  Ray  Nemerland  and  Larry 
Finney  will  be  representing  SDAFP  at  an  “Issues 
for  Better  Health”  (IBH)  Workshop  following  the 
conclusion  of  SOC. 


1980  BHSS 

Mark  your  calendars  for  the  annual  summer  semi- 
nar and  business  meeting,  August  14-16,  1980,  at 
the  Howard  Johnson  Motor  Lodge  in  Rapid  City. 
AAFP  National  President,  M.D.  John  Derryberry 
will  be  our  guest. 
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The  drug’s  effectiveness  in  a given  patient,  its 
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the  brain,  as  shown  in  animal  studies. 

1.  Data  on  tile  at  Boehringer  Ingelheim  Ltd. 
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moderate  in  potency. 
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• Preserves  kidney  blood  flow. 

Most  common  side  effects  are  dry  mouth,  drowsiness, 
and  sedation  which  generally  tend  to  diminish  with  time. 


The  usual  starting  dose  of  Catapres  is  0.1  mg  at  break- 
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from  a starting  dose  of  0.1  mg  at  bedtime. 
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For  optimal  results,  the  dose  of  Catapres  must  be 
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ABSTRACT 

A 20-year-old  patient  with  normal  feminine 
voice  and  habitus,  and  a shallow  vagina,  had  no 
palpable  upper  pelvic  organs.  Chromosome  studies 
revealed  a 46  XY  count.  During  operation,  one  go- 
nad contained  a palpable  tumorous  enlargement, 
which  proved  to  be  benign.  Also,  extending  down- 
ward from  each  gonad  was  a fibrous  band.  These 
two  fibrous  bands  met  in  a tough  fibrous  mass, 
posterior  to  the  bladder  and  anterior  to  the  vagina, 
which  contained  no  lumen.  Significance  of  this 
report  and  historical  perspective  are  discussed.. 

INTRODUCTION 

Testicular  feminization  syndrome  is  characterized 
by  primary  amenorrhea,  female  phenotype,  well-de- 
veloped breasts,  absent  axillary  hair,  scanty  pubic 
hair,  short  vagina,  essentially  absent  uterus,  and 
presence  of  primordial  tests  in  the  pelvis,  rather 
than  ovaries.  The  “testes”  may  often  be  present  in  a 
hernial  sac,  and  more  than  50%  of  these  patients 
have  indirect  inguinal  hernias. 
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These  individuals  have  a 46  XY  chromosome 
count,  typical  of  the  male,  and  their  gonads  produce 
a normal  amount  of  testosterone.  Theoretically,  due 
to  a lack  of  cytoplasmic  androgen  receptor,  there  is 
an  end  organ  insensitivity  to  the  testosterone.  This 
is  thought  to  be  the  basis  for  lack  of  masculinization. 

This  is  one  of  a group  of  similar  syndromes,  the 
first  of  which  was  reported  by  Steglehener  in 
1817.'’^’^  The  name  “Testicular  Feminization”  was 
first  used  by  Morris."* 

PATIENT  HISTORY 

The  patient  reported  here  was  first  seen  by  her 
family  doctor  at  the  age  of  seventeen  because  she 
had  not  yet  menstruated.  She  gave  a history  of  hav- 
ing had  a left  indirect  inguinal  hernia  repaired  at  the 
age  of  one  year.  Otherwise,  she  had  been  a healthy 
girl  who  developed  normally,  and  who  was  becom- 
ing fairly  tall.  Her  physician  discovered  that  she  had 
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a short  vagina  and  no  palpable  internal  pelvic 
organs.  She  was  referred  to  a gynecologist.  Buccal 
smears  showed  sex  chromatin  bodies  to  be  absent. 
Chromosome  studies  revealed  a 46  XY  count.  Vagi- 
nal and  rectovaginal  examination  revealed  no  inter- 
nal pelvic  organs  which  could  be  palpated.  There 
was  scanty  pubic  hair.  To  allow  for  normal  develop- 
ment of  the  female  contours  of  the  breasts  and 
body,  it  was  decided  not  to  operate  at  that  time. 

When  first  seen  by  us,  in  November  of  1978,  the 
patient  was  20  years  old,  had  a normal  feminine 
voice  and  habitus,  and  had  been  married  recently. 
Physical  findings  were  as  described  above.  The  fami- 
ly history  included  the  fact  that  the  patient’s  young- 
er sister  had  had  bilateral  hernias  repaired. 

On  November  20,  1978,  through  a transverse 
Pfannenstiel  incision,  the  abdomen  and  pelvis  were 
carefully  explored.  There  were  no  abnormalities  in 
the  upper  abdomen.  Each  gonad  was  placed  fairly 
high  near  the  lateral  rims  of  the  true  pelvis.  A 2 by  3 
cm.,  firm  mass  was  palpable  in  the  right  gonad.  Ex- 
tending downward  from  each  gonad  was  a long,  thin 
strand  of  fibromuscular  tissue  which  was  barely 
palpable,  about  0.5  cm.  in  diameter.  These  strands 
of  tissue  joined  with  a 2 cm.  firm  mass  of  tissue 
which  was  superior  to  the  vaginal  vault  and  posterior 
to  the  bladder.  Two  small  cysts,  grossly  typical  of 
paramesonephric  duct  cysts,  were  observed  near  the 
upper  border  of  the  left  gonad.  Both  gonads,  the 
adjacent  strands  of  tissue,  and  the  central  firm  mass 
were  excised  from  surrounding  tissues,  with  great 
care  so  as  not  to  involve  the  ureters  on  either  side 
(see  Figure  1).  It  was  not  necessary  to  enter  the 
vagina.  Pelvic  raw  surfaces  were  peritonized,  and 
the  abdomen  was  closed. 


Figure  1 

Gross  specimen:  Note  (1)  the  visably  larger  right  gonad,  which 
contained  a palpable  tumor,  (2)  the  strands  of  tissue  extending 
to  the  central  flbrous  body  (no  lumen  or  epithelium),  and  (3) 
the  two  small  cysts  lateral  to  the  left  gonad. 


Figure  2 

The  nodule  is  shown  in  the  lower  V:  of  the  photograph  and 
consists  of  tubular  structures  within  the  fibrous  appearing  stro- 
ma. An  ill-defined  fibrous  capsule  is  present  through  the  mid- 
portion of  the  picture,  and  the  upper  Vi  represents  adjacent 
gonad.  Both  tubular  structures  and  interstitial  cells  are  iden- 
tifiable in  the  upper  one-half. 


Figure  3 

The  nodule  consists  of  a compact  network  of  tubular  structures 
separated  by  somewhat  varying  amounts  of  Fibrous  stroma. 


Figure  4 

Photomicrograph  of  the  interstitial  cell  and  tubular  compo- 
nents of  the  gonad  adjacent  to  the  nodule. 
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Sections  of  the  right  gonadal  mass  revealed  a 
proliferation  of  well-differentiated  tubular  struc- 
tures within  a fibrous-appearing  stroma.  The  nod- 
ules compressed  adjacent  parenchyma  in  which  both 
tubules  lined  by  Sertoli  cells  and  interstitial  cells 
could  be  identified.  The  nodules  were  composed  of 
similar-appearing  tubules,  lined  by  Sertoli  cells,  but 
largely  devoid  of  interstitial  cells.  The  fibrous  stro- 
ma separating  individial  tubules  was  somewhat  rem- 
iniscent of  ovarian  cortical  stroma,  although  no  fol- 
licles were  identified.  No  spermatogenesis  was  pre- 
sent. The  over-all  appearance  was  predominantly 
that  of  a so-called  tubular  adenoma  in  testis. 

The  patient  recuperated  well.  She  has  received 
Estinyl  (ethinyl  estradiol)  0.02  mg.,  each  day  since 
her  operation.  The  serum  testosterone  level  was  250 
nanograms  before  the  operation;  it  had  dropped  to 
less  than  10  nanograms  two  weeks  after  the  opera- 
tion. 


DISCUSSION 

This  patient  represents  a typical  example  of  the 
complete  variety  of  testicular  feminization  syn- 
drome. She  has  a typical  female  build  and  psycho- 
logical attitude,  and  she  is  comfortable  in  her  gender 
identity  and  in  her  marriage.  The  history  that  her 
younger  sister  needed  bilateral  indirect  inguinal  her- 
nia repair  would  make  one  suspicious  that  the 
younger  sister,  also,  has  inherited  this  tendency. 

Androgen  insensitivity  is  an  inherited  disorder. 
The  distribution  of  affected  individuals  within  fami- 
lies seems  to  indicate  that  the  inheritance  is  due 
either  to  an  X-linked  recessive  gene,  or  to  a male 
limited  autosomal  dominant  gene.^  It  has  been  sug- 
gested that  a carrier  state  exists  in  some  families;  the 
carrier  female,  although  fertile,  has  some  features  of 
this  syndrome,  such  as  reduction  or  absence  of  body 
hair.^ 

A frequent  complication  of  this  syndrome  is  the 
development  of  tumors  within  the  intra-abdominal 
gonads.’  Our  patient  had  a palpable  tumor  mass  in 
the  right  gonad,  although  there  were  only  minor 
changes  in  the  microscopic  appearance  of  this  region 
when  compared  to  the  other  gonad.  Recent  evi- 
dence suggests  that  some  of  these  so-called  ad- 
enomas are  probably  hyperplastic  nodules  rather 
than  neoplastic  proliferations.  In  50  reported  pa- 
tients, 30  years  old  or  more,  there  were  11  malig- 
nancies, 15  adenomas,  and  10  benign  cysts.  Thus, 
22%  of  these  patients  had  malignancy,  and  52%  had 
neoplasia.* 

Because  of  this  tendency  to  develop  malignancy  in 
intra-abdominal  gonads  after  maturity,  these  gonads 
should  be  removed  as  soon  as  the  patient  has 
reached  maturity.  There  seems  to  be  little  danger 


prior  to  maturity  in  this  complete  variety  of  testicu- 
lar feminization.  To  maintain  the  physiology  of  fe- 
male type  after  gonadectomy,  these  patients  should 
receive  estrogen-replacement  therapy. 

Because  patients  with  certain  types  of  “incom- 
plete” testicular  feminization  (who  have  only  partial 
androgen  insensitivity)  may  develop  early  stigmata 
of  virilization,  gonadectomy  should  not  be  deferred 
after  diagnosis  has  been  made  in  the  incomplete 
types.^  Several  types  of  patients  may  mimic  the  tes- 
ticular feminization  syndrome  at  birth;  but,  at  pu- 
berty, with  increased  production  of  testosterone, 
masculinization  occurs.  For  instance,  in  a variety  of 
male  pseudohermaphroditism,  due  to  deficiency  of 
5-alpha  reductase,  affected  males  are  born  with  mar- 
kedly ambiguous  genitalia,  and  they  mimic  testicu- 
lar feminization  syndrome.  At  puberty,  with 
increased  production  of  testosterone,  masculiniza- 
tion occurs.'®  In  another  tiny  group  of  patients,  17- 
alpha  hydroxylase  deficiency  results  in  impaired  tes- 
tosterone production.  These  patients  present  clini- 
cally as  testicular  feminization  syndrome,  with  hy- 
pertension." Therefore,  if  there  is  a family  history 
of  testicular  feminization  syndrome,  or  if  anatomic 
stigmata  are  suspected,  chromosomal  and  endocrine 
studies  should  be  performed  to  establish  a correct 
diagnosis  at  birth,  or  before  puberty,  so  that  gender 
of  rearing  can  be  correctly  assigned  and  gonadecto- 
my performed  where  indicated.'’ 
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QUALITY  HEALTH  CARE 

AT  THE  LOWEST  POSSIBLE  COST  ....  AN  UPDATE 


The  Blue  Cross  and  Blue  Shield  Associations,  working  in  conjunction  with  a number  of  specialty 
organizations,  have  expanded  the  Medical  Necessity  Project  to  include  forty-three  additional  procedures  which 
are  of  questionable  usefulness. 

The  specialty  organizations  recommending  the  inclusion  of  these  additional  procedures  include  the 
American  College  of  Physicians,  the  American  Academy  of  Family  Physicians,  the  College  of  American 
Pathologists,  the  American  Academy  of  Dermatology,  the  American  Academy  of  Neurology,  the  American 
Academy  of  Pediatrics,  and  the  American  Psychiatric  Association. 

The  following  is  a list  of  the  additional  procedures  identified: 

Skin  test,  cat  scratch  fever 

Skin  test,  lymphopathis  venereum  ( Frei  test ) 

Skin  test,  aainomycosis 
Skin  test,  brucellosis 
Skin  test,  leptospirosis 
Skin  test,  psittacosis 
Skin  test,  trichinosis 
Autogenous  vaccine 

Amylase,  blood  isozymes,  elearophoretic 

Chromium,  blood 

Guanase,  blood 

Zinc  sulphate  turbidity,  blood 

Cephalin  flocculation,  thymol  turbidity 

Congo  red,  blood 

Hormones,  adrenocorticotropin  quantitative  animal  tests 

Hormones,  adrenocorticotropin  quantitative  bioassay 

Thymol  turbidity,  blood 

Calcium,  feces,  24-hour  quantitative 

Starch,  feces,  screening 

Chymotrypsin,  duodenal  contents 

Gastric  analysis,  pepsin 

Gastric  analysis,  tubeless 

Calcium  saturation  clotting  time 

Capillary  fragility  test  ( Rumpel-Leede ) ( independent  procedure ) 

Colloidal  gold 
Circulation  time,  one  test 
Mucoprotein,  blood  ( seromucoid ) 

Calcium  clotting  time 
Hair  analysis  test 
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Bendieo’s  test 
Bolen  test 
Rehfus  test 
Prolotherapy 
Qielation  therapy 

Cerebellar  stimulator  pacemakers  for  cerebral  palsy 

Hyperbaric  oxygen  therapy  for  atherosclerosis 

Hyperbaric  oxygen  therapy  for  heart  attack 

Hyperbaric  oxygen  therapy  for  cerebral  vascular  impairment 

Hyperbaric  oxygen  therapy  for  senility 

Hyperbaric  oxygen  therapy  for  sickle  cell  anemia  crises 

Hyperbaric  oxygen  therapy  for  stroke 

Orthomolecular  medication  and  megavitamin  therapy  for  use  in  relation  to  learning  disabilities,  mental  illness  (par- 
ticularly, Schizophrenia  and  certain  aberrant  emotional  conditions),  hypoglycemia  and  other  non-causally  related 
types  of  conditions 

Intragastric  hypothermia  using  gastric  freezing 

We  do  not  recommend  that  physicians  categorically  discontinue  these  procedures.  Almost  every  pro- 
cedure can  be  medically  justified  in  a specific  instance.  We  do  recommend,  however,  that  each  physician 
determine  whether  the  results  of  any  procedure  justify  the  cost. 


HEALTH  CARE  COST  CONTAINMENT 
IS  EVERYONE’S  RESPONSIBILITY 


SOUTH  DAKOTA  BLUE  SHIELD 

1601  WEST  MADISON 

SIOUX  FALLS,  SOUTH  DAKOTA  57104 

605-336-1976 
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Laboratory  Aids 


Sponsored  by  the  South  Dakota  Society  of  Pathologists 


Estrogen  Receptors  (ER)  And 
Progesterone  Receptors  (PGR) 

For  Breast  Carcinoma  Patients 

Determination  of  the  above  receptor  proteins  has 
become  a necessary  tool  in  the  management  of  the 
breast  carcinoma  patient. 

These  two  receptors  are  specific  cytoplasmic  pro- 
teins which  combine  with  the  respective  steroids  as 
the  first  step  in  the  cell  response  to  hormone  stimu- 
lus. Once  the  hormone  receptor  complex  occurs,  it 
directs  the  intracellular  series  of  translocation,  tran- 
scription, and  translation  which  occurs  for  the  event 
specifically  resulting  in  the  hormone  effect. 

About  60%  of  the  ER  positive  carcinomas  re- 
spond to  hormone  therapy  but  only  5%  of  ER  nega- 
tive carcinomas  of  the  breast  will  have  a favorable 
response.  About  70%  of  ER  positive  carcinomas  are 
also  PgR  positive.  PgR  are  found  in  10%  or  less  of 
ER  negative  carcinomas.  When  breast  carcinomas 
have  both  ER  and  PgR,  74%  will  respond  to 
hormonal  therapy.  Only  30%  of  the  ER  positive, 
PgR  negative  carcinomas  will  respond  to  hormonal 
therapy.  There  is  a rough  correlation  between  the 
quantitative  level  of  ER  and  the  presence  of  PgR. 

Both  of  the  above  determinations  can  be  per- 
formed in  several  reference  laboratories.  At  least  1 
gm.  of  carcinomatous  breast  tissue  removed  must 
be  frozen  at  -70°C  (dry  ice)  within  15  minutes  of 
removal.  This  material  is  stable  as  long  as  it  remains 
frozen  and  can  be  shipped. 

It  should  be  remembered  that  routine  microscop- 
ic examination  of  the  tissue  in  addition  to  the  mate- 
rial frozen  for  receptor  assay  should  be  performed. 
The  speciman  for  routine  examination  should  be 
fixed  in  10%  formalin.  The  reason  for  this  is  to  con- 
firm the  diagnosis,  determine  the  histologic  type  of 
breast  tumor,  and  to  help  evaluate  the  values  for 
receptor  assay,  since  a low  proportion  of  tumor  to 
other  tissue  may  result  in  a deceptively  low  value. 


John  F.  Barlow,  M.D. 

Pathologist 
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GREETINGS 

FROM 


JERR¥  MAGINN 
Medical  Service  Representative 

MOBIDIN® 

(magnesium  salicylate) 

An  analgesic  and  anti-inflammatory  for  long- 
term therapy  in  mild-to-moderately  severe 
osteoarthritis  and  rheumatoid  arthritis. 

• MOBIDIN  provides  prompt  pain  relief 

• MOBIDIN  provides  increased  mobility 

• MOBIDIN  preferred  because  it  is  sodium 
free  with  pH  7.1 

• MOBIDIN  preferred  over  aspirin  for  less 
G.l.  distress 

• MOBIDIN  preferred  because  of  its  safety 
...  no  free  salicylic  acid 

AB.  F.  Ascher  & Co.,  Inc. 
Kansas  City,  Missouri 
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WHERE  WOULD  YOU  LIKE  TO  PRACTICE  MEDICINE? 


THE  AIR  FORCE  WILL  ASSIGN  YOU  THERE. 

Germany  or  Little  Rock  — Alaska  or 
Tucson,  Arizona  — whatever  your  geo- 
graphical preference,  we’ll  work  to  place 
you  there.  And  you’ll  know  the  assign- 
ment before  you  are  committed. 

This  is  just  one  of  the  many  advantages 
for  physicians  in  Air  Force  medicine.  We 
also  provide  excellent  salaries.  30  days  of 
paid  vacation  each  year;  and  for  qualified 
physicians,  an  opportunity  to  train  in  a 
specialty  area.  Most  importantly,  we  pro- 
vide an  environment  in  which  you  can 
practice  medicine.  And  the  support  to 
eliminate  your  involvement  in  paperwork. 

We  would  like  to  tell  you  more  about 
Air  Force  medicine. 

Contact  fcall  collect); 

Capt.  Robert  Brown 
118  South  42nd  St. 

Omaha,  NE 
(402)  221-4319 

AIR  FORCE.  HEALTH  CARE  AT  ITS  REST. 

w ^ - - 
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This  Is  Your  Medical  Association 


George  W.  Smith,  M.D.,  Sioux 
Falls,  attended  a meeting  of  the 
Congress  of  Neurosurgeons, 
held  in  Las  Vegas. 

* « * « 


William  Taylor,  M.D., 

Aberdeen,  has  been  appointed  to 
the  Northern  State  College 
Foundation  Board  of  Directors. 


* « « >K 


A Sioux  Falls  physician,  Charles 
L.  Paxson,  M.D.,  has  recently 
edited  Van  Leeuwen’s 
“Newborn  Medicine”.  This 
publication  will  be  printed  in  the 
near  future. 


* ift  * * 


Russell  T.  Orr,  M.D.,  Sioux 
Falls,  attended  the  Sixth  Con- 
gress of  the  International  Endo- 
crine Society,  held  in  Mel- 
bourne, Australia.  Following 
that  meeting.  Dr.  Orr  attended 
the  Canadian-Australian  Royal 
College  of  Surgeons  annual 
meeting  in  Sydney,  Australia 
and  then  he  and  his  wife  vaca- 
tioned for  two  weeks  in  Austra- 
lia. 


Dennis  D.  Knutson,  M.D., 

Sioux  Falls,  recently  passed  the 
board  exam  for  Certification  of 
Special  Competence  in  Derma- 
topathology  by  the  American 
Board  of  Dermatology  and  the 
American  Board  of  Pathology. 

l|(  ifc  )(C  ♦ 

Edward  H.  Peters,  M.D.  and 
Robert  E.  Nelson,  M.D.,  both 
of  Sioux  Falls,  attended  the  Pan- 
Pacific  Surgical  Association  15th 
Congress  held  in  Honolulu, 
Hawaii  recently. 


YOUR 

CONTRIBUTION 
IS  NEEDED 
TO  THE 

SOUTH  DAKOTA 

MEDICAL  SCHOOL 

ENDOWMENT 

FUND 


Fred  C.  Lovrien,  M.D.,  Sioux 
Falls,  has  recently  become  Board 
certified  in  Endocrinology. 


G.  M.  Sanchez,  M.D.,  Sioux 
Falls,  attended  a microsurgery 
course  at  Johns  Hopkins  Univer- 
sity. 


Dr.  Merritt  A.  Auld,  Yankton, 
died  February  17,  at  the  age  of 
66.  Dr.  Auld  was  born  in  Plank- 
inton,  SD.  He  received  his  medi- 
cal diploma  at  Rush  Medical  Col- 
lege, Chicago,  IL.  He  obtained 
his  license  to  practice  medicine 
in  South  Dakota  in  1940  and 
except  for  a few  years  in  the 
Armed  Services,  he  has  prac- 
ticed in  South  Dakota  since  then. 

Survivors  include  his  wife;  two 
sons,  Guy,  Seattle,  WA,  and 
Kevin,  Sioux  Falls;  five  daugh- 
ters, Mrs.  Meredith  Brokaw, 
New  York,  NY;  Mrs.  Leslie  Lar- 
son, Albuquerque,  NM;  Mrs. 
Marvelene  Looby,  Sioux  Falls; 
Mrs.  Florene  Bruce,  Chicago, 
IL,  and  Mrs.  Heather  Larson, 
Vermillion,  SD;  nine  grandchil- 
dren; one  brother,  Donald, 
Laguna  Hills,  CA,  and  one  sis- 
ter, Dr.  Marian  Auld  Mach, 
Phoenix,  AZ. 
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Future  Meetings 


May 

Cardiology  Today,  U.  of  Iowa,  Iowa 
City,  lA,  May  12-15.  30  hrs.  AMA  & 
AAFP  Category  I credits.  Fee:  $275. 
Contact:  Carl  White,  M.D.,  Cardio- 
vascular Div.,  U.  of  Iowa  Hosp.  and 
Clinics,  Iowa  City,  lA  52242.  Phone: 
(319)  356-3413. 


Head  and  Neck  Oncology,  Towsley  Cen- 
ter, U.  of  Mich.  Med.  School,  Ann 
Arbor,  MI,  May  12-16.  AMA  Catego- 
ry 1 credits.  Contact:  Off.  of  CME, 
Towsley  Ctr.,  for  CME,  U.  of  Mich., 
Ann  Arbor,  MI  48109.  Phone:  (313) 
764-2287. 


lOtb  Annual  Meeting  of  the  Great 
Plains  Organization,  Raddison  South 
Hotel,  Bloomington,  MN,  May  18-20. 
Contact:  Ms.  Virginia  Rittenour,  Box 
50,  420  Delaware  St.,  SE,  Minneapo- 
lis, MN  55455.  Phone:  (612)  373-5718. 


Gynecologic  Oncology,  U.  of  Iowa,  Iowa 
City,  lA,  May  19-20.  Category  I cred- 
its. Contact:  Richard  M.  Caplan,  M.D., 
Asso.  Dean  for  CME,  U.  of  Iowa  Coll, 
of  Med.,  Iowa  City,  lA  52242. 

Advances  in  Internal  Medicine, 
Towsley  Center  for  CME,  Ann  Arbor, 
MI,  May  19-23.  Category  I credits. 
Contact:  Off.  of  CME,  U.  of  Mich. 
Med.  School,  Towsley  Center  for 
CME,  Ann  Arbor,  MI  48109.  Phone: 
(313)  764-2287. 

Fourth  National  Conference  on  Patient 
Education  in  the  Primary  Care  Set- 
ting, Hyatt  Regency  Hotel,  Memphis, 
TN,  May  21-23.  Contact:  Donna  Mil- 
ler, Ph.D.,  66  N.  Pauline,  Suite  233, 
Memphis,  TN  38105. 

Health  Care  in  the  Elderly,  U.  of  Iowa, 
Iowa  City,  lA,  May  22-23.  15'/2  hrs. 
Category  I credits.  Contact:  Ian  M. 
Smith,  M.D.,  Dept,  of  Int.  Med.,  U.  of 
Iowa  Hospitals,  Iowa  City,  lA  52242. 
Phone:  (319)  356-2727. 

Advanced  Cardiac  Life  Support  Provi- 
der/Instruction, Dubuque,  U.  of 
Iowa,  Iowa  City,  lA,  May  23-25.  Cate- 
gory I credits.  Contact:  Richard  M. 
Caplan,  M.D.,  Asso.  Dean  for  CME, 
U.  of  Iowa  Coll,  of  Med.,  Iowa  City, 
lA  52242. 


Present  Concepts  in  Diagnostic  Radi- 
ology, Letterman  Army  Med.  Ctr., 
San  Francisco,  CA,  May  28-30.  18  hrs. 
AMA  Category  I credits.  Contact: 
Dept,  of  Radiology,  Letterman  Army 
Med.  Ctr.,  Preside  of  San  Francisco, 
CA  94129.  Phone:  (415)  561-3828  or 
3761. 

Bariatric  Surgery  Workshop,  U.  of 
Iowa,  Iowa  City,  lA,  May  29-30.  Cate- 
gory I credits.  Contact:  Richard  M. 
Caplan,  M.D.,  Asso.  Dean  for  CME, 
U.  of  Iowa  Coll,  of  Med.,  Iowa  City, 
lA  52242. 


June 


ACP/MKSAP  Course,  U.  of  Iowa,  Iowa 
City,  lA,  June  5-6.  Category  I credits. 
Contact:  Richard  M.  Caplan,  M.D., 
Asso.  Dean  for  CME,  U.  of  Iowa  Coll, 
of  Med.,  Iowa  City,  lA  52242. 


Intensive  Course  in  Pediatric  Nutri- 
tion, U.  of  Iowa,  Iowa  City,  lA,  June 
9-13.  Category  I credits.  Contact:  Rich- 
ard M.  Caplan  M.D.,  Asso.  Dean  for 
CME,  U.  of  Iowa  Coll,  of  Med.,  Iowa 
City,  IA.52242. 


FAMILY  PRACTITIONER  WANTED 

13-man,  mixed  group  practice  seeking  Family 
Practitioner  to  join  its  Family  Practice  Depart- 
ment of  six  Family  Practitioners  located  100 
miles  south  of  the  Twin  Cities  in  a community  of 
25,000.  Ideal  community  with  excellent  schools 
and  multiple  recreational  opportunities,  new  hos- 
pital. Liberal  benefits  and  top  salary  offered. 
This  is  a choice  practice  opportunity  in  rural 
southern  Minnesota.  Please  contact  James  Burns, 
M.D.,  210  N.  St.  Mary  St.,  Albert  Lea,  MN 
56007,  Phone  (507)  373-1441. 


A SEMINAR 

ON  ADVANCES  IN  PEDIATRICS 
June  18-20,  1980 

Sylvan  Lake  Resort 
Custer,  South  Dakota 

' ★— — 

Organized  by 

The  University  of  South  Dakota 
School  of  Medicine 
Department  of 

Pediatrics/Adoiescent  Medicine 
and 

The  South  Dakota  Chapter  of  the 
American  Academy  of  Pediatrics 
For  Information  Contact 
Charles  R.  Rose,  Director 
Continuing  Health  Education 
The  University  of  South  Dakota 
800  E.  21st  St. 

Sioux  Falls,  S.D.  57101 
Ph.  (605)  339-7573 
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Clinicopathological  Conference 
Eight  Week  Old  Infant  With  Seizures 
And  Renal  Masses  (Tuberous  Sclerosis) 

Hypothyroidism:  Practical  Approach  To 
Diagnosis 


Tab/e  of  Contents:  page  S 


Nowy  two  dosage  forms 

Nolfoir 

fenoprofen  calcium 

SOO-mgi!^  Puhrules^ond  600-fiig^  Tablets 


^DISTA 


Dista  Products  Company 

Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


Additional  information  available  to  the  profession 
on  request. 

•Present  as  345.9  mg.  and  691.8  mg.  of  the  calcium  salt  of  fenoprofen 
dihydrate  equivalent  to  300  mg.  and  600  mg.  fenoprofen  respectively. 
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Libriunic^^^^^ 

chlordiazepcxtie  HO /Roche 

Before  prescribing,  please  consult  complete  product  infor- 
mation, a summary  of  which  follows: 

Indications:  Relief  of  anxiety  and  tension  occurring  alone  or 
accompanying  various  disease  states^  Efficacy  beyond  four 
months  not  established  by  systematic  clinical  studies.  Periodic 
reassessment  of  therapy  recommended 
Contraindications:  Patients  with  known  hypersensitivity  to  the 
drug 

Warnings:  Warn  patients  that  mental  and/or  physical  abilities 
required  tor  tasks  such  as  driving  or  operating  machinery  may 
be  impaired,  as  may  be  mental  alertness  in  children,  and  that 
concomitant  use  with  alcohol  or  CNS  depressants  may  have  an 
additive  effect.  Though  physical  and  psychological  dependence 
have  rarely  been  reported  on  recommended  doses,  use  caution 
in  administering  to  addiction-prone  individuals  or  those  who 
might  increase  dosage;  withdrawal  symptoms  (including  convul- 
sions). following  discontinuation  of  the  drug  and  similar  to  those 
seen  with  barbiturates,  have  been  reported. 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during 
first  trimester  should  almost  always  be  avoided  be- 
cause of  increased  risk  of  congenital  malformations 
as  suggested  in  several  studies.  Consider  possibility 
of  pregnancy  when  instituting  therapy;  advise  patients 
to  discuss  therapy  if  they  intend  to  or  do  become 
pregnant. 

Precautions:  In  the  elderly  and  debilitated,  and  in  children  over 
SIX,  limit  to  smallest  effective  dosage  (initially  10  mg  or  less  per 
day)  to  preclude  ataxia  or  oversedation,  increasing  gradually  as 
needed  and  tolerated  Not  recommended  in  children  under  six 
Though  generally  not  recommended,  if  combination  therapy  with 
other  psychotropics  seems  indicated,  carefully  consider  indi- 
vidual pharmacologic  effects,  particularly  m use  of  potentiating 
drugs  such  as  MAO  inhibitors  and  phenothiazines.  Observe 
usual  precautions  in  presence  of  impaired  renal  or  hepatic  func- 
tion. Paradoxical  reactions  (e  g,,  excitement,  stimulation  and 
acute  rage)  have  been  reported  in  psychiatric  patients  and 
hyperactive  aggressive  children  Employ  usual  precautions  in 
treatment  of  anxiety  states  with  evidence  of  impending  depres- 
sion. suicidal  tendencies  may  be  present  and  protective  mea- 
sures necessary.  Variable  effects  on  blood  coagulation  have 
been  reported  very  rarely  in  patients  receiving  the  drug  and  oral 
anticoagulants:  causal  relationship  has  not  been  established 
clinically 

Adverse  Reactions:  Drowsiness,  ataxia  and  confusion  may  oc- 
cur. especially  m the  elderly  and  debilitated  These  are  revers- 
ible in  most  instances  by  proper  dosage  adjustment,  but  are 
also  occasionally  observed  at  the  lower  dosage  ranges.  In  a few 
instances  syncope  has  been  reported.  Also  encountered  are  iso- 
lated instances  of  skin  eruptions,  edema,  minor  menstrual  ir- 
regularities. nausea  and  constipation,  extrapyramidal  symptoms, 
increased  and  decreased  libido~all  infrequent  and  generally 
controlled  with  dosage  reduction;  changes  in  EEG  patterns 
(low-voltage  fast  activity)  may  appear  during  and  after  treat- 
ment. blood  dyscrasias  (including  agranulocytosis),  jaundice 
and  hepatic  dysfunction  have  been  reported  occasionally,  mak- 
ing periodic  blood  counts  and  liver  function  tests  advisable  dur- 
ing protracted  therapy. 

Usual  Daily  Dosage:  Individualize  for  maximum  beneficial  ef- 
fects. Oral-Adults  Mild  and  moderate  anxiety  and  tension.  5 or 
10  mg  t.i.d  or  q i.d  . severe  states.  20  or  25  mg  t i.d.  or  q.i.d 
Geriatric  patients:  5 mg  b.i  o',  to  q.i.d.  (See  Precautions.) 
Supplied:  Librium"  (chlordiazepoxide  HCl)  Capsules,  5 mg,  10 
mg  and  25  mg — bottles  of  100  and  500,  Tel-E-Dose-  packages 
of  100,  available  in  trays  of  4 reverse-numbered  boxes  of  25, 
and  in  boxes  containing  10  strips  of  10,  Prescription  Paks  of  50, 
available  singly  and  in  trays  of  10,  Libritabs*  (chlordiazepoxide) 
Tablets.  5 mg,  10  mg  and  25  mg — bottles  of  100  and  500,  With 
respect  to  clinical  activity,  capsules  and  tablets  are  indistin- 
guishable 
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Just  a few  words.  To  people  who 
need  us  but  don’t  know  we  exist. 

We’re  Recordingforthe  Blind. 
We’re  already  helping  more  than 
13,000  handicapped  students.  But 
there  are  a lot  more  out  there  who 
need  our  help. 

You  know whothey are.  Inyour 
work  you  come  across  students 
who  are  blind,  dyslexic  or  physically 
unable  to  handle  books.  These  are 
the  students  we  help.  Since  they 
cannot  read  their  textbooks,  we 
do  it  for  them.  On  tape.  And  we  send 
the  tapes  to  the  students  free  of 
charge. 

All  we  want  you  to  do  is  tell 
eligible  students  about  us.  Have 
them  contact:  Student  Services,  RFB, 
Inc.,  215  East  58th  Street,  N.Y.,  N.Y. 
10022,  (212)  751-0860.  We’ll  take  it 
from  there. 

It’s  such  a little  thing  to  ask. 

Rgeordine  for  the  Blind  jnc. 

an  educational  lifeline. 


Recording  for  the  Blind  is  a non-profit  organization. 
All  contributions  are  tax-deductible. 
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SOUTH  DAKOTA 


ANXIETY 

AND 

TENSION 

MAGNIFY 


IN  MUSCULOSKELETAL 
DISEASE* 


A non-narcotic  one-two  punch  against  pain,  with  concurrent  relief  of  anxiety/tension 

EQUAGESIC  ^ 


(meprobamate  and  ethoheptazine  citrate  with  aspirin)  Wyeth 


EQUAGESIC — Abbreviated  Summary 

* INDICATIONS:  Based  on  a review  ol  this  drug  by  the 
National  Academy  of  Sciences — National  Research 
Council  andor  other  information.  FDA  has  classified 
the  indications  as  follows 

"Possibly"  effective  for  the  treatment  of  pain  accom- 
panied by  tension  and  or  anxiety  in  patients  with  mus- 
culoskeletal disease  or  tension  headache 
Final  classification  of  the  less-than-effective  indica- 
tions requires  further  investigation 
The  effectiveness  of  Equagesic  in  long-term  use,  I e 
more  than  four  months,  has  not  been  assessed  by 
systematic  clinical  studies  The  physician  should  pe- 
riodically reassess  usefulness  of  the  drug  for  the  Indi- 
vidual patient 

CONTRAINDICATIONS:  Equagesic  should  not  be  given  to 
individuals  with  a history  of  sensitivity  or  severe  intolerance 
to  aspinn,  meprobamate,  or  ethoheptazine  citrate 
WARNINGS:  Careful  supervision  of  dose  and  amounts  pre- 
scribed for  patients  is  advised  especially  with  those  patients 
with  known  propensity  for  taking  excessive  quantities  of  drugs 
Excessive  and  prolonged  use  m susceptible  persons,  e g . 
alcoholics,  former  addicts,  and  other  severe  psychoneurot- 
ics,  has  been  reported  to  result  in  dependence  on  or  habit- 
uation to  the  drug  Where  excessive  dosage  has  continued 
lor  weeks  or  months,  dosage  should  be  reduced  gradually 
rather  than  abruptly  stopped,  since  withdrawal  of  a "crutch" 
may  precipitate  withdrawal  reaction  of  greater  proportions 
than  that  for  which  the  drug  was  originally  prescribed  Abrupt 
discontinuance  of  doses  in  excess  of  the  recommended  dose 
has  resulted  in  some  cases  in  the  occurrence  of  epileptiform 
seizures 

Speoal  care  should  be  taken  to  warn  patients  taking  mepro- 
bamate that  tolerance  to  alcohol  may  be  lowered  with  re- 
sultant slowing  of  reaction  time  and  impairment  of  lodgement 
and  coordination 

USAGE  IN  PREGNANCY  AND  LACTATION:  An  In- 
creased risk  of  congenital  malformations  associated  with 
the  use  of  minor  tranquilizers  (meprobamate,  chlordi- 


azepoxide.  and  diazepam)  during  the  first  trimester  of 
pregnancy  has  been  suggested  in  several  studies  Be- 
cause use  of  these  drugs  is  rarely  a matter  of  urgency, 
their  use  during  this  period  should  almost  always  be 
avoided.  The  possibility  that  a woman  of  child-bearing 
potential  may  be  pregnant  at  the  time  of  institution  of 
therapy  should  be  considered.  Patients  should  be  ad- 
vised that  if  they  become  pregnant  during  therapy  or 
intend  to  become  pregnant  they  should  communicate 
with  their  physicians  about  the  desirability  of  discontin- 
uing the  drug. 

Meprobamate  passes  the  placental  barrier.  It  is  present 
both  in  umbilical-cord  blood  at  or  near  maternal  plasma 
levels  and  In  breast  milk  of  laclating  mothers  at  concen- 
trations two  to  four  times  that  of  maternal  plasma.  When 
use  of  meprobamate  Is  contemplated  in  breast-feeding 
patients,  the  drug's  higher  concentrations  in  breast  milk 
as  compared  to  maternal  plasma  levels  should  be 
considered. 

Preparations  containing  aspirin  should  be  kept  out  of  the 
reach  of  children  Equagesic  is  not  recommended  for  pa- 
tients 12  years  of  age  and  under 

PRECAUTIONS:  Should  drowsiness,  ataxia,  or  visual  dis- 
turbance occur,  the  dose  should  be  reduced  If  symptoms 
continue,  patients  should  not  operate  a motor  vehicle  or  any 
dangerous  machinery 

Suicidal  anempts  with  meprobamate  have  resulted  in  coma, 
shock,  vasomotor  and  respiratory  collapse,  and  anuna  Very 
few  suicidal  attempts  were  fatal,  although  some  patients  in- 
gested very  large  amounts  of  the  drug  (20  to  40  gm)  These 
doses  are  much  greater  than  recommended  The  drug  should 
be  given  cautiously,  and  in  small  amounts,  to  patients  who 
have  suicidal  tendencies  In  cases  where  excessive  doses 
have  been  taken,  sleep  ensues  rapidly  and  blood  pressure, 
pulse,  and  respiratory  rates  are  reduced  to  basal  levels  Hy- 
perventilation has  been  reported  occasionally.  Any  drug  re- 
maining in  the  stomach  should  be  removed  and  symptomatic 
treatment  given  Should  respiration  become  very  shallow 
and  slow,  CNS  stimulants,  e g . caffeine.  Metrazol,  or  am- 


phetamine, may  be  cautiously  administered  It  severe  hypo- 
tension develops,  pressor  amines  should  be  used  parenteraliy 
to  restore  bloc^  pressure  to  normal  levels 
ADVERSE  REACTIONS:  A small  percentage  of  patients 
may  experience  nausea  with  or  without  vomiting  and  epigas- 
tric distress  Dizziness  occurs  rarely  when  meprobamate  and 
ethoheptazine  citrate  with  aspinn  is  administered  in  recom- 
mended dosage  The  meprobamate  may  cause  drowsiness 
but.  as  a rule,  this  disappears  as  therapy  is  continued  Should 
drowsiness  persist  and  be  associated  with  ataxia,  this  symp- 
tom can  usually  be  controlled  by  decreasing  the  dose,  but 
occasionally  it  may  be  desirable  to  administer  central  stim- 
ulants such  as  amphetamine  or  mephentermine  sulfate  con- 
comitantly to  control  drowsiness 

A clearly  related  side  effect  to  the  administration  of  mepro- 
bamate IS  the  rare  occurrence  of  allergic  or  idiosyncratic  re- 
actions This  response  develops,  as  a rule,  in  patients  who 
have  had  only  1-4  doses  of  meprobamate  and  have  not  had 
a previous  contact  with  the  drug  Previous  history  of  allergy 
may  or  may  no!  be  related  to  the  incidence  of  reactions 
Mild  reactions  are  characterized  by  an  itchy  urticarial  or  ery- 
thematous. macuiopapular  rash  which  may  be  generalized 
Of  confined  to  the  groin  Acute  nonthrombocylopenic  purpura 
with  cutaneous  peiechiae.  ecchym’oses,  peripheral  edema, 
and  fever  have  also  been  reporled 

More  severe  cases,  observed  only  very  rarely,  may  also  have 
other  allergic  responses,  including  fever,  fainting  spells,  an- 
gioneurolic  edema,  bronchial  spasms,  hypotensive  crises  (1 
fatal  case),  anaphylaxis,  stomatitis  and  proctitis  (1  case),  and 
hyperthermia  Treatment  should  be  symptomatic  such  as 
administration  of  epinephrine,  antihistamine,  and  possibly 
hydrocortisone  Meprobamate  should  be  stopped,  and  rein- 
siitution  of  therapy  should  not  be  attempted 
Rare  cases  have  been  reported  where  patients  receiving 
meprobamate  suffered  from  aplastic  anemia  (1  fatal  case), 
thrombocytopenic  purpura,  agranulocytosis,  and  hemolytic 
anemia.  In  nearly  every  instance  reported,  other  toxic  agents 
known  to  have  caused  these  conditions  have  been  associ- 
ated with  meprobamate  A few  cases  of  leukopenia  during 


continuous  administration  of  meprobamate  are  reported,  most 
of  these  returned  to  normal  without  discontinuation  of  the 
drug 

Impairment  of  accommodation  and  visual  acuity  has  been 
reported  rarely. 

OVERDOSE;  Two  instances  of  accidental  or  intentional  sig- 
nificant overdosage  with  ethoheptazine  citrate  combined  with 
aspirin  have  been  reported  These  were  accompanied  by 
symptoms  of  CNS  depression,  including  drowsiness  and 
light-headedness,  with  uneventful  recovery  However,  on  the 
basis  of  pharmacological  data,  it  may  be  anticipated  that 
CNS  stimulation  could  occur  Other  anticipated  symptoms 
would  include  nausea  and  vomiting  Appropriate  therapy  of 
signs  and  symptoms  as  they  appear  is  the  only  recommen- 
dation possible  at  this  time  Overdosage  with  ethoheptazine 
combined  with  aspirin  would  probably  produce  the  usual 
symptoms  and  signs  of  salicylate  intoxication  Observation 
and  treatment  should  include  induced  vomiting  or  gastric 
lavage,  specific  parenteral  electrolyte  therapy  for  ketoaci- 
dosis and  dehydration,  watching  for  evidence  of  hemor- 
rhagic manifestations  due  to  hypoprothrombinemia  which,  if 
It  occurs,  usually  requires  whole-blood  transfusions 
DESCRIPTION;  Each  Equagesic  tablet  contains  150  mg  me- 
probamate, 75  mg  ethoheptazine  citrate  and  250  mg  aspirin 

Copyright  ©1980,  Wyeth  Laboratories 
All  rights  reserved. 

*This  drug  has  been  evaluated  as  possibly 
effective  for  this  indication 
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MODERATE 

PAIN 


A therapeutic  dose 
of  acetaminophen 
in  one  tablet 


A therapeutic  dose 
of  two  complementary 
analgesics 


The  convenience  and 
economy  of  a 
dosage  schedule  of 
one  tablet,  every  four 
hours  as  needed 


WHY  NOT  WYGESIC 

(65  mg  propoxyphene  HCI  and  650  mg  acetaminophen)  Wyeth 


WYGESIC— Abbreviated  Summary 
INDICATION:  For  the  relief  of  mild-to-moderate  pam 
CONTRAINDICATION:  Hypersensitivity  to  propox- 
yphene Of  to  acetaminophen 

WARNINGS:  CNS  ADDITIVE  EFFECTS  AND  OVER- 
DOSAGE  Propoxyphene  in  combination  with  alcohol, 
tranquilizers,  sedative-hypnotics,  or  other  CNS  de- 
pressants has  an  additive  depressant  effect  Pa- 
tients taking  this  drug  should  be  advised  of  the  additive 
effect  and  warned  not  to  exceed  the  dosage  recom- 
mended. Toxic  effects  and  fatalities  have  occurred 
following  overdoses  of  propoxyphene  alone  or  in 
combination  with  other  (CNS  depressants  Most  of 
these  patients  had  histones  of  emotional  disturb- 
ances or  suicidal  ideation  or  attempts,  as  well  as 
misuse  of  tranquilizers,  alcohol,  or  other  CNS-active 
drugs  Caution  should  be  exercised  in  prescribing 
large  amounts  of  propoxyphene  for  such  patients 
(see  Management  of  Overdosage) 

DRUG  DEPENDENCE:  Propoxyphene  can  produce 
drug  dependence  characterized  by  psychic  depend- 
ence and  less  frequently,  physical  dependence  and 
tolerance  It  will  only  partially  suppress  the  with- 
drawal syndrome  m individuals  physically  dependent 
on  morphine  or  other  narcotics.  The  abuse  liability  of 
propoxyphene  is  qualitatively  similar  to  codeine  s al- 
though quantitatively  less,  and  propoxyphene  should 
be  prescribed  with  the  same  degree  of  caution  ap- 
propriate to  the  use  of  codeine 
USAGE  IN  AMBULATORY  PATIENTS:  Propoxy- 
phene may  impair  the  mental  and'or  physical  abilities 
required  for  potentially  hazardous  tasks,  e g.  driving 
a car  or  operating  machinery  Patients  should  be 
cautioned  accordingly 

USAGE  IN  PREGNANCY:  Safe  use  in  pregnancy 
has  not  been  established  relative  to  possible  ad- 
verse effects  on  fetal  development.  INSTANCES  OF 
WITHDRAWAL  SYMPTOMS  IN  THE  NEONATE 
HAVE  BEEN  REPORTED  FOLLOWING  USAGE 
DURING  PREGNANCY.  Therefore,  propoxyphene 
should  not  be  used  m pregnant  women  unless,  in  the 


judgement  of  the  physician,  the  potential  benefits 
outweigh  the  possible  hazards. 

USAGE  IN  CHILDREN:  Propoxyphene  is  not  rec- 
ommended for  children  because  documented  clinical 
experience  has  been  insufficient  to  establish  safety 
and  a suitable  dosage  regimen  in  the  pediatric  group. 
PRECAUTIONS:  Confusion,  anxiety,  and  tremors 
have  been  reported  in  a few  patients  receiving  pro- 
poxyphene concomitantly  with  orphenadnne.  The  CNS 
depressant  effect  of  propoxyphene  may  be  additive 
with  other  CNS  depressants,  including  alcohol. 
ADVERSE  REACTIONS:  The  most  frequent  ad- 
verse reactions  are  dizziness,  sedation,  nausea,  and 
vomiting  These  seem  more  prominent  in  ambulatory 
than  in  nonambulatory  patients;  some  of  these  re- 
actions may  be  alleviated  if  the  patient  lies  down. 
Other  adverse  reactions  include  constipation,  ab- 
dominal pain,  skin  rashes,  light-headedness,  head- 
ache, weakness,  euphoria,  dysphoria,  and  minor 
visual  disturbances.  The  chronic  ingestion  of  propox- 
yphene in  doses  over  800  mg  per  day  has  caused 
toxic  psychoses  and  convulsions  Cases  of  liver  dys- 
function have  been  reported 
DRUG  INTERACTIONS:  Propoxyphene  in  combi- 
nation with  alcohol,  tranquilizers,  sedative-hypnot- 
ics, and  other  CNS  depressants  has  an  additive 
depressant  effect.  Patients  taking  this  drug  should 
be  advised  of  the  additive  effect  and  warned  not  to 
exceed  the  dosage  recommended  (see  Warnings) 
Confusion,  anxiety,  and  tremors  have  been  reported 
in  a few  patients  receiving  propoxyphene  concomi- 
tantly with  orphenadnne 

MANAGEMENT  OF  OVERDOSAGE:  SYMPTOMS 
The  manifestations  of  serious  overdosage  with  pro- 
poxyphene are  similar  to  those  of  narcotic  overdos- 
age and  include  respiratory  depression  (a  decrease 
in  respiratory  rate  and  or  tidal  volume.  Cheyne- 
Stokes  respiration,  cyanosis),  extreme  somnolence 
progressing  to  stupor  or  coma,  pupillary  constriction, 
and  circulatory  collapse  In  addition  to  these  char- 
acteristics. which  are  reversed  by  narcotic  antago- 


nists such  as  naloxone,  there  may  be  other  effects. 
Overdoses  of  propoxyphene  can  cause  delay  of  car- 
diac conduction  as  well  as  focal  or  generalized  con- 
vulsions. a prominent  feature  m most  cases  of  severe 
poisoning.  Cardiac  arrhythmias  and  pulmonary  edema 
have  occasionally  been  reported,  and  apnea,  car- 
diac arrest,  and  death  have  occurred 
Symptoms  of  massive  overdosage  with  acetamino- 
phen may  include  nausea,  vomiting,  anorexia,  and 
abdominal  pain,  beginning  shortly  after  ingestion  and 
lasting  for  ^2  to  24  nours  However,  early  recognition 
may  be  difficult  since  early  symptoms  may  be  mild 
and  nonspecific.  Evidence  of  liver  damage  is  usually 
delayed  After  the  initial  symptoms,  the  patient  may 
feel  less  ill;  however,  laboratory  determinations  are 
likely  to  show  a rapid  rise  in  liver  enzymes  and  bili- 
rubin In  case  of  serious  hepatotoxicity,  jaundice,  co- 
agulation defects,  hypoglycemia,  encephalopathy, 
coma,  and  death  may  follow  Renal  failure  due  to 
tubular  necrosis,  and  myocardiopathy,  have  also  been 
reported 

Ingestion  of  10  grams  or  more  of  acetaminophen 
may  produce  hepatotoxicity  A l3-gram  dose  has  re- 
portedly been  fatal 

TREATMENT:  Primary  attention  should  be  given  to 
the  reestablishment  of  adequate  respiratory  ex- 
change through  provision  of  a patent  airway  and  in- 
stitution of  assisted  or  controlled  ventilation.  The 
narcotic  antagonists,  naloxone,  nalorphine,  and  lev- 
allorphan,  are  specific  antidotes  against  the  respira- 
tory depression  produced  by  propoxyphene.  An 
appropriate  dose  of  one  of  these  antagonists  should 
be  administered,  preferably  IV.  simultaneously  with 
efforts  at  respiratory  resuscitation  and  the  antagonist 
should  be  repeated  as  necessary  until  the  patient's 
condition  remains  satisfactory  In  addition  to  a nar- 
cotic antagonist,  the  patient  may  require  careful  titra- 
tion with  an  anticonvulsant  to  control  seizures. 
Analeptic  drugs  (e  g.  caffeine  or  amphetamine)  should 
not  be  used  Because  of  their  tendency  to  precipitate 
convulsions 


Oxygen,  IV  fluids,  vasopressors  and  other  suppor- 
tive measures  should  be  used  as  indicated.  Gastric 
lavage  may  be  helpful  Activated  charcoal  can  ab- 
sorb a significant  amount  of  ingested  propoxyphene 
Dialysis  is  of  little  value  in  poisoning  by  propoxy- 
phene alone.  Acetaminophen  is  rapidly  absorbed, 
and  efforts  to  remove  the  drug  from  the  body  should 
not  be  delayed  Copious  gastric  lavage  and'Or  induc- 
tion of  emesis  may  be  indicated  Activated  charcoal 
IS  probably  ineffective  unless  administered  almost 
immediately  after  acetaminophen  ingestion.  Neither 
forced  diuresis  nor  hemodialysis  appears  to  be  ef- 
fective in  removing  acetaminophen.  Since  acetami- 
nophen in  overdose  may  have  an  antidiuretic  effect 
and  may  produce  renal  damage,  administration  of 
fluids  should  be  carefully  monitored  to  avoid  over- 
load It  has  been  reported  that  mercaptamine  (cys- 
teamine)  or  other  thiol  compounds  may  protect  against 
liver  damage  if  given  soon  after  overdosage  (8-10 
hours)  N-acetylcysteine  is  under  investigation  as  a 
less  toxic  alternative  to  mercaptamine,  which  may 
cause  anorexia,  nausea,  vomiting,  and  drowsiness. 
Appropriate  literature  should  be  consulted  for  further 
information  (JAMA  237:2406-2407.  1977) 

Clinical  and  laboratory  evidence  of  hepatotoxicity  may 
be  delayed  up  to  one  week  Acetaminophen  plasma 
levels  and  half-life  may  be  useful  in  assessing  the 
likelihood  of  hepatotoxicity  Serial  hepatic  enzyme 
determinations  are  also  recommended 
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Eight  Week  Old  Infant  With  Seizures  And  Renal 
Masses  (Tuberous  Sclerosis) 


T.  M.  Bailey,  M.D.* 

J.  M.  Blake,  M.D.** 

K.  A.  Kelts,  M.D.*** 

R.  G.  Henrickson,  M.D.**** 

Discussers 

J.  F.  Barlow,  M.D.***** 

Editor 


DR.  BAILEY:  I would  like  to  coordinate  a discus- 
sion of  an  interesting  pediatric  case  this  morning. 
Dr.  Jones  will  present  the  case. 

tDR.  JOHN  JONES:  This  S-week-old  male  infant  was 
admitted  to  Sioux  Valley  Hospital  after  an  apparent  seizure 
that  was  either  primary  or  secondary  to  respiratory  arrest. 

At  the  time  of  the  respiratory  arrest  the  infant  received 
mouth-to-mouth  resuscitation  from  his  mother.  This  resus- 
citation was  terminated  when  the  infant  began  bleeding  from 
the  nose  but  the  child  began  to  breath  spontaneously  with  shal- 
low, rapid  respirations  and  soon  became  pink.  The  infant  was 
transported  to  the  emergency  room  under  oxygen.  Tachypnea 
and  tachycardia  were  noted  during  the  trip. 


Fellow  in  Pathology,  Laboratory  of  Clinical  Medicine,  Sioux 
Falls,  SD. 

**  Pediatrician,  Sioux  Valley  Hospital  and  Central  Plains  Clin- 
ic, Sioux  Falls,  SD;  and  Clinical  Associate  Professor  of 
Pediatrics,  School  of  Medicine,  U ofSouth  Dakota. 

***  Pediatric  Neurologist  and  Associate  Professor  of  Neurology 
and  Pediatrics,  School  of  Medicine  USD,  Sioux  Falls,  SD. 

****  Nephrologist,  Sioux  Valley  Hospital  and  Central  Plains 
Clinic,  Sioux  Falls,  SD;  and  Clinical  Associate  Professor  of 
Medicine,  School  of  Medicine,  USD. 

*****Pathologist,  Laboratory  of  Clinical  Medicine  and  Sioux  Val- 
ley Hospital,  Sioux  Falls,  SD;  and  Professor  of  Pathology, 
School  of  Medicine,  USD. 

+ 1st  year  resident  in  Family  & Community  Medicine,  Sioux 
Falls,  SD. 


The  infant  was  the  product  of  a normal  vaginal  delivery;  no 
problems  were  associated  with  pregnancy  or  delivery.  The  birth 
weight  was  7 pounds,  13  ounces.  The  infant  had  one  respiratory 
tract  infection  at  one  month  but  this  did  not  require  hospitaliza- 
tion. There  were  no  problems  with  feeding  and  the  infant  had 
gained  three  pounds,  eight  ounces  since  birth.  Two  female  sib- 
lings, 6 years  and  9 years,  were  both  presently  in  good  health. 
No  unusual  family  history  was  noted. 

PHYSICAL  EXAMINATION:  On  admission  the  infant  was 
cyanotic,  leithargic,  with  moderately  severe  respiratory  distress 
and  a respiratory  rate  of  up  to  100/min.  Temperature  98.2°F; 
pulse  200/min.  and  regular;  blood  pressure  112  systolic  and  62 
diastolic;  length  23  inches;  weight  11  pounds,  5 ounces.  The 
nose  contained  some  dry  blood.  No  abnormalities  were  noted  in 
the  neck.  The  lungs  were  clear  to  auscultation  and  percussion. 
The  heart  rate  was  normal  and  rhythm  regular  without  mur- 
murs. A left  abdominal  mass,  possibly  the  spleen,  was  palpa- 
ble to  the  left  iliac  crest.  A right  abdominal  mass  that  was  felt 
to  be  the  liver  was  palpable  5-6  cms.  below  the  right  costal 
margin.  The  i^enitalia  were  unremarkable  and  the  testes  were 
descended.  There  were  no  gross  abnormalities  of  the  extremi- 
ties. The  neurological  examination  was  within  normal  limits, 
except  for  some  lethargy. 

LABORATORY  DATA:  Urinalysis:  yellow,  cloudy;  specific 
gravity;  1.011;  pH  5.0;  trace  of  protein;  negative  for  glucose, 
ketone  bodies,  bile,  hemoglobin,  sediment  with  1-2  white  cells/ 
hpf;  0-1  finely  granular  casts  and  0-1  white  blood  cell  casts/ 
hpf;  hgb.  10.6  gm/dl  hct.  30  vol/dl  with  normal  red  cell  indices. 
Total  leukocyte  count  12,300/mm3  with  46%  segmented  neu- 
trophils, 23%  neiitrophiiic  bands,  31%  normal  lymphocytes. 
Occasional  reactive  lymphocytes  were  noted.  The  platelets  and 
red  cells  were  normal  on  the  smear.  The  platelet  count  was 
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4S0,000/mm3.  The  sodium,  potassium,  blood  sugar,  blood  urea 
nitrogen,  creatinine  and  calcium  were  within  normal  limits. 
Arterial  blood  gases  revealed  a pH  of  7.44,  pCO^  63  torr, 
oxygen  saturation  93%  (on  room  air).  The  CSF  was  colorless 
with  1 red  cell/mm3  and  three  white  cells/mm3.  All  the  white 
cells  were  mononuclears  and  the  spinal  fluid  protein  was  64 
mg/dl  and  the  glucose  68  mg/dl.  An  electrocardiogram  was 
interpreted  as  showing  prominent  precordial  amplitude  sug- 
gesting combined  ventricular  hypertrophy  but  otherwise  within 
normal  limits  for  age.  A chest  film  was  reported  to  show 
increased  markings  centrally  extending  into  both  upper  lobes 
and  the  right  lower  lobe.  A computer  tomogram  (CT)  scan  of 
the  abdomen  revealed  the  liver  and  spleen  to  be  free  of  cysts  and 
to  be  normal.  The  kidneys  were  bilaterally  enlarged  and  con- 
tained multiple  cysts  of  varying  sizes  some  up  to  4 cm.  in 
diameter.  A CT  scan  of  the  brain  showed  slight  prominence  of 
the  subarachnoid  space  along  the  left  frontal  lobe.  Small  sub- 
ependymal calcifications  along  the  anterior  horn  of  the  left 
ventricle  and  adjacent  to  the  anterior  horn  of  the  right  ventricle 
were  noted. 

An  opthalmologic  consultation  was  obtained.  Significant 
ocular  findings  included  an  opacity  in  the  anterior  lens  of  the 
right  eye  which  involved  some  vascular  remnants  and  iris  tis- 
sue causing  a slightly  irregular  pupil  upon  dilatation.  There 
was  increased  pigmentation  of  the  posterior  folds  consistent 
with  normal  growth  development  and  there  was  a beginning 
phobial  deprivity  in  both  eyes  and  a decrease  in  pigmentation  in 
the  peripheral  retina.  In  examining  the  midperiphery  of  the 
retinas  bilaterally,  soft,  raised,  gray  tumor  masses  were  noted 
in  each  eye.  In  the  right  eye,  it  was  adjacent  to  one  of  the 
vessels  from  the  superior  arch  measuring  approximately  I'/z 
disc  diameters  in  size.  In  the  left  eye,  it  was  located  about  2 disc 
diameters  to  the  superior  arch  and  was  about  1 disc  diameter  in 
size. 

Subsequent  examination  of  the  infant’s  skin  with  a wood 
lamp  revealed  leaf-like  areas  of  depigmentation  on  the  chest, 
back  and  face. 

*DR.  BRYSON  McHARDY:  A chest  film  shows 
plump  blood  vessels  but  is  basically  normal.  I be- 
lieve the  heart  is  within  normal  limits  of  size  but  it  is 
hard  to  evaluate  the  cardiac  enlargement  in  children. 

The  next  study  done  was  a computer  tomogram 
(CT)  of  the  abdomen.  It  is  interesting  that  this  tech- 
nique is  often  used  in  primary  patient  evaluation  at 
the  present  time.  In  this  study  a dilute  gastrografin 
was  given  to  outline  the  gastrointestinal  tract  and 
radio  opaque  material  was  given  for  contrast 
enhancement.  The  striking  findings  are  multiple 
large  fluid-filled  spaces  in  the  regions  of  the  kidneys 
bilaterally.  One  can  definitely  determine  that  this  is 
fluid  by  determining  the  density.  (Fig.  1)  The  fluid 
filled  cysts  do  not  have  the  density  of  fat  as  one 
would  expect  in  an  angiomyolipoma,  the  usual  renal 
tumor  in  tuberous  sclerosis.  The  intravenous  pyelo- 
gram  shows  good  excretion  from  kidneys.  Although 
you  cannot  judge  renal  function  very  precisely  from 
this  study,  the  excretion  of  radiocontrast  dye  cer- 
tainly suggests  that  both  kidneys  are  functioning. 
There  is  marked  distortion  of  the  calyceal  pattern 
due  to  the  renal  cysts  described  on  the  CT  scan. 


* Radiologist,  Sioux  Valley  Hospital,  Sioux  Falls,  SD  and  Asso- 
ciate Professor  of  Radiology,  School  of  Medicine,  The  Uni- 
versity of  South  Dakota. 

**  Resident  in  Family  and  Community  Medicine,  Sioux  Valley 
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I would  next  like  to  show  the  CT  scan  of  the  head. 
The  striking  findings  are  the  paraventricular  calci- 
fications. There  is  mild  brain  atrophy.  There  is  no 
subdural  hematoma.  (Fig.  2) 

**DR.  MERRIT  WARREN:  Will  the  calcification 
show  up  on  a plain  skull  film? 

DR.  McHARDY:  Sometimes. 


Figure  1 

CT  scan  of  abdomen  showing  multiple  cystic  (dark)  spaces  in 
renal  regions  bilaterally  on  either  side  of  vertebra  seen  at  bot- 
tom of  picture. 


Figure  2 

CT  scan  of  brain  showing  focal  dense  white  deposits  of  periven- 
tricular calcification. 

DR.  BLAKE:  This  child  presented  with  a seizure  as 
do  many  patients  with  tuberous  sclerosis  which  we 
feel  this  child  has.  Because  the  child  initially  had 
tachypnea,  tachycardia,  and  cyanosis,  we  are  con- 
cerned about  the  possibility  of  congenital  heart  dis- 
ease. However,  these  symptoms  disappeared  and  we 
began  to  suspect  infection.  Over  the  next  few  days  it 
became  apparent  that  the  large  masses  felt  in  the 
abdomen  were  not  the  liver  and  spleen  but  were 
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probably  enlarged  kidneys.  For  this  reason,  the  CT 
scan  of  the  abdomen  was  ordered.  The  CT  scan  of 
the  head  further  suggested  the  diagnosis  of  tuberous 
sclerosis.  When  Dr.  Pekas*  discovered  the  charac- 
teristic gliotic  tubers  in  the  eye  grounds,  the  diagno- 
sis of  tuberous  sclerosis  was  confirmed.  We  exam- 
ined the  child  under  the  Wood’s  lamp  and  noted  the 
classical  patches  of  skin  depigmentation.  The  child 
had  red  hair  and  a very  fair  complexion  and  it  was 
difficult  to  see  the  depigmentation  at  first  without 
the  Wood’s  lamp.  In  the  past  several  months  the 
patches  of  depigmentation  have  become  more  obvi- 
ous as  the  child  has  matured. 

DR.  HENRICKSON:  From  a renal  standpoint  chil- 
dren with  tuberous  sclerosis  not  infrequently  pres- 
ent with  enlarged  kidneys  which  are  confused  with 
infantile  polycystic  kidneys.  The  intravenous  pyelo- 
gram  was  ordered  because  there  is  a characteristic 
bottle  brush  appearance  of  the  kidneys  in  infantile 
polycystic  kidney  disease.  However,  in  this  child 
only  renal  masses  distorting  the  collecting  system 
were  seen.  This  is  more  commonly  seen  in  tuberous 
sclerosis  and  not  characteristic  of  infantile  polycystic 
disease.  The  CT  scan  of  the  head  was  done  to  rule 
out  berry  aneurysms  which  are  not  infrequent  in 
infantile  polycystic  disease.  However,  what  was  seen 
were  the  characteristic  periventricular  calcifications 
of  tuberous  sclerosis. 

40%  to  80%  of  cases  of  tuberous  sclerosis  have 
hamartomas  of  the  kidneys.  These  only  rarely  lead 
to  renal  failure  necessitating  renal  hemodialysis  or 
renal  transplantation.  Since  the  turn  of  the  century, 
only  seven  cases  of  renal  failure  from  tuberous 
sclerosis  have  been  reported.  Some  cases  have  been 
transplanted  and  seem  to  be  doing  well.  There  have 
been  three  or  four  case  reports  of  renal  cell  carcino- 
mas occurring  with  the  hamartomatous  changes  in 
the  kidneys.  There  is  no  absolutely  foolproof  way  of 
culling  out  these  cases  of  renal  cell  carcinomas  in 
patients  with  multiple  bilateral  hamartomas  due  to 
tuberous  sclerosis.  The  usual  way  to  manage  these 
children  is  to  observe  them  if  the  child  with  tuber- 
ous sclerosis  has  bilateral  renal  changes.  However,  if 
unilateral  renal  changes  are  present,  and  especially  if 
the  other  stigmata  of  tuberous  sclerosis  are  not  obvi- 
ous, the  tendency  has  been  to  explore  these  children 
or  do  a nephrectomy.  I think  that  since  we  are  seeing 
more  patients  with  tuberous  sclerosis  who  have  no 
mental  retardation  and  have  only  subtle  changes  of 
tuberous  sclerosis,  we  may  be  seeing  more  patients 
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as  adults  who  present  with  the  problem  of  differenti- 
ating renal  cell  carcinoma  from  hemartomas  of  the 
kidney. 

Another  problem  manifested  in  this  child,  which 
the  patient  with  tuberous  sclerosis  can  have,  is  hy- 
pertension. The  hypertension  is  probably  due  to 
renin  excretion  by  a similar  mechanism  to  that 
which  occurs  in  polycystic  renal  disease. 

**DR.  J.  F.  FOSS;  Do  you  feel  that  this  patient  has 
the  typical  hamartomas  (angiomyolipomas)  or  do 
you  feel  that  the  patient  has  renal  cysts? 

DR.  HENRICKSON;  The  usual  patient  has  the 
hamartomas  and  I suspect  this  patient  does  indeed 
have  some.  However,  rare  children  with  tuberous 
sclerosis  do  have  renal  cysts  as  seen  in  this  case. 

DR.  KELTS;  One  must  always  consider  the  possi- 
bility of  seizures  in  a patient  who  has  had  what 
appears  to  be  respiratory  arrest.  Seizures  are,  of 
course,  self-limited  and  respirations  will  resume. 
The  fact  that  the  child  was  stiff  and  shaky  would 
suggest  that  this  patient  had  a seizure  instead  of 
primary  respiratory  arrest. 

I would  also  like  to  emphasize  that  the  head  cir- 
cumference in  a child  is  very  important  in  evalua- 
tion of  a child  with  seizures  and  may  suggest  a di- 
agnosis such  as  hydrocephalus  or  subdural  hemato- 
ma. Head  circumference  measurements  are  fre- 
quently absent  from  hospital  charts.  Was  it  normal 
in  this  case? 

DR.  BLAKE;  Yes,  it  was  normal  but  not  mentioned 
in  the  protocol. 

DR.  KELTS;  Tuberous  sclerosis  was  first  well  de- 
scribed by  Bourneville  in  the  French  literature.  One 
of  the  excellent  early  papers  in  English  on  tuberous 
sclerosis  is  by  Critchley  and  Earl'. 

The  inheritance  of  this  disease  has  been  fairly  well 
elucidated.  Bundy  and  Evans^  have  shown  that  this 
disease  is  transmitted  as  an  autosomal  dominant 
with  variable  penetrance.  It  more  than  one  sibling 
was  found  in  a family  with  tuberous  sclerosis,  some 
signs  of  tuberous  sclerosis  were  found  in  one  of  the 
parents.  They  studied  71  cases  of  tuberous  sclerosis 
and  suggested  that  86%  of  cases  of  tuberous  sclero- 
sis, however,  arose  as  a mutation  de  novo.  They 
could  not  explain  the  2 to  1 higher  incidence  of 
tuberous  sclerosis  in  males  compared  to  females. 

One  of  the  most  common  presentations  of  tuber- 
ous sclerosis  is  seizures.  The  characteristic  triad  in 
tuberous  sclerosis  consists  of  seizures,  mental  re- 
tardation and  characteristic  skin  lesions.  68  of  71 
cases  in  the  above  study  had  seizures,  43  of  71  cases 
nad  mental  retardations  and  59  of  the  71  cases  had 
adenoma  sebaceum.  This  rash  characteristically  pre- 
sents on  the  face  in  butterfly  distribution  with  raised 
red  nodules.  It  may  be  quite  subtle,  unnoticed  until 
5 years  of  age  or  even  missed  in  adults.  The  rash  is 
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usually  quite  red  suggesting  changes  in  the  vascula- 
ture. 

DR.  BARLOW:  The  pathology  is  not  really  suggest- 
ed by  the  name  adenoma  sebaceum.  It  really  con- 
sists of  vascularized  fibrous  tissue. 

DR.  KELTS:  Another  change  often  seen  in  tuber- 
ous sclerosis  are  the  hypopigmented  spots  on  the 
skin  as  illustrated  in  this  case.  In  individuals  of  fair 
complexion  the  hypopigmented  spots  may  not  be 
easily  recognized.  As  the  child  ages  and  the  rest  of 
the  skin  gains  pigmentation,  these  hypopigmented 
areas  begin  to  stand  out.  Therefore,  the  initial  exam- 
ination of  a child  with  seizures  should  include  a 
careful  search  for  these  lesions  using  a Wood’s  lamp 
to  enhance  the  spots. 

The  skin  and  the  brain  both  originate  from  the 
ectoderm,  the  germ  layer  that  is  defective  in  tuber- 
ous sclerosis.  The  retina  also  is  an  extension  of  the 
neuroectoderm.  In  the  eye  near  the  disc  are  seen 
characteristic  tumors  which  are  gliotic  in  nature. 
These  are  rarely  seen  at  a distance  of  more  than 
twice  the  radius  of  the  optic  nerve. 

The  brain,  of  course,  is  affected.  Hard  areas  in  the 
cortex  called  tubers  an®  characteristic  and  consist  of 
gliosis  with  bizarre  giant  cells.  Tumors  in  the  mid- 
line near  the  foramen  of  Monro  are  also  characteris- 
tic.^ Small  tubers  are  observed  as  irregular  areas  of 
elevation  along  the  ventricles  called  candle  gutter- 
ings  in  this  disease. 

It  is  interesting  that  50-75%  of  the  patients  with 
tuberous  sclerosis  have  seizures  before  one  year  of 
age,  and  90%  of  the  cases  have  seizures  by  the  age  of 
five.  The  types  of  seizures  seen  are  highly  variable. 
Infantile  spasms  are  a common  type.  Hypsarrythmia 
with  complete  disorganization  of  the  electrical 
activity  of  the  brain  can  also  be  seen  on  electroence- 
phalograms. Once  a diagnosis  of  infantile  spasms  is 
made,  it  is  mandatory  to  rule  out  tuberous  sclerosis. 
Sometimes  tuberous  sclerosis  presents  with  general- 
ized seizures,  as  did  the  child  presented  today,  or 
with  focal  seizures.  Seizures  occur  in  about  half  of 
the  patients  with  mental  retardation  and  brain  tu- 
mors in  15%. 

In  the  Journal  of  Radiology  in  1953,  Holt^  de- 
scribed two  types  of  osseous  lesions  in  this  disease. 
One  consisted  of  multiple  sclerotic  areas  in  the  skull 
and  the  other  consisted  of  cyst-like  changes  in  the 
distal  phalanges. 

*DR.  D.  W.  OHRT:  What  are  the  chances  of  the 
next  child  having  this  disease? 

DR.  KELTS:  Well,  if  the  parents  do  not  have  evi- 


*  Resident  in  Pathology,  Sioux  Valley  Hospital,  Sioux  Falls,  SD. 
‘‘Pathologist,  Sioux  Valley  Hospital  and  Laboratory  of  Clinical 
Medicine,  Sioux  Falls,  SD;  Clinical  Associate  Professor  of  Pa- 
thology, School  of  Medicine,  University  of  South  Dakota. 


dence  of  tuberous  sclerosis,  I would  think  it  would 
be  quite  low. 

DR.  BLAKE:  There  is  no  evidence  of  tuberous 
sclerosis  in  the  parents. 

DR.  KELTS:  If  you  can  prove  evidence  of  the  dis- 
ease in  the  parents,  the  autosomal  dominant  trans- 
mission will  result  in  a 50%  chance  of  tuberous 
sclerosis  in  each  subsequent  child. 

**DR.  R.  D.  SCHULTZ:  How  long  will  it  take  to 
know  if  this  child  is  retarded? 

DR.  KELTS:  Establishment  of  retardation  may  take 
some  time.  Often  there  is  significant  lack  of  the 
usual  developmental  milestones  by  one  year  of  age. 
DR.  BLAKE:  The  infant  is  about  three  months  old 
and  so  far  does  not  show  any  obvious  signs  of  men- 
tal retardation. 

DR.  BARLOW:  The  periventricular  calcifications 
on  CT  scan  are  often  in  the  “candle  gutterings” 
described  by  Dr.  Kelts.  These  lesions  are  composed 
of  bizarre  multinucleated  giant  cells.  The  brain  tu- 
mors are  benign  or  malignant  gliomas  seen  in  the 
hemisphere  or  near  the  foramen  of  Monro. 

In  addition  to  the  above,  single  apical  or  multiple 
rhabdomyomas  of  the  heart  composed  of  “spider 
cells’’  may  be  seen.  Occasionally  there  is  a diffuse 
myocardial  rhabdomyomatous  change.  Lung  cysts 
leading  to  pneumothorax  may  also  be  seen. 


BIBLIOGRAPHY 

1.  Critchley,  M and  Earl,  CJC,  Tuberose  sclerosis  and  allied 
conditions,  Brain  55:31 1-346,  1932. 

2.  Lagos,  JC  and  Gomez  MR,  Tuberous  sclerosis,  reappraisal  of 
a clinical  entity,  Mayo  Clin  Proc  42:26-49,  Jan.,  1967. 

3.  Kapp,  TP,  Paulson,  GW,  and  Odom,  GL,  Brain  tumors  with 
tuberous  sclerosis,  J of  Neurosurg  26:191-202,  1967. 

4.  Grover,  WD  and  Harley  RD,  Early  recognition  by  funduscop- 
ic  examination,  J.  of  Ped  75:991-995,  Dec.,  1969. 

5.  Bundy,  S and  Evans,  K,  tuberous  sclerosis:  A genetic  study,  J 
of  Neurol,  Neurosurg  Psychiat  32:591-603,  1969. 

6.  Holt,'JF  and  Dickerson,  WW,  The  osseous  lesions  of  tuber- 
ous sclerosis,  Radiol  58:1-8,  1952. 


■ 14000  Sq.  Ft. 

Devoted  To  Office  Supplies  & Furniture 

Located  "Downtown”  Sioux  Falls 
220  So.  Main  Phone  339-0300 

We  Are  Specialists  In  Office  Layout  & Space  Planning 


10 


SOUTH  DAKOTA 


empties 


the  bowel 


gently. 


fe-iJCVv-- 


Perdiem™  . . / the  re-educotive  {ciic3^' 


. . . relieves  constipation  by  o unique  connhinotion  of 
physiological  bulk  stimulus  and  gentle  pharmacalagir' 

encouragement  of  peristaltic  response 


o 

RORER  vVillIAM  H.  RORER,  INCj 

Fort  Washington,  PA  19034  *i 


Sluggishness  of 
itie  l3o\^els 


Lonsriponon 


Chronic 

Consriporion 


Hobiruorion  ro 
Loxorives 


Abuse  of 
Loxorives 


for  comforjoj’^ 

consripotlo" 

f^rdie 


Made  In  West  Germany 
(Please  see  next  page  for  prescribing  informotion) 


Perdiem™ 

Prescribing  Informorion 

ACTIONS  Perdiem™,  with  its  gentle  oction,  does 
nor  produce  disagreeable  side  effects.  The  veg- 
etable mucilages  of  Perdiem™  soften  the  stool 
ond  provide  pom-free  evocuofion  of  the  bowel 
Perdiem™  is  effective  as  on  oid  to  elimination  for 
the  hemorrhoid  or  fissure  patient  prior  to  ond  fol- 
lowing surgery 

COMPOSITION  Noturol  vegeroble  derivatives:  A 
unique  blend  of  psyllium  and  senna  (Planrogo 
Hydrocolloid  with  Cossia  Pod  Concentrafe) 

INDICATION:  For  relief  of  constiporion. 

PATIENT  WARNING:  Should  nor  be  used  in  the 
presence  of  undiognosed  abdominal  pom.  Fre- 
quent or  prolonged  use  without  the  direaion  of  a 
physicion  IS  nor  recommended  Such  use  may 
lead  to  loxorive  dependence. 

DIRECTIONS  FOR  USE-ADULTS:  Before  breokfost 
ond  after  the  evening  meol,  one  to  two  rounded 
teaspoonfuls  of  Perdiem™  gronules  should  be 
ploced  in  the  mouth  and  swallowed  with  a full 
gloss  of  worm  or  cold  beveroge  Perdiem™ 
gronules  should  not  be  chewed.  After  Perdiem™ 
tokes  effect  (usually  offer  24  hours,  but  possibly 
not  before  36-48  hours),  reduce  the  morning 
and  evening  doses  to  one  rounded  teospoonful 
Subsequent  doses  should  be  odjusted  ofter 
odequote  loxofion  is  obtained, 

IN  OBSTINATE  CASES:  Perdiem™  moy  be  taken 
more  frequently,  up  to  two  rounded  reospoonfuls 
every  six  hours 

FOR  PATIENTS  HABITUATED  TO  STRONG  PURGA- 
TIVES: Two  rounded  reospoonfuls  of  Perdiem^"  in 
the  morning  and  evening  may  be  required 
along  with  half  the  usual  dose  of  the  purgorive 
being  used  The  purgative  should  be  discon- 
tinued os  soon  os  possible  ond  the  dosage  of 
Perdiem’^"  gronules  reduced  when  ond  if  bowel 
rone  shows  lessened  loxorive  dependence 

FOR  COLOSTOMY  PATIENTS  To  ensure  formed 
stools,  give  one  ro  two  rounded  reospoonfuls  of 
Perdiem’^"  in  the  evening  with  worm  liquid 

DURING  PREGNANCY  Give  one  to  two  rounded 
reospoonfuls  each  evening 

FOR  CLINICAL  REGULATION:  For  ponenrs  confined 
ro  bed,  for  those  of  inoaive  hobits,  and  in  the 
presence  of  cordiovosculor  disease  where  strain- 
ing must  be  avoided,  one  rounded  teospoonful 
of  Perdiem™  taken  once  or  twice  daily  will  pro- 
vide regular  bowel  habits  Take  with  a full  gloss  of 
water  or  beveroge, 

FOR  CHILDREN  From  age  7 — 1 1 yeors,  give  one 
rounded  teospoonful  one  ro  two  rimes  doily. 

From  age  12  ond  older,  give  oduir  dosage 

NOTE:  It  IS  extremely  important  that  Perdiem™ 
should  be  token  with  o plentiful  supply  of  liquid. 

HOW  SUPPLIED  Granules:  100  gram  (0  5 oz) 
and  250  gram  (6  8 oz)  conisters 
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The  Physical  Education  Public  Information 
(PEPI)  Project  is  a public  service  cam- 
paign developed  by  AAHPER  to  inform 
Americans  about  the  value  and  benefits  of 
school  physical  education  programs 
The  creation  of  these  public  service 
advertisements  was  made  possible 
through  the  generosity  of  the  Gillette 
Company.  Safety  Razor  Division  Selected 
photos  courtesy  of  the- 1975  Scholastic, 
Kodak  Photography  Awards 
On  behalf  of  our  50.000  professional 
members,  we  solicit  the  cooperation  of 
publishers  in  bringing  these  public  service 
messages  to  the  public  Advertisements 
have  been  provided  in  a variety  of  sizes 
and  we  hope  you  will  use  them  on  a space 
available  basis 
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American  Alliance  for  Health. 
Physical  Education  & Recreation 
1201  16th  Street,  N.W. 
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The  Bureaucrats  have  struck  again!  This  time  it 
comes  not  from  the  Feds,  but  from  our  own  South 
Dakota  Department  of  Social  Services.  Of  course,  I 
refer  to  tjie  new  Medicaid  Management  Information 
System  (MMIS). 

By  the  time  you  read  this,  perhaps  the  Medical 
Association  and  many  interested  physicians  can  get 
the  Department  of  Social  Services  to  modify  or  sim- 
plify this  absolute  maze  of  instructions  and  forms, 
forms  we  must  submit  as  physicians  to  be  reim- 
bursed for  our  services  to  the  elderly  and  the  needy, 
(at  the  usual  discount,  of  course) . 

No  doubt,  our  Department  of  Social  Services  was 
directed  by  the  federal  government  to  devise  a new 
billing  system.  By  their  own  admission,  this  system 
is  devised  not  just  to  make  billing  and  payments 
“more  efficient”,  but  also  is  designed  for  statistical, 
budgeting  and  planning  purposes.  It  also  contains  a 
cute  little  feature  called  “Explanation  of  Medical 
Benefits”  (EOMB)  which  in  effect,  audits  your 
services.  A select  few  patients  each  month  are  sent  a 
list  of  services  rendered  to  them  and  paid  by  Medi- 
care or  Medicaid.  They  will  be  instructed,  no  doubt, 
to  verify  this  bill.  The  Social  Services  Department 
already  anticipates  that  many  of  these  people  will 
not  understand  this  feature  and  states  in  the  Pro- 
vider Manual  that  “providers”  should  be  prepared 
to  assure  any  inquiring  recipients  that  the  EOMB  is 
not  a bill.  Same  old  story,  added  work  for  you  and 
your  staff. 

Essentially,  the  Department  of  Social  Services  has 
employed  a Virginia  Computer  Company  to  set  up  a 
computer  system  for  billing  and  payment  which  will 
be  much  more  efficient.  But  the  three  forms  sent  to 
the  medical  provider  are  difficult  to  comprehend, 
and  they  cannot  deny  this,  since  they  set  up  six  or 
seven  workshops  around  the  state  just  to  explain 
this  (in  their  own  words),  “complex  system”! 

The  workshop  alone  is  terribly  expensive  when 
you  consider  the  man-hours  spent  by  department 
personnel,  teaching  either  you,  or  one  of  your  staff 
how  to  fill  out  a bureaucratic  computer  jig  saw  puz- 
zle. Incidentally,  you  will  foot  the  bill  to  send  any- 
one to  this  session! 

In  January,  Clinic  Managers,  and  others  objected 
to  this  system.  But  the  department  continued  on. 


not  even  considering  that  some  of  us  were  on  a 
computer  billing  and  that  their  system  could  cost  us 
thousands  of  dollars  to  change.  They  refused  to 
consider  that  what  they  propose  will  probably  neces- 
sitate more  work  for  the  physician  and  his  person- 
nel, so  that  a just  reimbursement  can  be  accom- 
plished. They  do  not  seem  to  realize  that  they  are 
shifting  a work  load  to  the  provider,  increasing  his 
costs  and  wasting  his  time  filling  out  forms  at  the 
expense  of  treating  his  patient. 

In  my  opinion,  we  should  resist  a system  that  is 
confusing,  adds  to  our  costs  and  wastes  our  valuable 
time;  time  of  which  we  have  too  little  as  it  is. 

The  entire  MMIS  as  proposed  is  ridiculous.  I rest 
my  case  by  asking  you  to  read  the  last  paragraph  on 
page  21  of  the  Providers  Manual. 

This  will  be  my  last  Presidential  Page  Editorial.  I, 
therefore,  want  to  thank  the  membership  for  honor- 
ing me  in  this  position.  I have  enjoyed  meeting  so 
many  of  you  on  my  visits  across  the  state,  and  these 
meetings  have  thoroughly  reaffirmed  my  conviction 
that  Medicine,  as  practiced  in  the  state  of  South 
Dakota,  is  humane,  thorough  and  just  plain  supe- 
rior. I hope  to  see  many  of  you  in  Aberdeen. 

Sincerely, 

Duane  B.  Reaney,  M.D.,  President 
South  Dakota  State  Medical  Association. 


MAY  1980 
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EXPERIENCED  GENERAL 
SURGEON  NEEDED 

To  join  two  general  internists,  a gastro- 
enterologist, three  family  practitioners  and 
a pediatrician  in  a busy  Satellite  of  the 
Marshfield  Clinic  at  Ladysmith,  Wisconsin. 

Send  curriculum  vitae  to: 

Sidney  E.  Johnson,  M.D. 

Medical  Director 
Marshfield  Clinic 
1 000  North  Oak  Avenue 
Marshfield,  Wl  54449,  or 

Call  collect  at: 

(715)387-5253 


FAMILY  PRACTITIONER  WANTED 

13-man,  mixed  group  practice  seeking  Family 
Practitioner  to  join  its  Family  Practice  Depart- 
ment of  six  Family  Practitioners  located  100 
miles  south  of  the  Twin  Cities  in  a community  of 
25,000.  Ideal  community  with  excellent  schools 
and  multiple  recreational  opportunities,  new  hos- 
pital. Liberal  benefits  and  top  salary  offered. 
This  is  a choice  practice  opportunity  in  rural 
southern  Minnesota.  Please  contact  James  Burns, 
M.D.,  210  N.  St.  Mary  St.,  Albert  Lea,  MN 
56007,  Phone  (507)  373-1441. 
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• provides  effective  symptomatic 
relief 

•b.i.d.  dosage  simplifies  therapy 

• scored  tablet  for  dosage  f lexi  bi  I ity 

OPTIMINE” 

azatadine  maleate,  1 mg.  tablets 

CONTRAINDICATIONS  Use  in  Newborn  or  Premature  In- 
fants This  drug  should  not  be  used  in  newborn  or  pre- 
mature infants. 

Use  in  Nursing  Mothers.  Because  of  the  higher  risk  of  anti- 
histamines for  infants  generally  and  for  newborns  and 
prematures  in  particular,  antihistamine  therapy  is  contrain- 
dicated In  nursing  mothers. 

Use  in  Lower  Respiratory  Disease  Antihistamines  should 
NOT  be  used  to  treat  lower  respiratory  tract  symptoms 
including  asthma 

Antihistamines  are  also  contraindicated  in  the  following 
conditions  hypersensitivity  to  azatadine  maleate  and  other 
antihistamines  of  similar  chemical  structure,  monoamine 
oxidase  inhibitor  therapy  (See  DRUG  INTERACTIONS 
Section) 

WARNINGS  Antihistamines  should  be  used  with  consid- 
erable caution  m patients  with  narrow  angle  glaucoma: 
stenosing  peptic  ulcer,  pyloroduodenal  obstruction; 
symptomatic  prostatic  hypertrophy,  bladder  neck 
obstruction 

Use  in  Children  In  infants  and  children  especially,  anti- 
histamines in  overdosaoe  may  cause  hallucinations,  con- 
vulsions, or  death 

As  in  adults,  antihistamines  may  diminish  mental  alertness 
in  children.  In  the  young  child,  particularly,  they  may  pro- 
duce excitation 

OPTIMINE  TABLETS  ARE  NOt  INTENDED  FOR  USE  IN 

CHILDREN  UNDER  12  YEARS  OF  AGE 

Use  in  Pregnancy  Experience  with  this  drug  in  pregnant 

women  is  inadequate  to  determine  whether  there  exists’a 

potential  for  harm  to  the  developing  fetus 

Use  with  CNS  Depressants  Azatadine  maleate  has  additive 

effects  with  alcohol  and  other  CNS  depressants  (hypnotics, 

sedatives,  tranquilizers,  etc  ) 

Use  in  Activities  Reouirina  Mental  Alertness:  Patients 
should  be  warned  about  engaging  in  activities  requiring 
mental  alertness,  such  as  driving  a car  or  operating  appli- 
ances. machinery,  etc 

Use  in  the  Elderly  (approximately  60  years  or  older):  Anti- 
histamines are  more  likely  to  cause  dizziness,  sedation, 
and  hypotension  in  elderly  patients 

PRECAUTIONS  Azatadine  maleate  has  an  atropine-like  ac- 
tion and.  therefore,  should  be  used  with  caution  in  patients 
with  a history  of  bronchial  asthma,  increased  intraocular 
pressure,  hyperthyroidism,  cardiovascular  disease; 
hypertension 

DRUG  INTERACTIONS  MAO  inhibitors  prolong  and  inten- 
sify the  anticholinergic  (drying)  effects  of  antihistamines. 
ADVERSE  REACTIONS  The  most  frequent  adverse  reac- 
tions are  underlined 

Genera/  Urticaria,  drug  rash,  anaphylactic  shock,  photo- 
sensitivity. excessive  perspiration,  chills,  dryness  of  mouth, 
nose,  and  throat 

Cardiovascular  System:  Hypotension,  headache,  palpita- 
tions, tachycardia,  extrasystoles. 

/-/emato/ogic  System.  Hemolytic  anemia,  thrombocyto- 
penia. agranulocytosis 

Nervous  System.  Sedation,  sleepiness,  dizziness,  dis- 
turbed coordination,  fatigue,  confusion,  restlessness,  exci- 
tation, nervousness,  tremor,  irritability,  insomnia,  euphoria, 
paresthesias,  blurred  vision,  diplopia,  vertigo,  tinnitus, 
acute  labyrinthitis,  hysteria,  neuritis,  convulsions. 
Gastrointestinal  System  Epigastric  distress,  anorexia, 
nausea,  vomiting,  diarrhea,  constipation 
Genitourinary  System  Urinary  frequency,  difficult  urina- 
tion, urinary  retention,  early  menses 
Respiratory  System.  Thickening  of  bronchial  secretions, 
tightness  of  chest  and  wheezing,  nasal  stuffiness 
OVERDOSAGE  Antihistamine  overdosage  reactions  may 
vary  from  central  nervous  system  depression  to  stimula- 
tion Stimulation  is  particularly  likely  in  children  Atropine- 
like signs  and  symptoms  (dry  mouth,  fixed,  dilated  pupils; 
flushing,  and  gastrointestinal  symptoms)  may  also  occur. 

If  vomiting  has  not  occurred  spontaneously,  the  patient 
should  be  induced  to  vomit  This  is  best  done  by  having 
him  drink  a glass  of  water  or  milk  after  which  he  should  be 
made  to  gag.  Precautions  against  aspiration  must  be  taken, 
especially  in  infants  and  children 
If  vomiting  is  unsuccessful,  gastric  lavage  is  indicated 
within  three  hours  after  ingestion  and  even  later  if  large 
amounts  of  milk  or  cream  were  given  beforehand.  Isotonic 
and  y?  isotonic  saline  is  the  lavage  solution  of  choice 
Saline  cathartics,  such  as  milk  of  magnesia,  draw  water 
into  the  bowel  by  osmosis  and  therefore  are  valuable  for 
their  action  in  rapid  dilution  of  bowel  content. 

Stimulants  should  n£t  be  used. 

Vasopressors  may  be  used  to  treat  hypotension 
FEBRUARY  1977  11055010 

For  more  complete  details,  consult  package  insert  or 
Sobering  literature  available  from  your  Schering  Represen- 
tative or  Professional  Services  Department.  Schering  Cor- 
poration. Kenilworth,  New  Jersey  07033. 

Sobering  Corporation 
Kenilworth.  New  Jersey  07033 
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SUPPOSITORIES/CREAM  WITH 


HYDROCORTISONE  ACETATE 
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#1  prescribed  hemorrhoidal  pr^^jct  > j f 
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ANUSOL-HC*  SUPPOSITORIES 

Hemorrhoidal  Suppositories 

ANUSOL-HC’*  CREAM 

Rectal  Cream  with  Hydrocortisone  Acetate 

Caution:  Federal  law  prohibits  dispensing  without 

prescription. 

Description:  Each  Anusol-HC  Suppository  contains  hydrocor- 
tisone acetate,  10  0 mg;  bismuth  subgallate,  2.25%;  bismuth 
resorcin  compound,  1.75%:  benzyl  benzoate,  1.2%;  Peruvian 
balsam,  1.8%,  zinc  oxide,  110%;  also  contains  the  following 
inactive  ingredients:  dibasic  calcium  phosphate,  and  certified 
coloring  in  a hydrogenated  vegetable  oil  base. 

Each  gram  of  Anusol-HC  Cream  contains  hydrocortisone 
acetate,  5.0  mg,  bismuth  subgallate,  22.5  mg;  bismuth 
resorcin  compound,  17,5  mg,  benzyl  benzoate,  12  0 mg; 
Peruvian  balsam,  18.0  mg;  zinc  oxide,  1 10.0  mg,  also  contains 
the  following  inactive  ingredients;  propylene  glycol,  propyl- 
paraben, methylparaben,  polysorbate  60  and  sorbitan 
monostearate  in  a water-miscible  base  of  mineral  oil,  glyceryl 
stearate  and  water 

Indications:  Anusol-HC  Suppositories  and  Anusol-HC  Cream 
are  adjunctive  therapy  for  the  symptomatic  relief  of  pain  and 
discomfort  in:  external  and  internal  hemorrhoids,  proctitis, 
papillitis,  cryptitis,  anal  fissures,  incomplete  fistulas  and  relief  of 
local  pain  and  discomfort  following  anorectal  surgery. 

Anusol-HC  Cream  is  also  indicated  for  pruritus  ani. 


Anusol-HC  is  especially  indicated  when  inflammation  is 
present.  After  acute  symptoms  subside,  most  patients  can  be 
maintained  on  regular  Anusol®  Suppositories  or  Ointment. 
Contraindications:  Anusol-HC  Suppositories  and  Anusol-HC 
Cream  are  contraindicated  in  those  patients  with  a history  of 
hypersensitivity  to  any  of  the  components  of  the  preparations. 
Warnings:  The  safe  use  of  topical  steroids  during  pregnancy 
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ABSTRACT 

A large  number  of  new  thyroid  function  tests 
have  become  available  in  recent  years.  An  under- 
standing of  what  these  tests  measure  and  when  to 
use  them  will  improve  the  physician’s  ability  to 
diagnose  and  treat  hypothyroidism. 


The  development  of  radioimmunoassay  tech- 
niques for  measurement  of  hormones  in  biologic 
fluids  has  simplified  the  diagnosis  of  thyroid 
disorders.  This  article  will  review  the  commonly 
available  thyroid  function  tests  and  provide  a practi- 
cal guide  for  selection  of  appropriate  tests  to  be  used 
in  the  diagnosis  of  hypothyroidism. 

Total  Serum  Thyroxine  (T4);  Total  (free  and 
bound)  serum  thyroxine  is  readily  measured  by  sen- 
sitive radioimmunoassay  or  competitive  protein 
binding  methods.  Since  more  than  99%  of  thyroxine 
in  serum  is  bound'"^  to  thyroxine-binding  globu- 
lin (TBG),  thyroxine-binding  prealbumin  (TBPA) 
and  albumin,  changes  in  serum  protein  levels  or 
interference  with  protein  binding  by  drugs  will  affect 
the  total  thyroxine  leveP  ^’.  The  normal  range  for 
T4  in  most  laboratories  is  between  4 and  12  ug/dl. 
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Determination  of  total  serum  thyroxine  is  the 
best  screening  test  for  hypothyroidism^'^.  A low 
serum  T4  confirms  the  diagnosis  of  hypothyroidism 
as  long  as  binding  protein  levels  are  normal  and  the 
patient  is  not  receiving  medication  such  as  diphe- 
nylhydantoin  (Dilantin)  or  large  doses  of  salicylates 
which  displace  T4  from  its  binding  proteins^’*. 
Radiopaque  contrast  materials  used  in  diagnostic  ra- 
diology and  treatment  with  iodine-containing  med- 
ications do  not  interfere  with  the  determination  of 
T4  by  radioimmunoassay  but  will  cause  spurious 
elevation  of  the  protein-bound  iodine  (PBI)  or  T4 
iodine  by  column. 

Advanced  hypothyroidism  is  usually  obvious  to 
the  examining  physician  and  the  diagnosis  is  easily 
confirmed  by  measurement  of  the  serum  T4.  In  early 
or  subclinical  cases  of  primary  hypothyroidism,  se- 
rum T4  levels  may  be  normal  but  the  diagnosis  can 
be  confirmed  by  demonstrating  an  elevated  plasma 
thyrotropin  (TSH)  level^.  Serum  T4  levels  cannot 
be  used  to  diagnose  hypothyroidism  in  patients  tak- 
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ing  diphenylhydantoin  or  large  doses  of  salicylates 
or  in  patients  with  hypoproteinemia  (see  Table  I). 
Under  these  circumstances  the  diagnosis  of  hypo- 
thyroidism is  best  confirmed  by  demonstrating  a low 
free  thyroxine  (FT4)  level  in  serum  or  by  calculating 
the  free  thyroxine  index^.  Determination  of  plas- 
ma TSH  levels  may  also  be  helpful  in  this  situation  if 
pituitary  and  hypothalmic  disease  can  be  excluded. 
Although  free  thyroxine  is  the  metabolically  active 
form  of  the  hormone,  it  must  be  measured  by  ultra- 
filtration or  equilibrium  dialysis'*^.  This  tech- 
nique is  cumbersome,  time-consuming  and  expen- 
sive which  makes  it  unsuitable  for  routine  clinical 
use.  In  most  laboratories  the  normal  range  for  free 
thyroxine  is  0.6  to  2.6  ng/dl. 


TABLE  I 

Factors  that  Affect  Interpretation 

Serum  T^ 

Levels 

A.  Euthyroid  Patient 

B.  Hypothyroid  Patient 

with  low  T4 

with  normal  T4 

Nephrotic  Syndrome 

Estrogen  Therapy 

Cirrhosis 

Oral  Contraceptives 

Major  Illness 

Pregnancy 

Androgen  Therapy 

Anabolic  Steroids 
Glucocorticoids 

Phenytoin  (Dilantin) 
Salicylates 

Genetic  Decrease  in  TBG 

Hashimoto’s  thyroiditis 

Iodine  Deficiency 

Post  Therapy 

Total  Serum  Triiodothyronine  (T3):  Triiodothy- 
ronine has  approximately  four  times  the  metabolic 
activity  of  thyroxine'’^  " and  like  T4  is  largely 
bound  to  protein  in  the  circulation'  ".  Measure- 
ment of  T3  by  RIA  is  not  generally  helpful  in  the 
diagnosis  of  hypothyroidism  since  it  is  often  within 
the  normal  range'’^.  In  addition,  a variety  of 
acute  and  chronic  nonthyroidal  diseases  are  associ- 
ated with  low  serum  T3  concentrations  due  to  dimin- 
ished protein  binding  of  T3  or  decreased  peripheral 
conversion  of  T4  to  T3  (see  Table  II).  A “low  T3 
syndrome”  has  also  been  described  in  euthyroid 
sick  patients  that  cannot  be  explained  by  decreased 
plasma  T3  binding  or  advanced  age.  It  appears  that 
low  T3  levels  under  these  circumstances  result  from 
decreased  peripheral  conversion  of  T4  to  T3^. 
This  “syndrome”  is  probably  encountered  more 
commonly  than  low  T4  values  in  patients  with  non- 
thyroidal disease. 

Free  T3  levels  can  be  determined  by  equilibrium 
dialysis  in  a manner  similar  to  that  employed  for 
measurement  of  free  T4.  To  date,  measurement  of 
free  T3  has  not  been  useful  in  the  diagnosis  of  hypo- 
thyroidism. 


TABLE  II 

Decreased  Serum  Tj  Levels  Are  Found  With: 


Hypothyroidism  ± 
Decreased  TBG  Levels 
Normal  Newborns 
Elderly  Patients 
Malnutrition 
Systemic  Disease 
Glucocorticoids 
Postoperative  State 
Propylthiouracil 
Ipodate  (Oragrafin) 
and 

lopanoic  Acid  (TelePaque) 
Low  Tj  Syndrome 


Resin  T3  Uptake  (RT3U):  This  test  derives  its 
name  from  the  fact  that  radioactive  triiodothyronine 
("'I-T3)  and  a resin  sponge  are  added  to  the  pa- 
tient’s plasma.  It  is  a measure  of  available  binding 
sites  for  thyroid  hormone  and  does  not  measure  the 
concentration  of  T3  in  plasma''^’^’^  '^.  The  re- 
sults of  the  test  are  determined  primarily  by  the 
thyroxine  level  and  the  concentration  of  binding 
proteins  in  plasma.  Since  two  variables  are  involved 
in  the  outcome  of  this  test  the  RT3U  should  never 
be  used  alone  to  assess  thyroid  function.  Deter- 
mination of  the  RT3U  in  conjunction  with  a serum 
T3  or  T4  level  provides  a relatively  simple  way  to 
detect  abnormalities  of  thyroid  hormone  binding.  In 
most  patients  both  the  RT3U  and  T4  are  low  in  hypo- 
thyroidism and  increased  in  hyperthyroidism' 
Divergent  results,  i.e.,  a low  T4  and  a high  RT3U  or 
a high  T4  and  a low  RT3U  suggest  abnormalities  in 
the  binding  of  thyroid  hormone  due  to  drugs  or 
alterations  in  the  concentration  of  binding  proteins 
in  plasma^’*'-^'^-'^.  In  general,  the  direction  of 
change  in  serum  T4  indicates  whether  there  is  an 
increase  or  decrease  in  the  concentration  of  binding 
proteins.  A high  T4  with  a low  RT3U  is  consistent 
with  an  increase  in  the  concentration  of  binding  pro- 
tein whereas  a low  T4  with  a high  RT3U  is  the  result 
of  low  levels  of  binding  protein  or  interference  with 
binding  by  drugs.  Under  these  circumstances  the 
concentration  of  free  T3  and  free  T4  are  usually  nor- 
mal and  the  patient  is  euthyroid  despite  the 
increased  or  decreased  levels  of  T3and/or  T4  in  plas- 
ma. When  this  situation  is  encountered,  the  euthy- 
roid status  of  the  patient  can  be  confirmed  by  direct 
determination  of  the  plasma  concentration  of  free  T3 
or  free  T4  by  equilibrium  dialysis  or  by  calculation  of 
the  free  T3  or  free  T4  index.  This  index  which  is  a 
reasonable  approximation  of  the  concentration  of 
free  T3  or  free  T4  in  plasma,  is  derived  by  multiply- 
ing the  total  T3  or  T4  by  the  RT3U'^''^.  The  free 
T,  or  T4  index  is  not  a direct  measure  of  free  hor- 
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mone  levels  and  has  no  units.  Thus,  if  the  normal 
range  for  serum  T4  is  4-11  ug/dl  and  the  normal 
range  for  RT3U  is  25-35%,  the  normal  range  for  the 
free  T4  index  is  1.0  to  3.8  (4  x 0.25  to  1 1 x 0.35). 
The  free  T3  index  can  be  calculated  in  a similar 
manner  using  the  serum  T3  level  measured  by  RIA'^. 

Plasma  Thyroid  Stimulating  Hormones  (TSH) 
Level:  Measurement  of  plasma  TSH  by  radioimmu- 
noassay has  simplified  the  diagnosis  of  hypothyroid- 
ism and  permits  the  physician  to  distinguish 
between  intrinsic  thyroid  disease  and  pituitary  dys- 
function. In  most  laboratories  the  normal  range  of 
plasma  TSH  is  0 to  lO/uU/ml. 

If  hypothyroidism  is  due  to  thyroid  failure  (prima- 
ry hypothyroidism),  plasma  TSH  levels  are  almost 
always  increased^-'^  '*.  Thus,  in  primary  hypo- 
thyroidism the  laboratory  profile  usually  shows  a 
low  serum  T4 , a low  or  normal  T3,  a low  Rt3U  and  a 
high  serum  TSH.  In  contrast,  plasma  TSH  levels  are 
normal  or  low^''^  '^  in  patients  with  pituitary 
disease  (secondary  hypothyroidism)  who  are  unable 
to  synthesize  and  secrete  TSH  in  patients  with  hypo- 
thalamic disease  (tertiary  hypothyroidism)  who  are 
unable  to  secrete  thyrotropin  releasing  hormone 
(TRH).  The  importance  of  measuring  plasma  TSH 
levels  in  all  patients  with  hypothyroidism  cannot  be 
overemphasized.  Failure  to  perform  this  simple  test 
may  cause  the  physician  to  overlook  serious  pitu- 
itary or  central  nervous  system  disease  with  a poten- 
tially disastrous  outcome.  If  normal  or  low  plasma 
TSH  levels  are  found  in  patients  with  hypothyroid- 
ism, additional  endocrine,  neurologic  and  radiologic 
studies  are  indicated  to  clearly  define  the  underlying 
disease.  The  sensitivity  of  the  negative  feedback 
mechanism  at  the  level  of  pituitary  is  such  that  an 
increase  in  plasma  TSH  can  occur  with  only  a 1 y,%l 
dl  decrease  in  serum  T4'^.  In  view  of  this,  a 
compensatory  increase  in  plasma  TSH  will  often 
occur  in  early  subclinical  hypothyroidism  which  T3 
and  T4  levels  are  still  within  the  normal  range.  These 
observations  make  it  possible  for  the  physician  to 
recognize  the  onset  of  hypothyroidism  in  patients  at 
risk  (Hashimoto’s  thyroiditis,  radioiodine  therapy 
or  thyroid  surgery)  and  to  initiate  replacement 
therapy  before  the  disease  becomes  clinically  mani- 
fest’^. In  some  very  rare  cases  such  as  transient 
thyroiditis,  TSH  elevation  is  only  transitory,  and 
these  do  not  always  require  thyroid  hormone  re- 
placement’*^. 

TSH  Stimulation  by  Thyrotropin  Releasing 
Hormone  (TRH):  Thyrotropin  releasing  hormone 
is  a simple  tripeptide  produced  by  the  neurosecreto- 
ry cells  of  the  hypothalamus.  When  220-500  ug  of 
synthetic  TRH  is  administered  to  normal  human 
subjects  by  intravenous  injection  there  is  a rapid  and 


progressive  rise  in  plasma  TSH  with  peak  levels  of 
10-13  /LtU/ml  being  attained  in  15  to  45  min- 
utes^-This  change  in  TSH  secretion  has  no 
appreciable  effect  on  plasma  T4  but  leads  to  an 
increase  in  plasma  T3  levels  which  reach  a maximum 
value  in  approximately  120  minutes^’. 

A marked  increase  in  plasma  TSH  levels  following 
administration  of  TRH  may  be  useful  in  the  diagno- 
sis of  subclinical  hypothyroidism  in  patients  at  risk 
who  have  an  equivocal  increase  in  plasma  TSH  con- 
centrationThe  response  to  TRH  is  also  accen- 
tuated in  patients  with  well-established  primary 
hypothyroidism  but  the  test  is  unnecessary  under 
these  circumstances  since  basal  plasma  TSH  levels 
are  clearly  elevated^.  In  some  instances,  TRH 
administration  may  be  helpful  in  distinguishing  sec- 
ondary (pituitary)  and  tertiary  (hypothalamic)  hypo- 
thyroidism. Theoretically,  patients  with  pure  hypo- 
thalamic disease  fail  to  secrete  endogenous  TRH  but 
have  a normal  anterior  pituitary.  Under  these  cir- 
cumstances the  TSH  response  to  TRH  administra- 
tion is  normal  or  accentuated  with  a delayed 
peak^”-^’.  In  contrast,  patients  with  extensive  pitui- 
tary disease  are  unable  to  synthesize  TSH  and  can- 
not respond  to  TRH  administration.  Despite  these 
considerations,  some  patients  with  hypothalamic 
disease  fail  to  respond  while  other  patients  with 
intrinsic  pituitary  disease  respond  normally^^  to 
TRH  administration.  This  seeming  paradox  may  be 
explained  by  the  fact  that  pituitary  disease  does  not 
necessarily  destroy  all  TSH-producing  cells  and  that 
hypothalamic  disease  may  extend  into  and  com- 
promise the  function  of  the  anterior  pituitary  in 
some  patients.  Hence,  in  any  given  patient  it  may 
not  be  possible  to  determine  the  location  or  extent 
of  hypothalamic-pituitary  disease  by  means  of  this 
test. 

Thyroidal  Radioactive  Iodine  Uptake  (RAIU): 

This  test  measures  the  ability  of  the  thyroid  to  trap 
radioiodine  but  does  not  necessarily  provide 
information  concerning  thyroid  hormone  synthesis. 
In  general,  a low  RAIU  is  expected  in  hypothyroid- 
ism but  normal  or  increased  values  are  sometimes 
found  in  hypothyroid  patients  with  Hashimoto’s 
thyroiditis,  iodine  deficiency  or  enzymatic  defects  in 
thyroxine  synthesis’-’.  In  addition,  exogenous 
iodide  or  thyroid  hormone  will  suppress  the  RAIU 
of  normal  subjects  into  the  hypothyroid  range.  At 
the  present,  the  RAIU  is  of  little  value  in  the  di- 
agnosis of  hypothyroidism  and  has  been  replaced  by 
determination  of  plasma  TSH  levels  and  the  re- 
sponse to  TRH. 

In  summary,  the  advent  of  radioimmunoassay 
procedures  has  greatly  simplified  the  diagnosis  of 
hypothyroidism.  If  the  disease  is  suspected,  a serum 
thyroxine  level  (T4  by  RIA)  should  be  obtained.  If 


MAY  1980 


21 


the  thyroxine  level  is  low,  abnormalities  of  protein- 
binding should  be  excluded  by  measurement  of  the 
T3  resin  uptake.  If  the  latter  is  normal,  determina- 
tion of  the  plasma  TSH  level  is  an  essential  part  of 
the  investigation.  A high  TSH  level  confirms  the 
diagnosis  of  primary  hypothyroid  and  signals  the 
need  for  replacement  therapy.  A low  or  normal  TSH 
level  in  a patient  with  hypothyroidism,  however,  is 
strongly  suggestive  of  hypothalamic  or  pituitary  dis- 
ease and  indicates  the  need  for  further  study  prior  to 
the  initiation  of  therapy. 
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Dear  Doctor: 

In  past  years  Dow  Pharmaceuticals 
has  been  the  only  company  that  has 
had  a hospitality  room  available 
throughout  your  annual  state  meet- 
ings for  the  convenience  of  you  and/ 
or  your  family. 

Once  again  I would  like  to  say 
"Thank  you"  for  your  prescriptions 
by  inviting  you  to  stop  in  for  a snack 
and  gifts  for  all.  You  have  made  it 
possible. 

See  you  in  Aberdeen! 

RUSS  BONACKER 
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SOUTH  DAKOTA  ACADEMY  OF  FAMILY  PHYSICIANS 
3001  South  Holly  Avenue 
Sioux  Falls,  SD  57105 
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Lloyd  J.  Sweeney,  M.D.  is  shown  pictured  with 
his  Distinguished  Service  Award,  presented  by  our 
chapter  for  his  outstanding  efforts  as  founding  di- 
rector of  the  Sioux  Falls  Family  Practice  Residency. 
The  award  was  made  to  Dr.  Sweeney  by  SDAFP 
Sec/Treas.  L.H.  Amundson  during  a trip  to  Phoenix 
earlier  this  year. 

Lloyd  and  Lois  now  reside  in  Sun  City,  AZ  and 
Lloyd  is  Associate  Director  of  the  Phoenix  Baptist 
Family  Practice  Residency.  The  Director  is  Dr. 
James  Grobe,  former  AAFP  President. 

Lloyd  sends  his  thanks  to  SDAFP  for  this  award, 
and  the  certificate  of  resolution  which  was  passed  at 
the  August  10,  1979  business  meeting. 


Proposed  Bylaw  Changes/ Additions 

(To  be  voted  upon  at  annual  business  meeting  Au- 
gust 15, 1980) 

Submitted  by  Board  of  Directors 

1.  Bylaws,  Chapter  IX,  Section  9.  This  currently 
reads:  The  organization  may  pay  round  trip  coach 
airfare  to  standing/special  committee  chairmen 
(or  designated  alternate)  who  attend  AAFP 
sponsored  national  meetings  of  said  committees 
(e.g.  Education  Committee,  Legislative  Com- 
mittee). Proposed  addition  would  have  Section  9 
read  as  follows:  The  organization  may  pay  round 
trip  coach  airfare  and  advertised  registration  fees 
to  standing/special  committee  chairmen  (or  des- 
ignated alternate)  who  attend  AAFP  sponsored 
national  meetings  of  said  committees  (e.g.  Edu- 
cation Committee,  Legislative  Committee). 

2.  Bylaws,  Chapter  V,  Section  1.  Paragraph  two  of 
Section  1 now  reads:  The  president  shall  serve  as 
general  and  scientific  prograjn  chairman  for  the 
annual  meeting  held  at  the  conclusion  of  his  year 
in  office.  He  may  appoint  other  members  to  form 
a program  committee  for  this  annual  meeting  and 
for  other  state  chapter  meetings  that  may  be  held. 
Proposed  changes  would  remove  this  paragraph 
from  Section  1,  reword  it  as  follows,  and  have  it 
become  paragraph  two  of  Section  2,  Chapter  V, 
Bylaws:  The  president-elect  shall  serve  as  general 
and  scientific  program  chairman  for  the  annual 
meeting  at  which  he  becomes  president.  He  may 
appoint  other  members  to  form  a program  com- 
mittee for  this  annual  meeting  and  for  other  state 
chapter  meetings  that  may  be  held  during  his 
year  as  president-elect. 

Board  Candidate  Nominated 

The  SDAFP  nominating  committee  has  placed 
Charles  Swanson,  MD,  of  Pierre,  on  the  slate  as  a 
candidate  for  the  Board  of  Directors.  The  election 
will  be  held  at  the  Black  Hills  Summer  Seminar  An- 
nual Meeting,  August  15,  1980.  Further  nomi- 
nations can  be  made  from  the  floor  at  the  meeting. 
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South  Dakota  State  Medical  Associat: 


SMITH  KLINE  &FRENCH 

LABORATORIES 

1500  Spring  Garden  St , PO  Box  7929, 

Philadelphia,  PA  19101 

PHARMACEUTICAL  DIVISION 

EVANSVILLE.  INDIANA  4 7 721 

MILEX  PRODUCTS,  INC. 

South  Dakota  Blue  Shield 

MEDICAL  INNOVATORS 

5915  Northwest  Hwy. 

SIOUX  FALLS,  SOUTH  DAKOTA 

Chicago,  IL  60631 

ROWELL 

LABORATORIES,  INC. 

BAUDETTE,  MINNESOTA 
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Searle  Laboratories 

Division  of  Searle  Pharmaceuticals  Inc. 
Box  5110,  Chicago,  IL  60680 


MSP 

MERCK 

SHARPS 

DOHME 
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PHARMACEUTICALS 

COMPANY 

SUMMIT!,  NEW  JERSEY 


10  Annual  Meeting  SPONSORS 


Dow  Pharmaceuticals 

PARKE-DAVIS 

R.  L.  "Russ"  Bonacker 

Medical  Service  Representative 

MORRIS  PLAINS,  NEW  JERSEY 

^Rociit^ 

ROCHE  LABORATORIES 

/I'H'I^OBINS 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  071 10 

RICHMOND,  VIRGINIA 

ELI  LILLY 

WYETH  LABORATORIES 

AND  COMPANY 

P.O.  Box  3034,  St.  Paul,  Minn.  55165 

INDIANAPOLIS,  INDIANA 

GEIGY 

PHARMACEUTICALS 

THE  UPJOHN  COMPANY 

SUAAMIT,  NEW  JERSEY 

KALAMAZOO,  MICHIGAN 
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MICOMP  Data  Systems,  Inc. 

CONSULTING 
MEDICAL  & DENTAL  BILLING  SYSTEMS 
GENERAL  ACCOUNTING  PACKAGES 

micomp 

date  sqstenis  inc. 

MICOMP  Data  Systems,  Inc. 

CONSULTING 
MEDICAL  & DENTAL  BILLING  SYSTEMS 
GENERAL  ACCOUNTING  PACKAGES 


GREETINGS 

FROM 


JERRY  MAGINN 
Medical  Service  Representative 

MOBIDIN® 

(magnesium  salicylate) 

An  analgesic  and  anti-inflammatory  for  long- 
term therapy  in  mild-to-moderately  severe 
osteoarthritis  and  rheumatoid  arthritis. 

• MOBIDIN  provides  prompt  pain  relief 

• MOBIDIN  provides  increased  mobility 

• MOBIDIN  preferred  because  it  is  sodium 
free  with  pH  7.1 

• MOBIDIN  preferred  over  aspirin  for  less 
G.l.  distress 

• MOBIDIN  preferred  because  of  its  safety 
...  no  free  salicylic  acid 

AB.  F.  Ascher  & Co.,  Inc. 
Kansas  City,  Missouri 
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Laboratory  Aids 


Sponsored  by  the  South  Dakota  Society  of  Pathologis 


Silent  Liver  Disease:  A New  Aid  In  Diagnosis- 
Bile  Acid  Level 


For  a number  of  years  the  bromosulfalein  dye 
retention  test  (BSP)  was  used  to  detect  minimal  or 
silent  liver  disease.  This  test  was  discarded  for  a 
number  of  reasons.  1.  Severe  local  skin  necrosis 
which  occurred  if  the  dye  was  injected  extravascu- 
larly.  2.  Systemic  reactions  which  included  anaphy- 
lactic shock  in  occasional  patients. 

No  one  wants  to  subject  a patient  who  may  not  be 
ill,  or  at  best  only  mildly  ill,  to  a risky  test  like  the 
BSP  test.  One  could,  of  course,  always  do  a liver 
percutaneous  liver  biopsy  to  determine  whether 
subclinical  liver  disease  was  present.  However,  the 
risks  of  this  invasive  procedure  are  even  more  obvi- 
ous than  the  BSP. 

The  fasting  bile  acid  level  determination  is  a 

sensitive  new  test  in  which  an  elevated  result  is  ind- 
icative of  liver  disease.  It  is  especially  useful  in  indi- 
cating further  evaluation  in  patients  with  negative  or 
borderline  conventional  liver  function  tests.  For 
example,  a patient  with  known  chronic  active  hep- 
atitis often  will  demonstrate  elevated  bile  acid  val- 
ues several  weeks  prior  to  changes  in  transaminase 
levels. 

Bile  acid  determination  is  usually  performed  by 
radioimmunoassay,  which  has  increased  both  the 
sensitivity  and  specificity  compared  to  other  meth- 
ods of  measuring  bile  acids.  The  test  primarily 
measures  the  conjugated  bile  acid  cholylglycine  with 
minimal  cross  reactivity  with  other  bile  acids. 

I would  caution  you  that  this  test  does  not  differ- 
entiate between  various  forms  of  liver  disease,  but 
simply  indicates  that  liver  disease  is  present.  Further 
studies  depending  on  the  individual  situations  will 
have  to  determine  the  actual  causation  of  the  elevat- 
ed bile  acid  determination. 

John  F.  Barlow,  M.D. 

Pathologist 


BIBLIOGRAPHY 

Demers,  LM,  and  Hepner,  GW,  Am  J of  Clin  Path,  66:831-839. 
Korman,  MG  et  al,  N Eng  JM,  290:1399-1402. 
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Each  capaule  containa 
5 mg  chlordiazepozide  HCl 
and  2.5  mg  clidinium  Br 


antianxiety/antisecretory/antispasmodic 


for  adjunctive  therapy  of  duodenal  ulcer* 
and  irritable  bowel  syndrome* 


Librax 

Please  consult  complete  prescribing  informa- 
tion, a summary  of  which  foilows: 

indications:  Based  on  a review  of  this 
drug  by  the  National  Academy  of 
Sciences — National  Research  Council 
and/or  other  information,  FDA  has  classi- 
fied the  indications  as  follows: 

■'Possibly  ' effective:  as  adjunctive  therapy 
m the  treatment  of  peptic  ulcer  and  in  the 
treatment  of  the  irritable  bowel  syndrome 
(irritable  colon,  spastic  colon,  mucous  col- 
itis) and  acute  enterocolitis. 

Final  classification  of  the  less-than- 
effective  indications  requires  further 
investigation 

Contraindications:  Glaucoma,  prostatic  hyper- 
t'ophy,  benign  bladder  neck  obstruction,  hyper- 
sensitivity to  chlordiazepoxide  HCl  and/or 
clidinium  Bromide 

Warnings:  Caution  patients  about  possible  com- 
bined effects  with  alcohol  and  other  CNS 
depressants  and  against  hazardous  occupations 
'equiring  complete  mental  alertness  (e  g.,  operat- 
'ng  machinery,  driving)  Physical  and  psychologi- 
cal dependence  rarely  reported  on  recommended 
doses,  but  use  caution  in  administering  Librium* 
(chlordiazepoxide  HCl/Roche)  to  known  addic- 


tion-prone individuals  or  those  who  might  increase 
dosage;  withdrawal  symptoms  (including  con- 
vulsions) reported  following  discontinuation  of  the 
drug. 

Usage  in  Pregnancy:  Use  of  mmor  tran- 
quilizers during  first  trimester  should 
almost  always  be  avoided  because  of 
increased  risk  of  congenital  malforma- 
tions as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when 
instituting  therapy.  Advise  patients  to  ^ 
discuss  therapy  if  they  intend  to  or  do 
become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation 
may  occur 

Precautions:  In  elderly  and  debilitated,  limit  dos- 
age to  smallest  effective  amount  to  preclude 
ataxia,  oversedation,  confusion  (no  more  than  2 
capsules/day  initially;  increase  gradually  as 
needed  and  tolerated).  Though  generally  not 
recommended,  if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully  consider 
pharmacology  of  agents,  particularly  potentiating 
drugs  such  as  MAO  inhibitors,  phenothiazines. 
Observe  usual  precautions  in  presence  of  im- 
paired renal  or  hepatic  function  Paradoxical 
reactions  reported  in  psychiatric  patients  Employ 
usual  precautions  in  treating  anxiety  states  with 
evidence  of  impending  depression  suicidal  tend- 
encies may  be  present  and  protective  measures 
necessary  Variable  effects  on  blood  coagulation 
reported  very  rarely  in  patients  receiving  the  drug 


and  oral  anticoagulants;  causal  relationship  not 
established. 

Adverse  Reactions:  No  side  effects  or  manifes- 
tations not  seen  with  either  compound  alone 
reported  with  Librax.  When  chlordiazepoxide  HCl 
is  used  alone,  drowsiness,  ataxia,  contusion  may 
occur,  especially  in  elderly  and  debilitated,  avoid- 
able in  most  cases  by  proper  dosage  adjustment, 
but  also  occasionally  observed  at  lower  dosage 
ranges.  Syncope  reported  in  a few  instances  Also 
encountered:  isolated  instances  of  skin  eruptions, 
edema,  minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms,  increased 
and  decreased  libido — all  Infrequent,  generally 
controlled  with  dosage  reduction;  changes  in  EEG 
patterns  may  appear  during  and  after  treatment, 
blood  dyscrasias  (including  agranulocytosis), 
jaundice,  hepatic  dysfunction  reported  occasion- 
ally with  chlordiazepoxide  HCl,  making  periodic 
blood  counts  and  liver  function  tests  advisable 
during  protracted  therapy.  Adverse  effects  re- 
ported with  Librax  typical  of  anticholinergic 
agents,  i.e.,  dryness  of  mouth,  blurring  of  vision, 
urinary  hesitancy,  constipation  Constipation  has 
occurred  most  often  when  Librax  therapy  is  com- 
bined with  other  spasmolytics  and/or  low  residue 
diets 


Roche  Products.  Inc 
Manati,  Puerto  Rico  00701 


This  insurance  claim  form 
is  the  most  widely  used 

and  accepted  in  America . 


Are  you  using  it? 


If  you’re  not  using  the  Official  AMA  Uniform 
Health  Insurance  Claim  Form,  chances  are  you 
should  be.  It  is  accepted  by  all  states  for 
Medicare,  many  states  for  Medicaid,  and  almost 
all  commercial  carriers  and  Blue  Shield  Plans. 

Developed  by  the  AMA  in  cooperation  with 
carriers,  government  agencies,  and  other  groups,  it 
is  the  most  current  and  universally  used  reporting 
form  available. 

And  it  can  save  you  and  your  staff  a lot  of  time. 
You  use  just  one  form — one  format — for  most  of 
your  reporting  instead  of  having  to  decipher  a 
bunch  of  different  ones. 

Be  sure  you  get  the  Official  AMA  Health 
Insurance  Claim  Form;  mail  this  order  form  with 
your  payment  today. 


ORDERING  INFORMATION 


Type  of  Form 

Quantify* 

Price 

per  thousand 

( ) Single  Form,  OP-407 

l,(XX)-25,000 

$23.10 

(In  pads  of  one  hundred) 

( ) Snap-out  Form,  OP-408 

1,000-25,000 

$35.20 

(Original  and  carbon) 

( ) Continuous  Computer  Form, 

1,000-25,000 

$36.00 

OP-409 

(Original  and  one  carbon) 

TOTAL 

*NOTE:  Larger  quantities  available  at  special  rates.  Write  to: 
Order  Handling,  AMA,  535  N,  Dearborn,  Chicago  IL  60610 


To  order:  Indicate  type  of  form  and  quantity  desired, 
compute  total  cost,  and  send  order,  accompanied  by 
check  or  money  order  (payable  to  the  American  Medical 
Association),  to  the  address  below: 

Order  Department 
American  Medical  Association 
P.  O.  Box  821 
Monroe,  Wisconsin  53566 
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NORTH  CENTRAL  MEDICAL  CONFERENCE 
Iowa,  Minnesota,  Nebraska,  North  Dakota,  South  Dakota 


Invites  You  On  A 

Far  East 
Adventure^ 

Two  weeks  in  exotic  Japan,  Singapore  and  Hong  Kong 
Departing  Minneapolis-St.  Paul,  Des  Moines  and  Omaha  on  October  2, 1980 


3onne  with  us  for  a relaxing,  do-as-you- 
3lease  holiday  in  the  Orient,  See  snow- 
:apped  Mt.  Fuji  and  the  glitter  of  Tokyo's 
Sinza.  Ride  the 
130  MPH  Bullet 
fra  in  to  Kyoto, 

Japan's  ancient 
capital.  Explore 
'Instant  Asia"  in 
Singapore's  exotic 
sights  and  sounds. 

See  spectacular  F 
Kong  Flarborand 
colorful  Kowloon. 

Shop  for 


tailor-made  clothes  at  bargain  prices. 
Find  tempting  buys  in  jade,  pearls,  silk, 
electronicsandcameras.  Itall  awaits  you. 

Far  East  Adventure 
includes:  Round 
trip  flights  via 
Japan  Airlines  and 
Singapore  Airlines 
wide-bodied  jets, 
deluxe  hotels, 
American  breakfasts, 
and  dinners  at  a 
selection  of  the  finest 
restaurants,  A great  trip. 
A great  value. 


Minneapolis-St.  Paul  - $2589 
Des  Moines  - $2629 
^VlQIO  ViOlO  ViV  Omaha  - $2609 


Send  to:  North  Central  Medical  Conference 

American  National  Bank  Building,  Suite  900 

101  East  5th  Street 

St,  Paul,  Minnesota  55101 


Enclosed  is  my  check  for  $ ($200  per  person] 

as  deposit, 

Name(s] 

Home  Address 

City  State  Zip 


® 


A Non-Regimented  ■ 


Deluxe  Adventure 


Ultrasound  Case  Of  The  Month 


Ralph  L.  Read,  M.D.* 


Figure  lA 

Midline  saggital  image.  Other  images  in  parasaggital  and  transverse  planes  are  routinely  done  to  help  develop  a full  three  dimension- 
al impression. 


’Chief,  Dept.  Radiology,  USD  School  of  Medicine,  Sioux  Falls, 
SD. 
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Figure  IB 
Diagram  of  lA 


A thirty-eight  year  old  para  3-0-0-3  presented 
with  vaginal  bleeding  in  her  39th  week  of  gestation, 
one  week  before  E.D.C.  Physical  exam:  Fetus  is  in 
oblique  or  transverse  lie.  Pelvic  exam  deferred. 

DIAGNOSIS:  PLACENTA  PREVIA 

The  placenta  is  clearly  demonstrated  directly 
across  the  internal  os  of  the  cervix,  indicating  cen- 
tral, (total),  placenta  previa.  (The  exam  also  dem- 
onstrated the  fetus  was  living  and  mature,  on  the 
basis  of  biparietal  diameter.) 

Cesarean  section  was  performed  without  need  for 
“double  set-up”. 

DISCUSSION 

Ultrasound  is  the  best  way  to  evaluate  the  placen- 


ta. It  has  replaced  all  x-ray  and  isotope  methods 
because  it  is  more  accurate  and  uses  no  ionizing 
radiation. 

But  placenta  previa  is  not  always  easy  to  diagnose, 
even  with  ultrasound.  Therefore: 

1.  REEXAMINE  questionable  cases.  DO  NOT 
rely  on  the  appearance  in  the  second  trimester.  A 
“marginal”  appearing  placenta  may  “migrate”  due 
to  differential  growth  of  the  uterus.  Appearance  is 
reliable  after  thirty-two  weeks. 

2.  REEXAMINE  “marginal”  placentas  after 
bladder  is  empty.  The  full  bladder  aids  imaging  by 
moving  the  fetus  away  from  the  cervix  and  prevent- 
ing sound  absorption  by  fetal  parts.  But  it  may  com- 
press the  uterus  and  make  the  cervix  appear  to  be 
closer  to  the  edge  of  the  placenta. 
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bladder  distended 


The  bladder  (BL)  is  overdistended,  compressing  the  lower  segment  of  the  uterus.  This  makes  the  cervix  (CX)  appear  elongated.  The 
lower  margin  of  the  placenta  (PL)  now  projects  in  front  of  this  “pseudo  cervix”. 

bladder  emptied 


Figure  2B 

The  bladder  is  almost  empty  and  the  lower  margin  of  the  placenta  is  seen  well  above  the  internal  os  of  the  cervix. 


3.  Posterior  marginal  placenta  requires  careful 
examination  as  this  area  may  be  “shadowed”  by  the 
fetus,  preventing  sound  from  reaching  the  placenta. 
If  presenting  part  (head)  is  more  than  16mm  from 
the  sacrum,  previa  is  presumed.  (Fig.  3A,  B on  fol- 
lowing page) 

4.  Do  not  rely  on  demonstration  of  major  bulk  of 
the  placenta— you  must  demonstrate  the  internal  os 
c;'  the  cervix,  because  even  if  lower  edge  of  the 


placenta  is  above  the  os,  there  may  be  a succenturi- 
ate lobe  which  is  across  the  internal  os. 


BIBLIOGRAPHY 

Spirt,  BA,  etal,  J Clinical  Ultrasound,  7:204,  1979. 
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Figure  3A 

Midline  saggital  image  with  bladder  empty. 
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Figure  3B  ' 

Diagram  of  3A. 


Burroughs  Wellcome  Co. 

I s Research  Triangle  Park 
North  Carolina  27709 


Letters  To  The  Tditor 

D 


I would  like  to  express  my  appreciation  for  the 
$500  scholarship  I received  from  you.  This  money 
will  be  very  useful  for  my  schooling  this  next  year. 
Thank  you  again. 

Sincerely, 
Kim  A.  Pederson 
Sioux  Falls,  SD 


On  behalf  of  my  wife  and  myself,  I would  like  to 
express  my  gratitude  to  you  and  the  S.D.S.M.A.  for 
the  $500  scholarship  to  be  received  on  March  28, 
1980. 


I graciously  accept  this  scholarship.  I am  honored 
that  you  have  deemed  my  accomplishments  worthy 
of  such  an  award.  Also,  I accept  the  responsibility  I 
feel  is  implicit  in  this  award.  This  involves  my  com- 
mitment to  you,  the  S.D.S.M.A.,  and  the  staff  of  the 
USD  School  of  Medicine  to  represent  medicine  in 
the  state  of  S.D.  in  a way  deserving  of  this  award.  To 
accomplish  this  I will  continue  to  strive  toward 
academic  and  professional  excellence. 

I have  a great  deal  of  respect  for  people  such  as 
yourself,  who  recognize  the  importance  of  high 
quality  in  the  field  of  medicine  in  South  Dakota  and 
are  willing  to  invest  in  its  future.  You  have  my 
utmost  appreciation. 

Sincerely, 
Galen  N.  Vonk 
Vermillion,  SD 


HOW  MUCH  OF  YOUR  TIME 
CAN  YOU  CALL  YOUR  OWN? 


/i\rsji 
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A great  way  of  life. 


Modern  medical  practice  has  become  a com 
plex  and  time-consuming  operation  Too  often  the 
physician  sacrifices  leisure  time  and  family  respon- 
sibilities to  his  professional  duties 

If  you're  earning  more  but  enjoying  it  less,  if 
you  ve  considered  an  alternative  to  the  rigors  of 
your  practice.  Air  Force  medicine  may  be  the 
answer 

Our  health  care  system  is  among  the  finest  in 
the  world  Our  physicians  serve  in  modern,  well- 
equipped  hospitals  and  clinics  with  competent  and 
well  trained  staffs  Air  Force  personnel  handle 
paperwork  and  administrative  tasks,  allowing  max 
imum  time  for  patient  care  by  each  physician 

To  attract  quality  physicians,  the  Air  Force  has 
assembled  an  excellent  package  of  compensation 
and  entitlements  These  include  30  days  of  paid 
vacation  each  year,  an  opportunity  to  seek  speciali- 
zation at  Air  Force  expense,  and  full  medical  and 
dental  care  without  loss  of  pay  during  treatment 
We  would  like  to  provide  more  information 
about  Air  Force  medicine 


Contact  (coll  collect): 

T.  Sgt.  Hank  Henry 
1 1 6 South  42nd  Street 
Omaha,  NE 
402-221-4319 

AIR  FORCE  HEALTH  CARE  AT  ITS  BEST 
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Aspects  of  Management  \ 

What  to  tell  your  patients 
when  you  prescribe  WiunT(diazepam/Roche) 


Survey  shows  significant  cor- 
relation between  comprehension 
ch3  and  compliance 


Cl 
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A study  of  compliance  patterns 
'v  reveals  that  more  than  6 out  of  10 
CHOH  patients  made  errors  in  self- 
/ administration  of  prescribed 
medication,  largely  due  to  lack 
of  comprehension.* 
Misunderstanding  of  directions  resulted 
in  discrepancies  in  dosage  sched- 
ules as  well  as  in  length  of  therapy. 
Since  evidence  suggests  that  expanded  verbal  instruc- 
tions may  encourage  compliance,  the  patient  receiving 
Valium  can  benefit  from  your  explanation  of  the  dos- 
age regimen,  what  response  to  expect  from  therapy 
and  when  to  expect  it. 

What  Valium 

(diazepam/Roche)  Can  do 

Your  patients  should  know  that 
1)  you  are  prescribing  Valium  as  an 
adjunct  to  an  overall  program  for  the 
treatment  of  anxiety,  and  2)  Valium 
is  given  to  relieve  the  symptoms  of 
excessive  anxiety  and  psychic  ten- 
sion while  you  help  the  patient  to 
explore  and  deal  with  the  underlying 
cause  of  his  psychic  tension. 

Patients  often  interpret  mani- 
festations of  anxiety,  such  as  palpita- 
tions, hyperventilation,  fatigue  and 
muscle  tension,  as  symptoms  of  a 
serious  disease.  However,  when  they 


learn  that  these  symptoms  can  be  relieved  by  Valium 
therapy,  patients  can  more  readily  understand  the 
psychosomatic  origin  of  their  symptoms  and  to  accept 
the  nonpharmacologic  measures  you  may  recommend. 

The  time  you  devote  to  these  explanations  can  be 
a therapeutic  measure  in  itself.  Most  anxious  patients 
respond  to  and  benefit  from  a frank  discussion  with  an 
objective,  sympathetic  professional. 

At  the  start  of  treatment,  establishing  therapeutic 
goals  helps  the  patient  to  \&axx\what  to  expect  and 
when  to  expect  it.  Patients  should  also  be  informed 
that  the  medication  will  be  gradually  reduced  and  dis- 
continued upon  attainment  of  the  therapeutic  goal. 

Tapering  of  dosage  is  rarely  necessary  in  short- 
term therapy,  but  when  consistently  higher  doses 
are  used  for  extended  periods,  patients  should  know 
that  the  gradual  reduction  of  medication  will  be 
implemented  in  order  to  avoid  sudden  recurrence  of 
symptoms  or  possible  withdrawal  symptoms. 

Such  recurrence  is  unlikely  when 
the  causes  of  the  anxiety  have  been 
worked  out  satisfactorily  within 
your  overall  treatment  program. 

What  Valium 

(diazepam/Roche)  Can’t  do 

It  should  be  emphasized  that  there  is 
no  “magic”  in  any  antianxiety  tablet; 
that  medication  is  not  prescribed 
as  a problem  solver.  Instead,  Valium 
is  being  prescribed  as  a temporary 
measure  to  relieve  symptoms 
generated  by  excessive  anxiety  and 
psychic  tension. 


* Boyd  JR,  et  al.AmJHosp  PharmSI'.  485-491,  May  1974 


Before  prescribing,  please  consuit  complete  product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  associated  with  anxiety  disorders,  transient  situa- 
tional disturbances  and  functional  or  organic  disorders,  psychoneurotic  stales 
manifested  by  tension,  anxiety,  apprenhension.  fatigue,  depressive  symptoms,  or  agita- 
tion: symptomatic  relief  of  acute  agitation . tremor,  delirium  tremens  and  hallucinosis  due 
to  acute  alcohol  withdrawal.  ad|unctively  in  skeletal  muscle  spasm  due  to  reflex  spasm 
to  local  pathology,  spasticity  caused  toy  upper  motor  neuron  disorders,  athetosis,  stiff- 
man  syndrome,  convulsive  disorders  (not  for  sole  therapy). 

The  effectiveness  of  Valium  (diazepam/Roche)  in  long-term  use,  that  is,  more  than  4 
months,  has  not  been  assessed  by  systematic  clinical  studies.  The  physician  should 
periodically  reassess  the  usefulness  of  the  drug  for  the  individual  patient. 

Contraindicated:  Known  hypersensitivity  to  the  drug.  Children  under  6 months  of  age 
Acute  narrow  angle  glaucoma,  may  be  used  in  patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy 

Warnings:  Not  of  value  in  psychotic  patients.  Caution  against  hazardous  occupations 
requiring  complete  mental  alertness.  When  used  adjunctively  in  convulsive  disorders. 


possibility  of  increase  in  frequency  and/or  severity  of  grand  mal  seizures  may  require 
increased  dosage  of  standard  anticonvulsant  medication,  abrupt  withdrawal  may  be 
associated  with  temporary  increase  in  frequency  and/or  severity  of  seizures.  Advise 
against  simultaneous  ingestion  of  alcohol  and  other  CNS  depressants.  Withdrawal 
symptoms  similar  to  those  with  barbiturates  and  al.cohol  have  been  observed  with 
abrupt  discontinuation,  usually  limited  to  extended  use  and  excessive  doses.  Infre- 
quently. milder  withdrawal  symptoms  have  been  reported  following  abrupt  discontinua- 
tion of  benzodiazepines  after  continuous  use,  generally  at  higher  therapeutic  levels,  for 
at  least  several  months  After  extended  therapy,  gradually  taper  dosage  Keep  addic- 
tion-prone  individuals  under  careful  surveillance  because  of  their  predisposition  to 
habituation  and  dependence. 

Usage  In  Pregnancy:  Use  of  minor  tranquilizers  during  first  trimester 
shouid  aimost  always  be  avoided  because  of  increased  risk  of  congenital 
malformations  as  suggested  in  several  studies.  Consider  possibility  of 
pregnancy  when  instituting  therapy;  advise  patients  to  discuss  therapy  if 
they  intend  to  or  do  become  pregnant. 

Precautions:  If  combined  with  other  psychotropics  or  anticonvulsants,  consider  care- 
fully pharmacology  of  agents  employed,  drugs  such  as  phenothiazines,  narcotics. 


parbitu- 
I ates.  MAO 
j nhibitors  and 
plbef  antidepres- 
nanls  may  potentiate 

'S  action  Usual  precautions  indicated  in  patients 
severely  depressed,  or  with  latent  depression,  or  with 
suicidal  tendencies  Observe  usual  precautions  m impaired  renal  or  hepatic  function 
-imit  dosage  to  smallest  effective  amount  m elderly  and  debilitated  to  preclude  ataxia  or 
aversedation 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice,  skin  rash,  ataxia,  constipation,  headache, 
ncontinence,  changes  in  salivation,  slurred  speech,  tremor,  vertigo,  urinary  retention, 
olurred  vision  Paradoxical  reactions  such  as  acute  hyperexcited  states,  anxiety, 
hallucinations,  increased  muscle  spasticity,  insomnia,  rage,  sleep  disturbances, 
stimulation  have  been  reported,  should  these  occur,  discontinue  drug  Isolated  reports 
of  neutropenia,  jaundice,  periodic  blood  counts  and  liver  function  tests  advisable 
during  long-term  therapy 


Practical  pointers  on  taking 
antianxiety  medications 

do’s  Patients  should  be  instructed  to  keep  to  their 
dosage  schedule  exactly  as  prescribed.  If  they  miss  a 
dose,  they  should  not  try  to  make  it  up  by  taking  two 
doses  the  next  time.  Ask  them  to  contact  you 
promptly  if  they  experience  worrisome  side  effects. 
Explain  that  drowsiness  is  a 
common  reaction  to  almost  all 
calming  agents,  but  that  it  usually 
subsides  in  a few  days.  Urge  the 
patient  to  contact  you  for  a possi- 
ble dosage  adjustment  if  drowsi- 
ness or  other  reactions  persist. 

Just  as  you  request  a 
complete  list  of  all  medications 
the  patient  is  taking,  suggest  that 
this  list  be  given  to  any  other  phy- 
sician treating  her/him. 

Like  all  medicines.  Valium 
should  be  kept  out  of  reach  of 
children  and  young  people.  Old 
or  unused  medication  should  be 
discarded. 

and  don’ts  Since  drowsiness  is  an  occasional 
problem,  patients  should  be  advised  against  driving  or 
operating  hazardous  machinery  until  they  see  how  the 
medication  affects  them.  They  should  also  know  that 
tranquilizers  increase  the  effects  of  alcoholic  beverages, 
which  should  therefore  be  avoided.  Also,  warn  patients 
against  simultaneous  use  of  drugs  that  depress  the 
central  nervous  system,  particularly  sedative  hypnotics. 

Patients  should  be  aware  of  the  importance  of  not 
sharing  their  medications  with  friends  and  neighbors; 
they  should  know  that  what  you  have  prescribed  for 
them  may  be  contraindicated  for  others. 

■W"  'W'  # 2-mg,  5-mg,  lO-mg  scored  tablets 

v^liuni® 

diazepam/Roche 

An  important  adjunct  to  your 
treatment  program  for  excessive 
psychic  tension 


Dosage:  Individualize  for  maximum  beneficial  effect  Adults  Tension,  anxiety  and 
psychoneurolic  states,  2 to  10  mg  b i d tog  i d..  alcoholism,  10  mg  1 1 d or  q i d.  in  first 
24  hours,  then  5 mg  t.i  d or  q i d,  as  heeded,  adjuhctively  ih  skeletal  muscle  spasm, 

2 to  10  mg  tid  or  q i d . adjunclively  ih  convulsive  disorders.  2 to  10  mg  b i d toq.id. 
Geriatric  or  debilitated  patients  2 to2'/2  mg.  1 or  2 times  daily  initially,  increasing  as 
needed  and  tolerated  (See  Precautions.)  Children  1 to  2'lz  mg  t i d,  or  q i d,  initially, 
increasing  as  needed  and  tolerated  (not  lor  use  under  6 months). 

Supplied:  Valium®  (diazepam/Roche)  Tablets.  2 mg,  5 mg  and  10  mg — bottles  of  100 
and  500,  Tel-E-Dose*  packages  of  100,  available  in  trays  of  4 reverse-numbered  boxes 
of  25,  and  in  boxes  containing  io  strips  ot  10,  Prescription  Paks  of  50,  available  in  trays 
of  10. 


ROCHE 


Roche  Laboratories 

Division  of  Holfmann-La  Roche  Inc. 

Nulley,  New  Jersey  07110 


IF  YOU'RE  MAD, 
CALL  PETER 

As  Vice  President  of  Public  and 
Professional  Relations,  one  of  Peter 
Galindo’s  responsibilities  is  to  pro- 
tect your  rights  with  regard  to  South 
Dakota  Blue  Shield  and  the  various 
programs  it  administers. 

We  believe  that  you  have  certain 
rights  such  as  the  right  to  speed,  ef- 
ficiency and  accuracy  in  claims  proc- 
essing. The  right  to  courteous  serv- 
ice. The  right  to  fair  treatment.  The 
right  to  a satisfactory  explanation  if 
a claim  is  turned  down,  or  if  the 
benefit  allowance  is  substantially 
reduced. 

And  if  your  rights  are  not  respected,  you  get  mad.  And  that’s  the  time  to  call 
Peter. 

He  will  investigate  the  matter  thoroughly.  If  the  problem  is  a result  of  our 
shortcomings,  it  is  Peter’s  job  to  see  that  steps  are  taken  to  prevent  it  from  hap- 
pening again. 

Peter  isn’t  here  to  answer  routine  questions  on  claim  filing,  we  have  a Field 
Representative  for  that.  Peter  is  here  for  when  you  get  “steamed  up”  and  normal 
channels  don’t  work.  If  that  happens,  call  Peter  Galindo  at  336-1976. 

All  of  us  at  Blue  Shield  are  doing  our  best  to  see  that  you  never  have  to  call 
Peter. 

SOUTH  DAKOTA  BLUE  SHIELD 
1601  West  Madison  St. 

Sioux  Falls,  South  Dakota  57104 
336-1976 
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SOUTH  DAKOTA 


THE  SOUTH  DAKOTA  MEDICAL  SCHOOL 
ENDOWMENT  ASSOCIATION  GRATEFULLY 
ACKNOWLEDGES  THE  FOLLOWING 
SPONSORING*  MEMBERS  FOR  THE  YEAR  1979 


Paterno  Albano,  M.D. 
Donald  Alcott,  M.D. 
Jacob  Altman,  M.D. 

L.  H.  Amundson,  M.D. 
T.  A.  Angelos,  M.D. 

J.  T.  Berry,  M.D. 

Duane  Borke,  M.D. 

S.  M.  Brzica,  M.D. 

Guy  W.  Carlson,  M.D. 
Marny  Eulberg,  M.D. 

C.  W.  Flevares,  M.D. 
Lyle  Freimark,  M.D. 
Saul  Friefeld,  M.D. 

H.  E.  Fromm,  M.D. 
Harold  Frost,  M.D. 

R.  R.  Giebink,  M.D. 

H.  Phil  Gross,  M.D. 

C.  F.  Gutch,  M.D. 

C.  B.  Gwinn,  M.D. 

Wm.  O.  Hanson,  M.D. 
Russell  Harris,  M.D. 
Robert  Hayes,  M.D. 
Costas  Hercules,  M.D. 

R.  D.  Hockett,  M.D. 

T.  R.  Jacobson,  M.D. 
Anthony  Javurek,  M.D. 
Daniel  F.  Johnson,  M.D. 
Warren  Jones,  M.D. 

E.  F.  Kalda,  M.D. 
Lyndon  King,  M.D. 

C.  C.  Lardinois,  M.D. 


Robert  Lawler,  M.D. 

B.  R.  McHardy,  M.D. 
Raymond  Maas,  M.D. 

L.  L.  Massa,  D.O. 

James  Matson,  M.D. 

W.J.  Mattson,  M.D. 
Frank  Messner,  M.D. 
Allen  Midell,  M.D. 

L.  P.  Mills,  D.O. 

H.  B.  Munson,  M.D. 

P.  S.  Nelson,  M.D. 
Richard  Nice,  M.D. 
Alton  Ochsner,  M.D. 
Jeffrey  Peterson,  M.D. 
Ronald  Price,  M.D. 

Stuart  Ramsdell,  M.D. 
James  Rud,  M.D. 

H.  L.  Saylor,  M.D. 

M.  J.  Schirber,  M.D. 
Howard  Shreves,  M.D. 
William  J.  Sweeley,  M.D. 
Charles  Tesar,  M.D. 

A.  J.  Tieszen,  M.D. 

R.  E.  Van  Demark,  M.D. 
Karl  Wegner,  M.D. 
Dennis  Wicks,  M.D. 

J.  W.  Willcockson,  M.D. 
Keith  Wrage,  M.D. 

Paul  Wright,  M.D. 

James  Wunder,  M.D. 
Ronald  Wyatt,  M.D. 


*Sponsoring  Members  contribute  $ 1 00  or  more  in  a calendar  year. 
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Future  JMeetings 


June 

Coronary  Heart  Disease  Workshop, 

Spring  Hill  Center,  Minneapolis,  MN, 
June  2-4.  17  hrs.  AMA  Category  I 
credits.  Fee:  $245.  Contact:  CME,  Box 
293  Mayo  Mem.  Bldg.,  420  Delaware 
St.,  SE,  Minneapolis,  MN  55455. 
Phone:  (612)  383-8012. 

Environmental,  Pathology  and  Toxi- 
cology, Mayo  Memorial  Aud.,  U.  of 
Minn.,  Minneapolis,  MN,  June  2-4. 
Est.  20  hrs.  AMA  Category  1 credits. 
Contact:  CME,  Box  293  Mayo  Mem. 
Bldg.,  420  Delaware  St.,  SE,  Minne- 
apolis, MN  55455.  Phone:  (612)  373- 
8012. 

Legal  and  Ethical  Aspects  of  Treatment 
for  the  Critically  and  Terminally  111 
Patient,  Radisson  South  Hotel, 
Minneapolis,  MN,  June  5-6.  Contact: 
A.  Edward  Doudera,  Exq.,  520  Com- 
monwealth Ave.,  Suite  211,  Boston, 
MA.  Phone:  (617)  262-4990. 

Oto  Clinical  Conference,  Towsley  Cen- 
ter, U.  of  Mich  Med.  School,  Ann 
Arbor,  Ml,  June  13.  Contact:  Towsley 
Ctr.  for  CME,  U.  of  Mich.  Med. 
School,  Ann  Arbor,  Ml  48109.  Phone: 
(313)  764-2287. 


Breast  and  Endocrine  Surgery,  West 
Bank  Aud.,  U.  of  Minn.,  Minneapolis, 
MN,  June  16-19.  Est.  28  hrs.  AMA 
Category  1 credits.  Fee:  $300.  Contact: 
CME,  Box  293  Mayo  Mem.  Bldg.,  420 
Delaware  St.,  SE,  Minneapolis,  MN 
55455.  Phone:  (612)  373-8012. 

New  Dim  Otolaryngology  Day,  New 
Ulm,  MN,  June  19.  7 hrs.  AMA  Cate- 
gory 1 credits.  Contact:  CME,  Box  293 
Mayo  Mem.  Bldg.,  420  Delaware  St., 
SE,  Minneapolis,  MN  55455.  Phone: 
(612)  373-8012. 

Critical  Decisions  in  Trauma,  Des 

Moines,  lA,  June  20.  AMA  Category  I 
credits  hours.  Contact:  Richard  M. 
Caplan,  M.D.,  Asso.  Dean  for  CME, 
U.  of  Iowa  Coll,  of  Med.,  Iowa  City, 
lA  52242. 

16th  Annual  Northern  Michigan  Sum- 
mer Conference,  Shanty  Creek,  Bel- 
laire.  Ml,  June  22-27.  Contact:  Tows- 
ley Ctr.  for  CME,  U.  of  Mich.  Med. 
School,  Ann  Arbor,  Ml  48109.  Phone: 
(313)  764-2287. 

Quality  of  Patient  Care,  Risk  Manage- 
ment and  the  Health  Record,  Ben- 
jamin Franklin  Hotel,  Philadelphia, 
PA,  June  23-25.  Contact:  Wm.  H.  Kin- 
caid, Exec.  Dir.,  CWRU  School  of 
Med.,  Cleveland,  OH  44106.  Phone: 
(216)  368-3737. 

Seminar  on  Long  Term  Care  Standards, 

Bloomington,  MN,  June  24.  AMA 
Category  1 credit  hours.  Contact: 


James  Collins,  Minn.  Hosp.  Assoc., 
Box  14679,  Minneapolis,  MN.  Phone: 
(612)  644-9000. 

July 

Obstetrics  & Gynecology,  Colby  Coll., 
Waterville,  Maine,  July  7-11.  18  hrs. 
AAFP  & AMA  Category  1 credits. 
Contact:  Sandy  Stone,  Div.  of  Special 
Prog.,  Colby  Coll.,  Waterville,  Maine 
04901.  Phone:  (207)  873-1  131. 

Internal  Medicine  Conference,  Grand 
Hotel,  Mackinac  Island,  Ml,  July  11- 
14.  Contact:  Towsley  Ctr.  for  CME,  U. 
of  Mich.  Med.  School,  Ann  Arbor,  Ml 
48109.  Phone:  (313)  764-2287. 

Pediatrics,  Colby  Coll.,  Waterville, 
Maine,  July  14-18.  16  hrs.  AAFP  & 
AMA  Category  I credits.  Contact: 
Sandy  Stone,  Div.  of  Special  Prog., 
Colby  Coll.,  Waterville,  Maine  04901. 
Phone:  (207)  873-1  131. 

Surgical  Techniques,  Colby  Coll.,  Wa- 
terville, Maine,  July  15-18.  16  hrs. 
AMA  Category  1 credits.  Contact: 
Sandy  Stone,  Div.  of  Special  Prog., 
Colby  Coll.,  Waterville,  Maine  04901. 
Phone:  (207)  873-1131. 

Advanced  Cardiac  Life  Support  Provi- 
der/Instruction, Spirit  Lake,  lA,  July 
18-20.  AMA  Category  I credit  hours. 
Contact:  Richard  M.  Caplan,  M.D., 
Asso.  Dean  for  CME,  U.  of  Iowa  Coll, 
of  Med.,  Iowa  City,  lA  52242. 
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ANNUAL  AND  BIANNUAL  LEASING  OF  ALL  MAKES  OF  AUTOMOBILES 


LEASING  IS  NOT  FOR  EVERYONE,  BUT  MEDICAL 
PEOPLE  ARE  OUR  SPECIALTY.  ALL  MAKES  OF 
AUTOS,  TRUCKS,  4 WHEELERS.  VARIOUS  PLANS 
TO  FIT  YOUR  NEEDS  OR  THE  PROFESSIONAL 
GROUPS  WITH  WHOM  YOU  ARE  ASSOCIATED. 
REFERENCES  ARE  GLADLY  FURNISHED  AND  WE 
WILL  WORK  WITH  YOUR  ACCOUNTANTS. 

3401  WEST  41  St  STREET 
SIOUX  FALLS,  SOUTH  DAKOTA  57105 

PHONE  336-3818 

C.  H.  "Chuck"  Point,  Mgr.  Home  phone  336-3168 


Eyetone/Dextrostix 
Accurate,  ‘‘Instant'’  readout 

Broaden  Detection 

Neonatal  Hypoglycemia 
monitor  diabetics 
ideal  far  emergencies 

Management 

rautine  screening 
ideal  for  infant  testing 
faster  follow-up/follow-througfi 

some  physicians  have  been 
recommending  it  to  selected 
brittle  diabetic  patients  for  at-home  monitoring 

KREISER'S,  INC. 

21  St  & Minn 
Sioux  Falls,  S.D. 

336-1155 


1 723  Geneva 
Sioux  City, 
Iowa 


219  Omaha 
Rapid  City, 
S.D. 
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Clinicopathological  Conference 

Eleven  Month  Old  Child  With  Bloody  Diarrhea 

Recommendations  For  Care  Of  Children  With 
Insulin  Dependent  Diabetes  Mellitus 
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NoWf  two  dosage  forms 


NaVoir 

fenoprofen  calcium 


SOO-mgi!^  Puhrules^ond  600-fng^  loblels 


^OISTA 


Dista  Products  Company 

Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


Additional  information  available  to  the  profession 
on  request. 

‘Present  as  345.9  mg.  and  691.8  mg.  of  the  calcium  salt  of  fenoprofen 
dihydrate  equivalent  to  300  mg.  and  600  mg.  fenoprofen  respectively. 


700934 


Aspects  of  management 


Monitoring  patient 

response  to^^lium  (dlazepam/Roche) 


Assessing  initial  response  to  therapy 


During  the  first  follow-up  visit  after  initiating 
therapy,  both  physician  and  patient  should  de- 
termine if  Valium  (diazepam/Roche)  is  having 
the  desired  effect.  Most  patients  will  prompt- 
ly report  a feeling  of  relaxation  and  relief  of 
anxiety-linked  symptoms  such  as  insom- 
nia, headaches,  palpitations  and 
hyperventilation. You  will  probably 
observe  that  the  patient  is  calmer 
and  more  relaxed.  If,  however, 
patienf  response  does  not  meas- 
ure up  to  expectations,  a reeval  - 
^ nation  of  the  patient’s  profile 

: with  modification  of  the  dosage 
regimen  should  be  considered. 


Discontinuing  pharmacologic 

intervention  When  you  decide  to  discontinue 

therapy,  tapering  dosage 
is  good  medical  practice. 
Although  rarely  nec- 
essary after  short-term 
treatment  with  Valium, 
gradual  dosage  reduction 
is  advisable  for  patients 
who  have  been  on  ex- 
tended therapy.  This  grad- 
ual discontinuance 
should  preclude  either 
recurrence  of  pretreatment  symptoms  or  development  of  un- 
toward side  effects.  Symptoms  of  withdrawal  have  almost  al- 
ways been  associated  with  abrupt  discontinuance  of  therapy  at 
higher  dosages  taken  continuously  over  long  periods  of  time. 


Evaluating  progress 
toward  therapeutic  goals 

At  the  beginning  of 
therapy  it  is  now 
common  practice  for 
both  physician  and 
patient  to  establish 
treatment  goals  and  to 
estimate  the  amount  of 
time  needed  to  achieve 
them.  Then  the  patient 
knows  what  to  expect 
and  when  to  expect  it. 
Some  physicians  find  that  compiling  a checklist  of  present- 
ing symptoms  and  complaints  is  useful  for  assessing  the 
patient’s  response  from  visit  to  visit.  In  this  way,  progress 
toward  attainment  of  the  therapeutic  goal  is  reviewed  at  reg- 
ular intervals.  As  patients  feel  their  symptoms  abate  and 
begin  to  develop  insight  into  the  sources  of  their  anxiety  and 
psychic  tension,  the  checklist  can  be  expected  to  dwindle. 
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Making  dosage  adjustments 

With  any  psychoactive  medication  it  is 
good  medical  practice  to  initiate  therapy  at 
base  dosage  levels  and  titrate  to  the  patient’s 
needs.  With  Valium,  experience  has  shown 
that  5 mg  t.i.d.  is  usually  sufficient  although 
some  patients  with  severe  or  persistent  anxiety 
may  require  higher  dosages  initially.  In  geriat- 
ric or  debilitated  patients,  the  recommended 
dosage  is  2 to  21/2  mg  once  or  twice  daily. 
When  anxiety  fluctuates,  as  is  common  with  most  patients,  the  dosage  may 
be  adjusted  as  needed  during  the  course  of  therapy;  three  strengths  in  scored 
tablets  give  you  unmatched  flexibility  and  simplicity  in  individualizing  dosage. 


START 


to 

2x  to  4x 
daily 


ADJUST 


"W"  IT  9 2-mg,  5-mg,  lO-mg  scored  tablets 

Valninr® 


diazepam/Roche 


See  the  following  page  for  a summary 
of  product  information. 


An  Important  Adjunct  to\bur Treatment 
Program  for  Excessive  Anxiety 


Wium'  (diazepam/ Roche)  ® 

Before  prescribing,  please  consult  complete 

f product  information,  a summary  of  which 
ollows: 

Indications:  Tension  and  anxiety  associated 
with  anxiety  disorders,  transient  situational  dis- 
turbances and  functional  or  organic  disorders, 
psychoneurotic  states  manifested  by  tension, 
anxiety,  apprehension,  fatigue,  depressive 
symptoms  or  agitation,  symptomatic  relief  of 
acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal, 
adjunctively  in  skeletal  muscle  spasm  due  to 
reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders,  athe- 
tosis, stiff-man  syndrome,  convulsive  disorders 
(not  for  sole  therapy) 

the  effectiveness  of  Valium  (diazepam/Roche) 
in  long-term  use.  that  is.  more  than  4 months, 
has  not  been  assessed  by  systematic  clinical 
studies  The  physician  should  periodically  reas- 
sess the  usefulness  of  the  drug  for  the  individual 
patient 

Contraindicated:  Known  hypersensitivity  to 
the  drug  Children  under  6 months  of  age 
Acute  narrow  angle  glaucoma,  may  be  used 
in  patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy 
WSarninga:  Not  of  value  in  psychotic  patients 
Caution  against  hazardous  occupations  requir- 
ing complete  mental  alertness  When  used 
adjunctively  m convulsive  disorders,  possibility 
of  increase  m frequency  and/or  seventy  of 
grand  mal  seizures  may  require  increased  dos- 
age of  standard  anticonvulsant  medication, 
abrupt  withdrawal  may  be  associated  with  tem- 
porary increase  m frequency  and/or  severity  of 
seizures  Advise  against  simultaneous  ingestion 
of  alcohol  and  other  CNS  depressants  With- 
drawal symptoms  similar  to  those  with  barbi- 
turates and  alcohol  have  been  observed  with 
abrupt  discontinuation,  usually  limited  to  ex- 
tended use  and  excessive  doses  Infrequently, 
milder  withdrawal  symptoms  have  been  re- 
ported following  abrupt  discontinuation  of 
benzodiazepines  after  continuous  use.  generally 
at  higher  therapeutic  levels,  for  at  least  several 
months  After  extended  therapy,  gradually  taper 
dosage  Keep  addiction-prone  individuals  under 
careful  surveillance  because  of  their  predisposi- 
tion to  habituation  and  dependence 
Usage  In  Pregnancy:  Use  of  minor 
tranquilizers  during  first  trimester 
should  almost  always  be  avoided  be- 
cause of  increased  risk  of  congenital 
malformations  as  suggested  in  sev- 
eral studies.  Consider  possibility  of 
preonancy  when  instituting  therapy; 
advise  patients  to  discuss  therapy  if 
they  intend  to  or  do  become  pregnant. 
Precautions:  If  combined  with  other  psycho- 
tropics  or  anticonvulsants,  consider  carefully 
pharmacology  of  agents  employed,  drugs  such 
as  phenothiazines.  narcotics,  barbiturates.  MAO 
inhibitors  and  other  antidepressants  may  poten- 
tiate Its  action  Usual  precautions  indicated  m 
patients  severely  depressed,  or  with  latent  de- 
pression, or  with  suicidal  tendencies  Observe 
usual  precautions  m impaired  renal  or  hepatic 
function  Limit  dosage  to  smallest  effective 
amount  m elderly  and  debilitated  to  preclude 
ataxia  or  oversedation 

Side  Effects:  Drowsiness,  confusion,  diplopia, 
hypotension,  changes  m libido,  nausea,  fatigue, 
depression,  dysarthria,  jaundice,  skm  rash, 
ataxia,  constipation,  headache,  incontinence, 
changes  m salivation,  slurred  speech,  tremor, 
vertigo,  urinary  retention,  blurred  vision  Para- 
doxical reactions  such  as  acute  hyperexcited 
states,  anxiety,  hallucinations,  increased  muscle 
spasticity,  insomnia,  rage,  sleep  disturbances, 
stimulation  have  been  reported,  should  these 
occur,  discontinue  drug  Isolated  reports  of 
neutropenia,  jaundice,  periodic  blood  counts 
and  liver  function  tests  advisable  during  long- 
term therapy 

Dosage:  Individualize  for  maximum  beneficial 
effect  Adults  Tension,  anxiety  and  psycho- 
neurotic  states,  2 to  10  mg  b I d to  q i d , 
alcoholism.  10  mg  1 1 d or  q i d m first  24  hours, 
then  5 mg  1 1 d or  q i d as  needed,  adjunctively 
in  skeletal  muscle  spasm.  2 to  10  mg  1 1 d or 
q I d . adjunctively  m convulsive  disorders.  2 to 
10  mg  b I d to  q I d Geriatric  or  debilitated 
patients  2 to  2*/?  mg,  1 or  2 times  daily  initially, 
increasing  as  needed  and  tolerated  (See  Pre- 
cautions ) Children  1 to  2V2  mg  1 1 d or  q i d 
initially,  increasing  as  needed  and  tolerated 
(not  for  use  under  6 months). 

Supplied:  Valium®  Tablets.  2 mg.  5 mg  and 
10  mg— bottles  of  100  and  500.  Tel-E-Dose® 
packages  of  100,  available  m trays  of  4 reverse- 
numbered  boxes  of  25.  and  m boxes  containing 
10  strips  of  10.  Prescription  Paks  of  50.  available 
in  trays  of  10 


FAMILY  PRACTITIONER  WANTED 


13-man,  mixed  group  practice  seeking  Family 
Practitioner  to  join  its  Family  Practice  Depart- 
ment of  six  Family  Practitioners  located  100 
miles  south  of  the  Twin  Cities  in  a community  of 
25,000.  Ideal  community  with  excellent  schools 
and  multiple  recreational  opportunities,  new  hos- 
pital. Liberal  benefits  and  top  salary  offered. 
This  is  a choice  practice  opportunity  in  rural 
southern  Minnesota.  Please  contact  James  Burns, 
M.D.,  210  N.  St.  Mary  St.,  Albert  Lea,  MN 
56007,  Phone  (507)  373-1441. 


WHERE  WOULD  YOU  LIKE  TO  PRACTICE  MEDICINE? 

THE  AIR  FORCE  WIU  ASSIGN  YOU  THERE. 


Germany  or  Little  Rock  — Alaska  or 
Tucson,  Arizona  — whatever  your  geo- 
graphical preference,  we’ll  work  to  place 
you  there.  And  you’ll  know  the  assign- 
ment before  you  are  committed. 

This  is  just  one  of  the  many  advantages 
^or  physicians  in  Air  Force  medicine.  We 
also  provide  excellent  salaries,  30  days  of 
paid  vacation  each  year;  and  for  qualified 
physicians,  an  opportunity  to  train  in  a 
specialty  area.  Most  importantly,  we  pro- 
vide an  environment  in  which  you  can 
practice  medicine.  And  the  support  to 
eliminate  your  Involvement  in  paperwork. 

We  would  like  to  tell  you  more  about 
Air  Force  medicine. 


Contact  (call  collect): 
T.  Sgt.  Hank  Henry 
116  South  42nd  St. 
Omaha,  NE 
(402)  221-4319 


AIR  FORCE.  HEALTH  CARE  AT  ITS  BEST. 
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’ \ Roche  Laboratories 

ROCHE  > Division  of  Hoftmann-La  Roche  Inc 

. yfe,  Nutley,  New  Jersey  07110 


A grtal  way  of  life. 


A^\|3tb^rL^ 

yL:y^Lo^°  ^ A 

^;^7^^,<yrUV>X>vd 

^C>££c>6U^-(x|D 


ANUSOL 


SUPPOSITORIES/CREAM  WITH  HYDRO 

#1  prescribed  hemorrhoidal 


IT  WAS 

NUMBER  ONE  W 
IN  1959 


ANUSOL-HC  SUPPOSITORIES 

Hemorrhoidal  Suppositories 

ANUSOL-HC  CREAM 

Rectal  Cream  with  Hydrocortisone  Acetate 

Caution:  Federal  law  prohibits  dispensing  without 
prescription. 

Description:  Each  Anusol-HC  Suppository  contains  hydrocor- 
tisone acetate.  lO  0 mg;  bismuth  subgallate.  2 25%;  bismuth 
resorcin  compound.  I 75%,  benzyl  benzoate,  1.2%;  Peruvian 
balsam.  1.8%;  zinc  oxide,  11  0%,  also  contains  the  following 
inactive  ingredients:  dibasic  calcium  phosphate,  and  certified 
coloring  in  a hydrogenated  vegetable  oil  base. 

Each  gram  of  Anusol-HC  Cream  contains  hydrocortisone 
acetate.  5.0  mg,  bismuth  subgallate,  22.5  mg,  bismuth 
resorcin  compound,  17.5  mg,  benzyl  benzoate,  12  0 mg. 
Peruvian  balsam,  18.0  mg,  zinc  oxide,  110.0  mg;  also  contains 
the  following  inactive  ingredients,  propylene  glycol,  propyl- 
paraben. methylparaben,  polysorbate  60  and  sorbitan 
monostearate  in  a water-miscible  base  of  mineral  oil.  glyceryl 
stearate  and  water 

Indications:  Anusol-HC  Suppositories  and  Anusol-HC  Cream 
are  adjunctive  therapy  for  the  symptomatic  relief  of  pain  and 
discomfort  in:  external  and  internal  hemorrhoids,  proctitis, 
papillitis,  cryptitis,  anal  fissures,  incomplete  fistulas  and  relief  of 
local  pain  and  discomfort  following  anorectal  surgery. 
Anusol-HC  Cream  is  also  indicated  for  pruritus  ani. 


Anusol-HC  is  especially  indicated  when  inflammation  is 
present  After  acute  symptoms  subside,  most  patients  can  be 
maintained  on  regular  Anusol'^  Suppositories  or  Ointment. 
Contraindications:  Anusol-HC  Suppositories  and  Anusol-HC 
Cream  are  contraindicated  in  those  patients  with  a history  of 
hypersensitivity  to  any  of  the  components  of  the  preparations. 
Warnings:  The  safe  use  of  topical  steroids  during  pregnancy 
has  not  been  fully  established  Therefore,  during  pregnancy, 
they  should  not  be  used  unnecessarily  on  extensive  areas,  in 
large  amounts  or  for  prolonged  periods  of  time. 

Precautions:  Symptomatic  relief  should  not  delay  definitive 
diagnoses  or  treatment 

If  irritation  develops,  Anusol-HC  Suppositories  and 
Anusol-HC  Cream  should  be  discontinued  and  appropriate 
therapy  instituted 

In  the  presence  of  an  infection  the  use  of  an  appropriate 
antifungal  or  antibacterial  agent  should  be  instituted  If  a 
favorable  response  does  not  occur  promptly,  the  cortico- 
steroid should  be  discontinued  until  the  Infection  has  been 
adequately  controlled. 

Care  should  be  taken  when  using  the  corticosteroid 
hydrocortisone  acetate  in  children  and  infants 

AnusoTHC  is  not  for  ophthalmic  use. 

Dosage  and  Administration:  Anusol-HC  Suppositories  — 
Adults;  Remove  foil  wrapper  and  insert  suppository  into  the 
anus.  Insert  one  suppository  in  the  morning  and  one  at 


PARKE-DAVIS 

Div  of  Warner-Lambert  Co 
Morris  Plains,  NJ  07950  USA 


bedtime  for  3 to  6 days  or  until  inflammation  subsides.  Then  I 
maintain  patient  comfort  with  regular  Anusol  Suppositories  ^ 
Anusol-HC  Cream  — Adults:  After  gentle  bathing  and 
drying  of  the  anal  area,  remove  tube  cap  and  apply  to  the 
exterior  surface  and  gently  rub  in  For  internal  use,  attach  the 
plastic  applicator  and  insert  into  the  anus  by  applying  gentle 
continuous  pressure.  Then  squeeze  the  tube  to  deliver 
medication.  Cream  should  be  applied  3 or  4 times  a day  for  3 
to  6 days  until  inflammation  subsides.  Then  maintain  patient 
comfort  with  regular  Anusol  Ointment. 

NOTE:  If  staining  from  either  of  the  above  products  occurs, 
the  stain  may  be  removed  from  fabric  by  hand,  or  machine 
washing  with  household  detergent. 

How  Supplied:  Anusol-HC  Suppositories—  boxes  of  12 
(N  0047-0089-12)  and  boxes  of  24  (N  0047-0089-24)  in 
silver  foil  strips  with  Anusol-HC  W/C  printed  in  black 
Anusol-HC  Cream  — one-ounce  tube  (N  0047-0090-01) 
with  plastic  applicator. 

Store  between  59°-86°  F (15°-30°  C). 

Full  information  is  available  on  request 

©1980  Warner-Lambert  Company  00022  PD-JA-0234-I-P 
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REMEMBER  THE  ENDOWMENT  ASSOCIATION! 


Name  the  South  Dakota  Medical  School  Endowment 

Association  as  the  beneficiary  of  a life 

insurance  policy. 


Your  contributions 
and  assistance  will 
benefit  the  USD  School 
of  Medicine  and  its 
students. 


South  Dakota  Medical  School  Endowment  Association 
608  West  Avenue,  North 
Sioux  Falls,  SD  57104 
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HemoC' 


The  world’s  leading  test  for 
fecal  occult  blood. 


Entire  Colon— 

Hemoccult®  test  or  colonoscopy 


8 cm.  — Digital  examination 


■ 1 

/■ww 

/ 

/ • 

Routine  digital  examination 
explores  only  8 cm.  of  the  colon. 

Sigmoidoscopy  reveals  an  additional 
17  cm.  But  colorectal  cancer  can  occur 
throughout  the  colon.  And  it’s  often 
asymptomatic. 

That’s  why  the  Hemoccult®  test  is  so 
valuable  as  a preliminary  diagnostic  screen. 

The  Hemoccult®  test  is  a reliable  detector 
of  blood  throughout  the  colon. 

In  addition,  it’s  accurate,  inexpensive, 
simple  to  use  and  easy  to  read.  The  test 
can  be  done  in  your  office  in  minutes, 
or  given  to  your  patient  to  take  home  and 
return  by  mail. 

More  than  1 14,000  cases  of  colorectal 
cancer  will  occur  in  the  United  States 
this  year.  The  earlier  they  are  diagnosed, 
the  greater  the  chances  for  successful 
treatment.  Send  for  your  free  Hemoccult® 
starter  package,  today. 

Hemoccult®  is  available  through  local  distributors,  nationwide. 


Send  to: 


SJG 


SmithKIme  Diagnostics 

^91  880  West  Maude  Avenue,  P.O  Box  61947 

Sunnyvale.  CA  94086 

I — I Please  send  me  the  Hemoccult  n*  Physician's 
I I Complimentary  Starter  Package. 


Name_ 


Medical  Specialty. 

Address 

City 


."State. 


.Zip. 


Phone. 


©SmithKIme  Diagnostics.  1980 
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Perdiem™  . . . the  re-educotive  loxotive*' 
. . . relieves  consfipotion  by  q unique  combinofion  of 
physiological  bulk  stimulus  ond  gentle  phormocologic 

encouragement  of  peristaltic  response. 


RORER 


WILLIAM  H.  RORER,  INC. 

Fort  Washington,  PA  1 9034 


Consriporion 


Chronic 

Consriporion 


Hobiojorion  ro 
Loxorives 


Abuse  of 
Laxatives 


Mode  in  West  Germany 
(Pleose  see  next  page  for  prescribing  information) 


Perdiem 

Prescribing  Information 

ACTIONS  Perdiem™,  with  its  gentle  action,  does 
not  produce  disagreeable  side  effects  The  veg- 
etable mucilages  of  Perdiem™  soften  the  stool 
ond  provide  poin-free  evacuotion  of  the  bowel 
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quent or  prolonged  use  without  the  direalon  of  a 
physician  is  nor  recommended  Such  use  moy 
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Clinicopathological  Conference 


Eleven  Month  Old  Child 


John  D.  Barker,  M.D.* 

Discusser 

John  F.  Barlow,  M.D.** 

Editor 


Case  No.  823  876 

This  11-month-old  American  Indian  male  was  transferred  to 
Sioux  Valley  Hospital  with  the  chief  complaint  of  diarrhea. 

The  child  had  been  in  a reservation  hospital  and  in  a local 
hospital  with  diarrhea,  fever,  dehydration,  bloody  stools,  rectal 
prolapse,  left  lower  lobe  pneumonia,  and  urinary  tract  infec- 
tion. Diarrhea  had  apparently  been  present  for  at  least  two 
weeks  prior  to  admission.  The  child  had  been  known  to  be 
clinically  malnourished  and  not  feeding  well  for  several 
months. 

PHYSICAL  EXAMINATION:  Wasted  male  with  no  sub- 
cutaneous tissue.  Admission  weight  6450  gms.  Abdominal 
girth  40.5  cm.,  head  circumference  43.5  cm.  height  77  cm.  Hy- 
dration was  felt  to  be  fair  and  color  was  good.  The  child  was 
somewhat  irritable.  There  were  no  abnormalities  of  the  head 
and  neck  but  the  child  had  mild  tachypnea.  Examination  of  the 
lungs  showed  some  fine  rales  on  deep  inspiration  at  the  left 
base.  The  heart  was  within  normal  limits  of  size  with  a regular 
rhythm  and  a grade  I (six  grades)  late  systolic  murmur,  best 
heard  at  the  left  lower  sternal  border  without  radiation.  There 
were  no  palpable  organs,  masses,  or  tenderness  in  the  abdo- 
men. The  extremities  were  unremarkable.  The  neurologic  ex- 
amination was  within  normal  limits. 

LABORATORY  DATA:  Urinalysis  - specific  gravity  1.008, 
with  negative  chemical  tests  and  an  unremarkable  sediment 
Hemoglobin  10.7  gm/dl,  total  leukocyte  count  5,600/mm^,  with 
5%  segmented  neutrophils  bands,  2%  eosinophils,  54%  lympho- 
cytes, and  32%  monocytes.  A few  lymphocytes  were  reactive. 
Three  stool  examinations  for  gross  and  chemical  blood  were 
positive  but  no  ova  or  parasites  were  found  in  the  stool.  Six 


* Gastroenterologist,  Sioux  Valley  Hospital  and  Central  Plains 
Clinic,  Sioux  Falls,  SD  and  Clinical  Assistant  Professor  of 
Medicine,  School  of  Medicine,  University  of  South  Dakota. 

**  Pathologist,  Laboratory  of  Clinical  Medicine  and  Sioux  Valley 
Hospital;  Professor  of  Pathology,  School  of  Medicine,  Uni- 
versity of  South  Dakota. 


W ith  Bloody  Diarrhea 


stool  cultures  were  initially  negative  for  salmonella  and  shigel- 
la. A clinitest  in  the  stool  was  negative.  Initial  serum  electro- 
lytes, blood  urea  nitrogen  and  creatinine  were  within  normal 
limits.  The  patient  required  intravenous  saline  therapy  to 
maintain  the  normal  electrolyte  balance  over  the  first  three 
hospital  days.  He  was  placed  on  ampicillin  in  spite  of  the  nega- 
tive stool  cultures.  Ampicillin  was  stopped  after  seven  days.  A 
course  of  gentamicin  was  also  given.  On  the  fourth  hospital 
day,  the  patient  was  started  on  hyperalimentation.  This  con- 
tinued for  the  first  three  weeks  of  hospitalization  when  he  was 
begun  on  oral  feedings.  The  hyperalimentation  was  decreased 
and  was  completely  discontinued  on  the  25th  hospital  day.  The 
patient  continued  to  have  bloody  diarrhea.  On  the  15th  hospital 
day,  shigella  flexneri  was  isolated  from  the  stool.  Multiple 
blood  cultures  were  negative.  Tests  for  vasoactive  intestinal 
peptide  were  negative.  Biopsy  of  the  colon  revealed  juvenile 
retention  polyps  or  pseudopolyps.  Chest  x-ray  revealed  no  ab- 
normality. Two  urine  cultures  were  negative.  Hematocrit 
dropped  as  low  as  25  vol/dl  due  to  rectal  bleeding  and  was  27 
vo!/dl  by  discharge.  Bone  series  and  skull  Films  were  negative. 
A barium  enema  showed  bowel  wall  edema.  The  patient  was 
discharged  improved. 

DR.  BARLOW;  The  patient  under  discussion  is  an 
interesting  one  for  several  reasons.  First,  the  organ- 
ism was  not  demonstrated  by  culture  until  the  15th 
hospital  day.  Secondly,  infectious  diarrheas  can  be 
quite  serious,  even  life  threatening,  although  they 
are  usually  self-limited.  Thirdly,  I wanted  to  be  able 
to  discuss  some  newer  findings  related  to  the  etiolo- 
gy of  diarrhea  which  will  influence  our  medical  prac- 
tice in  this  area  in  the  next  few  years. 

DR.  BARKER;  It  is  interesting  that  the  organism 
was  not  discovered  for  some  period  of  time.  Un- 
fortunately, this  is  not  an  unusual  circumstance 
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since  it  usually  takes  a number  of  days  or  even 
weeks  for  the  laboratory  to  isolate  the  organism.  In 
this  case,  the  patient  had  received  some  anti- 
miocrobial  agents  and  this  may  have  certainly  un- 
favorably influenced  isolation  techniques  in  the  ear- 
ly cultures.  I believe  that  rectal  swabs  or  fresh  stool 
samples  also  may  not  have  been  obtained  and  this  is 
why  the  organism  was  not  isolated  sooner. 

*DR.  M.J.  JAQUA:  It  is  true  that  there  is  a long 
procedure  necessary  to  isolate  infectious  organisms 
from  stool.  It  takes  a minimum  of  four  days  to  iso- 
late and  identify  salmonella  or  shigella  organisms. 
The  patient  often  has  recovered  from  the  disease 
long  before  the  laboratory  can  report  the  etiological 
organism  in  the  disease. 

DR.  BARLOW;  Although  all  diarrheal  diseases  are 
not  due  to  infectious  orgainisms,  in  the  last  few 
years  much  light  has  been  shed  on  the  mechanisms 
whereby  some  organisms  produce  diarrhea.  Some  of 
this  newly  acquired  knowledge  may  be  of  practical 
value  and  different  types  of  tests  in  investigation  of 
diarrheal  diseases  will  probably  be  used  in  the  fu- 
ture. At  the  present  time,  shigella  and  salmonella 
organisms  are  sought  on  routine  stool  cultures. 
Since  these  organisms  produce  probably  5%  or  less 
of  diarrheal  disease,  the  etiology  of  most  diarrheas 
goes  unexplained.  Several  types  of  media  are  used 
and  a considerable  amount  of  technical  time  is  em- 
ployed in  searching  for  these  relatively  rare  path- 
ogens. 

The  gastrointestinal  tract  has  tremendous  absorp- 
tive capabilities.  7 to  8 liters  of  electrolyte  containing 
fluid  are  excreted  into  the  small  bowel  daily.  1 to  Vh 
liters  of  this  fluid  enters  the  colon.  Only  100  to  200 
cc’s  of  fluid,  however,  appears  in  the  feces  daily. 
Water  is  absorbed  passively  due  to  active  transfer  of 
electrolytes.  The  greatest  amount  of  absorption  is  in 
the  jejunum  and  there  is  progressive  decrease  in  the 
absorptive  capacity  of  the  gut  as  the  colon  is 
approached.  Let  us  see  the  various  types  of  infec- 
tious organisms  causing  diarrhea  and  the  mecha- 
nisms of  action. 

The  known  causes  of  diarrhea  include  bacteria 
such  as  shigella,  salmonella,  escherchia  coli,  (E.  co- 
li)  staphylococcus  aureus,  (staph  aureus)  Clostridi- 
um perfringens,  (cl.  perfringens)  vibrio  cholerae 
and  vibrio  cholerae  biotype  eltor,  vibrio  para- 
hemolyticus, bacillus  cereus,  Campylobacter  fetus, 
and  yersinia  enterocolitica.  Viral  agents  such  as  rota- 


* Microbiologist,  Veterans  Administration  Hospital,  Sioux  Falls, 
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Professor  of  Internal  Medicine,  School  of  Medicine,  Universi- 
ty of  South  Dakota. 


viruses  and  parvoviruses  have  recently  been 
incriminated.  Parasites  such  as  entamoeba  histolyt- 
ica, giardia  lamblia  and  dientamoeba  fragilis  also 
produce  diarrheal  disease.  We  have  recognized  a re- 
cent case  of  entamoeba  histolytica  in  this  commun- 
ity. Giardiasis  is  a disease  of  increasing  importance 
and  prevalence  in  all  areas  of  the  country.  Dien- 
tamoeba fragilis  is  probably  more  common  than 
most  of  us  realize  and  many  of  the  laboratories  are 
just  beginning  to  be  able  to  recognize  this  organism. 

There  are  a variety  of  factors  which  influence  the 
development  of  symptoms  in  the  host.  One  factor  is 
the  number  of  organisms  ingested  or  dose.  Shigella 
organisms  require  only  10  organisms/ml  to  produce 
infection.  This  indicates  a very  high  degree  of  patho- 
genicity or  virulence  for  shigella.  Salmonella  or- 
ganisms require  10'^  to  10^  organisms/ml  to  produce 
infection.  E.  Coli  and  Vibrio  cholerae  require  10^ 
organisms/ml  to  produce  the  corresponding  diar- 
rhea. 

One  of  the  most  exciting  advances  in  explaining 
the  mechanisms  of  diarrhea  started  with  the  discov- 
ery of  exotoxin  production  by  cholera  organisms. 
The  toxin  produced  is  composed  of  two  fractions 
one  of  which  causes  attachment  to  the  intestinal  cell 
wall  and  the  other  stimulates  the  production  of  ade- 
nyl  cyclase  producing  cyclic  adenosine  monophos- 
phate (cyclic  AMP).  This  compound  causes  tremen- 
dous increase  secretion  of  water  and  electrolytes  by 
the  bowel  and  is  responsible  for  the  severe  watery 
diarrhea  and  dehydration  occuring  in  cholera.  Sub- 
sequently, the  same  mechanism  was  found  to  be 
responsible  for  diarrhea  produced  by  some  strains  of 
E.  coli,  cl.  perfringens,  and  bacillus  cereus. 

Another  mechanism  for  producing  diarrhea  is  di- 
rect invasion  of  the  intestinal  mucosa  with  ul- 
ceration. Organisms  which  produce  this  kind  of  dis- 
ease (dysentery)  are  certain  strains  of  E.  coli,  yersi- 
nia enterocolitica,  various  salmonella  species  and 
Campylobacter  fetus.  Most  of  the  organisms  above 
cause  self-limited  disease  although  some  salmonel- 
la, yersinia  enterocolitica,  and  Campylobacter  fetus 
can  produce  systemic  invasion.  Invasive  organisms 
usually  are  indicated  on  stool  smear  by  the  presence 
of  many  segmented  neutrophils  while  very  few  neu- 
trophils are  seen  on  the  smears  of  patients  having 
diarrhea  due  to  organisms  such  as  chlorea,  entero- 
toxin  producing  E.  coli  or  entamoeba  histolytica. 

Staphylococcus  aureus  produces  a different  type 
of  enterotoxin  which  acts  on  the  parasympathetic 
nervous  system  of  the  bowel  and  also  perhaps  cen- 
trally on  the  vomiting  center  giving  rise  to  the  clini- 
cal manifestations  of  vomiting  with  or  without  diar- 
rhea. The  mechanism  of  action  of  many  other  or- 
ganisms is  unknown.  Giardia  lamblia  can  be  associ- 
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ated  with  diarrhea,  cramps,  and  even  malabsorption 
syndrome.  The  mechanism  by  which  it  does  so  is 
entirely  unknown,  but  competition  for  nutrients, 
coating  of  the  villi  preventing  absorption,  inter- 
ference with  mucosal  enzymes  and  alteration  of  in- 
testinal motility  have  all  been  suggested.  The  mech- 
anisms by  which  viruses  cause  gastroenteritis  is  en- 
tirely unexplained  but  may  be  due  to  poor  absorp- 
tion. 

In  addition  to  factors  within  the  organisms  which 
are  important  in  producing  symptoms  there  are  also 
significant  host  factors.  The  presence  of  gastric  acid 
certainly  is  an  important  defense  mechanism  against 
most  gastrointestinal  pathogens.  This  has  been  dem- 
onstrated for  both  cholera  and  salmonella  or- 
ganisms. It  has  also  been  shown  that  intestinal  mo- 
tility, while  giving  rise  to  symptoms  in  itself,  is  a 
defense  mechanism  and  interference  with  intestinal 
motility  has  little  beneficial  effect  and  may  even 
have  an  adverse  effect.  A third  host  defense  mecha- 
nism is  the  presence  of  coproantibodies.  Antibodies 
at  the  mucus  membranes  surfaces  are  certainly  pre- 
sent in  the  gastrointestinal  and  respiratory  tract. 
These  are  usually  IgA,  although  antibodies  of  the 
IgM  class  also  exist.  The  antibodies  probably  act  by 
preventing  attachment  of  the  intestinal  bacterial  or- 
ganisms to  the  host  cells  probably  by  the  inter- 
ference with  the  fimbriae  or  pili  of  the  organisms.  It 
has  always  been  known  that  humans  as  well  as  other 
animals  have  a rich  normal  intestinal  flora  com- 
posed predominantly  of  anaerobic  and  facultative 
anaerobic  organisms.  It  has  been  shown  that  altera- 
tion of  this  flora  by  antibiotics  can  bring  about  diar- 
rheal disease.  Certainly,  the  best  modern  example  is 
overgrowth  in  the  bowel  of  Clostridium  difficile  pro- 
ducing pseudomembranous  enterocolitis  in  patients 
treated  with  a variety  of  antibiotics  including  clin- 
damycin. 

The  role  of  virus  in  acute  diarrheal  diseases  has 
long  been  suspected  but  only  recently  has  it  beer, 
actually  demonstrated.  The  use  of  the  electron  mi- 
croscope in  examining  stool  filtrates  has  shown  that 
several  types  of  organisms  can  produce  diarrheal 
disease.  Two  well  studied  organisms  are  parvovirus- 
like agents  such  as  Norwalk  agent  which  is  a 27 
nanometer  organism  which  has  produced  outbreaks 
of  diarrhea  in  children  and  adults  and  the  rotavirus 
family  which  can  produce  diarrhea  in  infants  and 
children.  Other  viruses  implicated  have  included 
astrovirus,  calicivirus,  and  adenovirus.  Newer  tech- 
niques of  demonstration  of  virus  in  stool  perhaps 
through  enzyme-linked  immunosorbent  assay  may 
make  viral  protein  demonstrable  by  relatively  easy 
laboratory  techniques. 

It  has  long  been  known  that  certain  strains  of  E. 


coli  may  produce  significant  diarrhea.  Certain  ser- 
ologic strains  called  enteropathogenic  E.  coli 
(EPEC)  have  produced  outbreaks  of  summer  diar- 
rhea and  epidemics  of  diarrhea  in  nurseries.  This 
disease  seems  to  have  decreased  markedly  in  the 
USA.  The  mechanism  of  the  diarrhea  is  not  under- 
stood. 

More  recently  a new  type  of  mechanism  for  the 
production  of  diarrhea  by  E.  coli  has  emerged  -en- 
terotoxigenic E.  coli  (ETEC).  These  organisms  have 
been  identified  as  a cause  of  diarrhea  in  travelers 
and  in  underdeveloped  countries  as  well  as  in  out- 
breaks in  shipyards  and  infants.  These  organisms 
have  certain  pilar  adherence  factors  as  well  as  toxins 
which  act  through  an  adenyl  cyclase  mechanism 
such  as  described  for  chlorea.  Two  toxins  have  usu- 
ally been  described.  One  is  an  antigenic  heat  labile 
toxin  which  acts  very  similarly  to  the  chlorea  entero- 
toxin  and  the  other  is  a stable  non-antigenic  toxin 
which  acts  through  a similar  mechanism  utilizing 
guanoside  cyclase.  As  these  toxins  can  only  be  dem- 
onstrated through  bioassay  techniques,  they  have 
only  been  studied  in  specialized  laboratories.  Dem- 
onstration of  these  toxins  by  more  simple  laboratory 
techniques,  however,  is  probably  in  the  offing. 

A third  type  of  mechanism  by  which  E.  coli  can 
produce  diarrhea  is  tissue  invasion  - the  so  called 
enteroinvasive  E.  coli  (EIEC).  This  type  of  disease 
produced  by  certain  serotypes  is  rare  in  the  USA. 
This  enteroinvasive  property  is  demonstrated  by  tis- 
sue culture  techniques  or  the  Sereny  test.  The  latter 
test  consists  of  placing  a suspension  of  the  or- 
ganisms into  the  eye  of  a guinea  pig.  A purulent 
conjuntivitis  with  ulceration  is  indicative  of  a posi- 
tive test.  Although  enteroinvasive  E.  coli  are  rare  in 
the  USA,  there  has  been  one  outbreak  from  im- 
ported French  cheese. 

A fourth  mechanism  has  only  recently  been  de- 
scribed by  which  E.  coli  produces  diarrhea  - the 
entero-adherent  E.  coli  (EAEC).  These  organisms 
adhere  to  the  glycocalyx  and  disturb  the  microvilli  of 
the  bowel. 

Food  poisoning  secondary  to  a large  number  of 
salmonella  serotypes  is  quite  common  in  the  USA. 
Invasive  disease  with  septicemia  such  as  produced 
by  salmonella  typhi  and  paratyphoid  organisms  is 
rare,  because  these  organisms  are  only  transmitted 
between  human  beings.  However,  the  common  out- 
breaks of  gastroenteritis  in  humans  usually  stems 
from  contamination  of  food  by  salmonella  or- 
ganisms whose  hosts  are  domestic  animals  or  live- 
stock. With  the  mass  production  of  food  and 
increasing  frequency  of  community  catering  as  well 
as  serving  of  meals  to  multiple  persons,  it  is  unlikely 
that  salmonella  food  poisoning  will  disappear  in  the 
near  future  since  contamination  is  frequent  when 
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Table  I 

Organism 

Usual  Source 

Incubation 

Period 

Main  Clinical 

Findings 

Antimicrobial 

Treatment 

Staphylococcus  aureus 
(neurotoxin)  heat  stable 

Dairy  products, 
salads,  cakes 

1-5  hours 

Nausea,  vomiting 
and  diarrhea 

none 

Shigella  spp.  Esch. 
coli  (invasive  strains) 

Food,  water,  mild, 
etc. 

1-2  days 

Fever,  colic,  diarrhea 
& blood  and  mucus 

Sulfa  Trimetho- 
prim Ampicillin 
if  severe 

Esch.  coli 
(toxigenic  strains) 

As  above 

1-2  days 

Watery  diarrhea,  colic 
dehydration  in  infants 

none 

B cereus 
(enterotoxin) 

Cereals,  grains 

4-24  hours 

Vomiting,  watery 
diarrhea,  colic 

none 

Cl.  perfringens 
(enterotoxin) 

Meat,  fowls 
especially  when 
reheated 

8-12  hours 

Watery  diarrhea,  colic 

none 

V.  cholerae 
(enterotoxin) 

Water 

1-4  days 

Profuse  watery  diarrhea 
colic.  Severe  dehydration 

none 

V parahaemolyticus 
(probable  enterotoxin) 

Shellfish 

12-24  hours 

Fever,  watery  diarrhea 
colic 

none 

Salmonella  enteritidis 
(?  mechanism) 

Dairy  products,  meat, 
eggs 

12-24  hours 

Diarrhea,  colic,  & fever 
Rarely  bacteremia  with 
high  fever,  chills 

none 

Campylobacter  fetus 
(invasive) 

Fish 

? Person-to-person 
? Animal  sources 

9 

Fever,  colic,  diarrhea,  & 
blood  and  mucus 

Tetra- 

cycline 

Yersinia  enterocolitica 
(invasive) 

water,  ? food 

Fever,  diarrhea  with 
blood 

Amino- 

glycoside 

Gastro-enteritis 

viruses 

(unknown  mechanism 
of  diarrhea) 

A.  ? Person-to- 
person 

B.  ? Person-to 
person 

12-24  hours 

12-24  hours 

Vomiting  (epidemic, 
winter)  -1-  diarrhea 
Diarrhea  especially 
in  infants 

none 

Ent.  histolytica 
(amebiasis)  invasive 

Food  & water 

? 

Diarrhea  with  blood 
and  mucus,  tenderness, 
colic 

Metrole 

nidaze 

Giardia  lamblia 
(unknown  mechanism 
of  diarrhea) 

Water 

? 

Persistent  diarrhea, 
colic,  mild  steatorrhea 

Quina- 

crine 

Dientamoeba 
(unknown  mechanism 
of  diarrhea) 

? Via  pinworms 

9 

Diarrhea,  colic 

Metrole 

nidaze 

(Table  taken  from  McCracken, 

Dallas,  Texas  Microbiology  Review  Course) 
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large  quantities  of  food  are  being  handled.  Treat- 
ment of  such  self-limited  gastroenteritis  is  not  indi- 
cated since  antimicrobial  therapy  increases  the  dura- 
tion and  frequency  of  the  carrier  state. 

Bacillary  dysentery  due  to  shigella  organisms  is 
not  common.  This  is  an  invasive  human  parasite  of 
the  colon.  As  I have  said  before,  the  infective  dose  is 
very  small.  The  disease  appears  most  frequently  in 
children  and  is  characterized  by  fever  with  mucus, 
blood,  and  pus  in  the  stool.  The  common  isolate  is 
shigella  sonnei  (group  D)  but  shigella  flexneri 
(group  B)  organisms  are  a common  cause  of  dysen- 
tery in  American  Indians  (as  illustrated  in  the  pa- 
tient today).  There  are  multiple  ulcers  of  the  colon 
producing  severe  bleeding.  In  addition,  com- 
plications of  bacillary  dysentery  including  dissemi- 
nated intravascular  coagulation,  hemolytic  uremic 
syndrome  and  Reiter’s  syndrome  may  occur.  Pro- 
longed carrier  state  after  shigellosis  is  very  rare  com- 
pared to  salmonellosis.  Bacillary  dysentery  is  limited 
to  the  gastrointestinal  tract  and  invasion  of  the 
bloodstream  is  extremely  unusual. 

Two  organisms,  Campylobacter  fetus  and  yersinia 
enterocolitica  have  recently  been  implicated  in  a sig- 
nificant portion  of  infectious  diarrheas.  We  are  de- 
veloping methods  for  culturing  both  of  these  or- 
ganisms at  the  present  time.  In  order  to  culture  Cam- 
pylobacter, special  antibiotic  containing  media 
(Skirrow’s  medium)  and  incubation  at  43°C  in  an 
environment  high  in  CO2  is  necessary  to  isolate  this 
capnophilic  gram  negative  oxidase  positive,  motile 
curved  rod. 

Yersinia  enterocolitica  is  a gram  negative  oxidase 
negative  bacillus,  a member  of  the  entero- 
bacteriaceae.  Isolation  often  requires  keeping  a stool 
specimen  in  the  refrigerator  in  buffered  solution  for 
several  weeks  with  periodic  subculture  to  enteric 
media. 

Simple  microscopic  examination  of  the  stool  may 
be  helpful  in  the  differential  diagnosis  of  infectious 
diarrheas.  In  Campylobacter  fetus  infections  only  red 
cells  are  seen.  The  presence  of  red  cells  plus  amoe- 
bae suggests  entamoeba  histiolytica.  The  presence 
of  red  cells  and  segmented  neutrophils  suggest  shi- 
gellosis. In  salmonella  gastroenteritis  only  a few  seg- 
mented neutrophils  are  seen.  Giardia  lamblia  or  di- 
entameba  fragilis  can  be  recognized  as  a causative 
agent  when  either  diagnostic  cysts  or  trophozoites  of 
these  organisms  are  found  in  the  stool. 


* Director  of  the  Outpatient  Department,  Veterans  Administra- 
tion Hospital,  Sioux  Falls,  SD  and  Assistant  Professor  of  Inter- 
nal Medicine,  School  of  Medicine,  University  of  South  Dako- 
ta. 


In  general,  antimicrobial  susceptibility  tests  are 
not  required  for  organisms  producing  diarrhea  since 
they  are  not  helpful  as  an  aid  to  treatment.  They 
may  be  of  some  aid  in  epidemiologic  investigation. 
The  preceding  table  may  be  helpful  in  investigation 
of  outbreaks  of  the  various  kinds  oi  organisms.  (Ta- 
ble I)  Knowing  the  incubation  periods,  the  usual 
clinical  findings,  and  the  items  usually  coitrarninaied 
by  organisms  is  often  helpful  in  determining  the 
agent  responsible  for  a diarrhea!  outbreak. 

Finally,  specific  treatment  is  often  not  indicated 
for  many  of  the  organisms.  In  salmonella  gastroen- 
teritis, as  I have  mentioned,  the  frequency  and  dura- 
tion of  the  carrier  state  may  be  prolonged  by  thera- 
py. Since  most  of  the  diseases  are  self-limited,  no 
treatment  is  often  required.  A patient  such  as  the 
one  today  is  an  exception  to  the  rule  that  anti- 
microbial therapy  is  not  indicated  since  bacillary 
dysentery  may  be  a very  severe  disease.  Trimetho- 
prim-sulfa or  ampicillin  are  often  indicated  in  such  a 
case.  Quinacrine  is  often  an  excellent  drug  for  gi- 
ardiasis and  metronidazole  is  often  helpful  in  treat- 
ment of  disease  due  to  entameba  histolytica  or  dien- 
tameba  fragilis. 

DR.  BARKER;  I would  be  interested  to  know 
whether  finding  these  new  organisms  producing  di- 
arrhea is  due  to  the  fact  that  they  are  just  recently 
being  recognized  or  whether  they  are  actually  new 
diseases. 

*DR.  SOUSA;  Well,  I believe  that  it  is  a com- 
bination. Alteration  in  the  bowel  floor  certainly 
explains  some  of  the  newer  diarrheas  such  as 
pseudomembranous  enterocolitis  accompanying  an- 
tibiotic agents.  However,  I think  we  are  looking 
harder  for  certain  organisms  and  this  is  responsible 
for  an  increase  incidence  of  organisms  such  as  giar- 
dia lamblia.  The  recent  recognition  of  a case  of 
entameba  histolytica  is  certainly  an  example.  I am 
sure  if  we  look  for  yersinia  enterocolitica  and  Cam- 
pylobacter fetus,  we  will  be  able  to  find  them.  We 
are  attempting  to  do  this  at  the  present  time. 


BIBLIOGRAPHY 

1.  Clinics  in  gastroenterology.  The  Infectious  Diarrheas,  Oct. 
1979. 

2.  Kohl,  S,  Yersinia  Enterocolitica:  A significant  “new”  path- 
ogen, Hosp  Prac,  81-85,  Dec.  1978. 

3.  Rettig,  PJ  Campylobacter  Infections  in  Human  Beings,  J Of 
Ped. , 94:855-864,  1979. 

4.  Ulshen,  MS  and  Rollo,  JL  Pathogenesis  of  escherichia  coll 
gastroenteritis  in  man  - another  mechanism,  NEJM  302:99- 
101,  Jan.  10,  1980. 

5.  McCracken,  AW,  Clin  Microbio  Review,  March,  1980. 


JUNE  1980 


13 


© 1980  The  Upiohn  Compai 


Motrin  (ibviprofen)  400  mg  tablets  provided  greater  relief  of  pain  than  codeine 
in  a double-blind,  randomized  clinical  study  of  287  patients. 

.MoDin  was  significantly  more  effective  (p  < 0.01)  than  codeine  60  mg  at  the 
2',  3'  and  4'hour  intervals... significantly  more  eflective  (p  < 0.01)  than 
codeine  30  mg,  codeine  15  mg,  and  placebo  at  all  intervals. 


Degree  of  pain  relief— mean  scores 

4 = Excellent  relief  3 = Good  relief  2 = Fair  relief  1 = Poor  relief  0 = No  relief 

■I  im  Motrin  400  mg  (ibuprofen)  (59  patients) 

Codeine  60  mg  (58  patients) 
lllllll  Codeine  30  mg  (59  patients) 

Codeine  15  mg  (54  patients) 

Placebo  (57  patients) 


0 1st  hour  2nd  hour 


Time  after  drug  administration  (hours) 


3rd  hour  4th  hour 


Data  on  file  at  The  Upjohn  Company. 


One  tablet  q4-6h  prn  pain 

A well-tolerated,  nonnarcotic  prescription  for  mild  to  moderate  pain 


Mohin 

ibuprofen,  Upbhn 


TABLETS 

mg 


• Not  a narcotic  • Not  addictive  • Not  habit  forming  • Acts  peripherally 

• Relieves  pain  rapidly  • Indicated  in  acute  and  chronic  pain  • Well  tolerated 

• The  most  common  side  effect  with  Motrin  is  mild  gastrointestinal  disturbance. 


Please  turn  the  page  for  a brief  summary  of  prescribing  information. 


Upjohn 


Motrin"  (ibuprofen) 

now  proved  an 
effective  analgesic  for 
mild  to  moderate  pain 


Motrin^  Tablets  (ibuprofen,  Upjohn) 

indications  and  Usage:  Relief  of  mild  to  moderate  pain. 

Treatment  of  signs  and  symptoms  of  rheumatoid  arthritis  and  osteoarthritis  during 
acute  flares  and  in  long-term  management  Safety  and  efficacy  have  not  been 
established  in  Functional  Class  IV  rheumatoid  arthritis. 

Contraindications:  Individuals  hypersensitive  to  it,  or  with  the  syndrome  of  nasal 
polyps,  angioedema  and  bronchospastic  reactivity  to  aspirin  or  other  nonsteroidal 
anti-inflammatory  agents  (see  WARNINGS). 

Warnings:  Anaphylactoid  reactions  have  occurred  in  patients  with  aspirin  hypersen- 
sitivity (see  CONTRAINDICATIONS) 

Peptic  ulceration  and  gastrointestinal  bleeding,  sometimes  severe,  have  been 
reported.  Ulceration,  perforation,  and  bleeding  may  end  fatally  An  association  has  not 
been  established.  Motrin  should  be  given  under  close  supervision  to  patients  with  a 
history  of  upper  gastrointestinal  tract  disease,  only  after  consulting  ADVERSE 
REACTIONS. 

In  patients  with  active  peptic  ulcer  and  active  rheumatoid  arthritis,  nonulcerogenic 
drugs,  such  as  gold,  should  be  tried.  It  Motrin  must  be  given,  the  patient  should  be  under 
close  supervision  tor  signs  of  ulcer  perforation  or  gastrointestinal  bleeding. 
Precautions:  Blurred  and/or  diminished  vision,  scotomata,  and/or  changes  in  color 
vision  have  been  reported.  If  these  develop,  discontinue  Motrin  and  the  patient  should 
have  an  ophthalmologic  examination,  including  central  visual  fields. 

Fluid  retention  and  edema  have  been  associated  with  Motrin;  use  with  caution  in 
patients  with  a history  of  cardiac  decompensation. 

Motrin  can  inhibit  platelet  aggregation  and  prolong  bleeding  time.  Use  with  caution  in 
persons  with  intrinsic  coagulation  defects  and  those  on  anticoagulant  therapy. 

Patients  should  report  signs  or  symptoms  of  gastrointestinal  ulceration  or  bleeding, 
blurred  vision  or  other  eye  symptoms,  skin  rash,  weight  gain,  or  edema. 

To  avoid  exacerbation  of  disease  or  adrenal  insufficiency,  patients  on  prolonged 
corticosteroid  therapy  should  have  therapy  tapered  slowly  when  Motrin  is  added. 

Drug  interactions.  Aspirin  used  concomitantly  may  decrease  Motrin  blood  levels. 
Coumann:  Bleeding  has  been  reported  in  patients  taking  Motrin  and  coumarin. 
Pregnancy  and  nursing  mothers;  Motrin  should  not  be  taken  during  pregnancy  or  by 
nursing  mothers. 

Adverse  Reactions 
Incidence  greater  than  1% 

Gastrointestinal:  The  most  frequent  type  of  adverse  reaction  occurring  with  Motrin  is 
gastrointestinal  (4%  to  16%).  This  includes  nausea,*  epigastric  pain,*  heartburn,* 
diarrhea,  abdominal  distress,  nausea  and  vomiting,  indigestion,  constipation,  abdominal 
cramps  or  pain,  fullness  of  the  Gl  tract  (bloating  and  flatulence).  Central  Nervous  System: 
Dizziness,*  headache,  nervousness.  Dermatologic:  Rash*  (including  maculopapular 
type),  pruritus.  Special  Senses:  Tinnitus.  Metabolic:  Decreased  appetite,  edema,  fluid 
retention.  Fluid  retention  generally  responds  promptly  to  drug  discontinuation  (see 
PRECAUTIONS). 

'"Incidence  3%  to  9%. 

Incidence  less  than  1 in  100 

Gastrointestinal:  Upper  Gl  ulcer  with  bleeding  and/or  perforation,  hemorrhage,  melena. 
Central  Nervous  System:  Depression,  insomnia.  Dermatologic:  Vesiculobullous  erup- 
tions, urticaria,  erythema  multiforme.  Cardiovascular:  Congestive  heart  failure  in 
patients  with  marginal  cardiac  function,  elevated  blood  pressure.  Special  Senses: 
Amblyopia  (see  PRECAUTIONS).  Hematologic:  Leukopenia,  decreased  hemoglobin  and 
hematocrit. 

Causal  relationship  unknown 

Gastrointestinal:  Flepatitis,  jaundice,  abnormal  liver  function.  Central  Nervous  System: 
Paresthesias,  hallucinations,  dream  abnormalities.  Dermatologic:  Alopecia,  Stevens- 
Johnson  syndrome.  Special  Senses:  Conjunctivitis,  diplopia,  optic  neuritis.  Hematologic: 
Flemolytic  anemia,  thrombocytopenia,  granulocytopenia,  bleeding  episodes.  Allergic: 
Eever,  serum  sickness,  lupus  erythematosus  syndrome.  Endocrine:  Gynecomastia, 
hypoglycemia.  Cardiovascular:  Arrhythmias.  Renal:  Decreased  creatinine  clearance, 
polyuria,  azotemia. 

Overdosage:  In  cases  of  acute  overdosage,  the  stomach  should  be  emptied.  The  drug 
is  acidic  and  excreted  in  the  urine,  so  alkaline  diuresis  may  be  beneficial. 

Dosage  and  Administration:  Rheumatoid  arthritis  and  osteoarthritis,  including 
flares  of  chronic  disease;  Suggested  dosage  is  300,  400  or  600  mg  t.i.d.  or  q.i.d 
Mild  to  moderate  pain:  400  mg  every  4 to  6 hours  as  necessary  for  relief  of  pain. 

Do  not  exceed  2400  mg  per  day. 

Caution:  Eederal  law  prohibits  dispensing  without  prescription. 

Eor  additional  product  information,  see  your  Upjohn  representative  or  consult  the 
package  insert. 
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Laboratory  Aids 


Sponsored  by  the  South  Dakota  Society  of  Pathologists 


Lecithin  Spingomyelin  (LS)  Ratio 

The  above  test  has  now  been  established  as  one  of 
the  major  methods  of  evaluating  fetal  lung  maturity 
from  examination  of  amniotic  fluid.  Originally  pro- 
mulgated by  Dr.  Louis  Gluck.  The  test  has  under- 
gone many  modifications.  A fairly  standard  tech- 
nique using  thin  layer  chromotography  is  adequate 
for  most  purposes. 

Possibly  the  most  useful  value  is  the  acetone  pre- 
cipitated LS  ratio.  In  this  test  values  of  greater  than 

2.0  to  1.0  are  considered  mature.  Transitional  values 
are  between  1.5  and  2.0  and  less  than  1.5  is  consid- 
ered immature. 

A total  LS  ratio  may  also  be  determined.  This  is 
done  without  acetone  precipitation.  Values  of  3.0  to 

1 .0  or  higher  are  considered  mature. 

Both  of  the  above  tests  are  excellent  in  non-dia- 
betic pregnancies  with  a false  positive  rate  of  only 
0.5%.  Unfortunately  the  false  negative  rate  may 
exceed  20%.  False  negatives  are  of  less  serious 
import  than  false  positives.  A further  problem  is 
that  9%  of  diabetic  pregnancies  are  associated  with 
mature  LS  ratios  but  a child  with  respiratory  distress 
syndrome  still  results.  For  this  reason,  the  deter- 
mination of  the  presence  or  absence  of  phosphatidyl 
glycerol  (PG)  is  a helpful  aid.  This  material  is  a 
major  surface  active  component  of  human  and  ani- 
mal lungs.  It  appears  in  late  gestation  and  is  thought 
to  stabilize  surfactant.  It  generally  does  not  appear 
until  the  LS  ratio  is  fairly  high.  Therefore,  it  is  not 
very  helpful  in  non-diabetic  pregnancies.  However, 
its  presence  in  diabetic  pregnancies  is  reassuring 
since  patients  with  PG  do  not  deliver  infants  with 
respiratory  distress  syndrome  regardless  of  the  value 
of  the  LS  ratio. 

The  amniotic  fluid  must  be  obtained  in  the 
amount  of  4 cc.  and  must  be  free  of  blood  over  a 
hematocrit  of  3%.  Material  contaminated  with 
meconium  or  vaginal  fluid  is  not  suitable.  The 
amniotic  fluid  after  having  been  centrifuged  and  de- 
canted must  be  frozen  immediately  if  the  test  is  not 
to  be  performed  on  site. 


John  F.  Barlow,  M.D. 

Pathologist 


J-7835-4 


May  1980 


s 

D 


President's  Page 


Bluebirds  And  Butterflies 

Accepting  the  role  of  president  of  the  Medical 
Association  far  exceeds  my  usual  role  of  influence 
amongst  my  fellow  man.  I have  such  a deep  respect 
for  the  profession  and  the  people  who  are  part  of  it; 
the  humility  thereby  produced,  practically  nullifies 
my  drive  for  leadership  activity. 

I have  found,  by  comparison  with  other  states, 
that  the  South  Dakota  State  Medical  Association  has 
a very  close-knit  responsive  character.  We  have 
shown  how  issues  which  affect  most  emphatically 
the  quality  of  medical  care,  and  the  issues  which 
subvert  the  mainstays  of  our  professional  identifica- 
tion arouse  a near  unanimous  interest,  involvement 
and  outcome.  In  this  state,  at  this  time,  we  are  able 
to  resist  or  handle  situations  which  endanger  the 
freedom  in  medicine  as  well  as  the  quality  of  care 
and  the  old  and  respected  identity  of  the  medical 
profession. 

When  I say  “bluebirds  and  butterflies”  on  this 
first  communication  to  the  members,  I mean  that  I 


am  in  an  affirmative  attitude  and  optimistic  for  the 
growth  and  development  of  an  even  greater  role  in 
medicine  by  South  Dakota  doctors. 

We  have  long  cringed  and  reacted  in  a near  para- 
noid way  to  the  threat  of  intrusion,  if  not  complete 
takeover,  by  a variety  of  third  part  invaders.  In  the 
past  few  years,  we  have  demonstrated  our  ability  to 
resist  while  at  the  same  time  doing  what  is  best  for 
the  patient,  the  citizen  of  South  Dakota.  I am  inter- 
ested in  accentuating  the  affirmative  qualities  of  our 
organization  from  one  dimension  of  the  state  to  the 
other.  We  can  be  together  in  good  conscience,  and 
with  good  investigation  and  judgment  what  we  shall 
suggest  and  implement  for  our  doctors  and  our  pati- 
ents shall  be  right.  It  is  the  time  for  the  South  Dako- 
ta State  Medical  Association  to  maintain  a policy  of 
affirmative  action.  My  best  wishes  to  you  all  for  a 
happy  spring  and  summer. 


Respectfully  submitted, 
W.  B.  Odland,  M.D.,  President 
South  Dakota  State  Medical  Association 
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NOW 

AVAILABLE! 


The  most  useful 
and  definitive  book 
on  drug  tiierapyl 
only 
$48.00 

(Residents:  $24) 


To  order,  write: 

Order  Dept,,  OP-075SJ 
American  Medical  Association 
P.O.  Box  821 
Monroe,  WI  53566 

Payment  must  accompany  order. 


Eyetone/Dextrostix 
Accurate,  “Instant"  readout 


some  physicians  have  been 
recommending  it  to  selected 
brittle  diabetic  patients  for  at-home  monitoring 


Broaden  Detection 


Neonatal  Hypoglycemia 
monitor  diabetics 
ideal  for  emergencies 


Management 


routine  screening 
ideal  for  infant  testing 
faster  follow-up/follow-through 


KREISER'S,  INC. 


1723  Geneva 

2 1 St  & Minn 

2 1 9 Omaha 

Sioux  City, 

Sioux  Falls,  S.D. 

Rapid  City, 

Iowa 

336-1155 

S.D. 

• provides  effective  symptomatic 
relief 

•b.f.d.  dosage  simplifies  therapy 
•scored  tablet  for  dosage  flexibility 

OPTIMINE* 

azatadine  maleate  1 mg,  tablets 

CONTRAINDICATIONS  Use  in  Newborn  or  Premature  In- 
fants This  drug  should  not  be  used  in  newborn  or  pre- 
mature infants 

Use  in  Nursing  Mothers  Because  of  the  higher  risk  of  anti- 
histamines for  infants  generally  and  for  newborns  and 
prematures  in  particular,  antihistamine  therapy  is  contrain- 
dicated in  nursing  mothers 

Use  in  Lower  Respiratory  Disease  Antihistamines  should 
NOT  be  used  to  treat  lower  respiratory  tract  symptoms 
including  asthma 

Antihistamines  are  also  contraindicated  in  the  following 
conditions  hypersensitivity  to  azatadine  maleate  and  other 
antihistamines  of  similar  chemical  structure,  monoamine 
oxidase  inhibitor  therapy  (See  DRUG  INTERACTIONS 
Section) 

WARNINGS  Antihistamines  should  be  used  with  consid- 
erable caution  in  patients  with  narrow  angle  glaucoma, 
stenosing  peptic  ulcer,  pyloroduodenal  obstruction; 
symptomatic  prostatic  hypertrophy,  bladder  neck 
obstruction 

Use  in  Children  In  infants  and  children  especially,  anti- 
histamines in  overdosaoe  may  cause  hallucinations,  con- 
vulsions. or  death 

As  in  adults,  antihistamines  may  diminish  mental  alertness 
in  children  In  the  young  child,  particularly,  they  may  pro- 
duce excitation 

OPTIMINE  TABLETS  ARE  NOT  INTENDED  FOR  USE  IN 

CHILDREN  UNDER  12  YEARS  OF  AGE 

Use  in  Pregnancy  Experience  with  this  drug  in  pregnant 

women  is  inadequate  to  determine  whether  there  exists  a 

potential  for  harm  to  the  developing  fetus 

Use  with  CNS  Depressants  Azatadine  maleate  has  additive 

effects  with  alcohol  and  other  CNS  depressants  (hypnotics, 

sedatives,  tranquilizers,  etc  ) 

Use  in  Activities  Requiring  Mental  Alertness  Patients 
should  be  warned  about  engaging  in  activities  requiring 
mental  alertness,  such  as  driving  a car  or  operating  appli- 
ances, machinery,  etc 

Use  in  the  Elderly  (approximately  60  years  or  older)  Anti- 
histamines are  more  likely  to  cause  dizziness,  sedation, 
and  hypotension  in  elderly  patients 

PRECAUTIONS  Azatadine  maleate  has  an  atropine-llke  ac- 
tion and.  therefore,  should  be  used  with  caution  in  patients 
with  a history  of  bronchial  asthma,  increased  intraocular 
pressure,  hyperthyroidism,  cardiovascular  disease, 
hypertension 

DRUG  INTERACTIONS  MAO  inhibitors  prolong  and  inten- 
sify the  anticholinergic  (drying)  effects  of  antihistamines 
ADVERSE  REACTIONS  The  most  frequent  adverse  reac- 
tions are  underlined 

General  Urticaria,  drug  rash,  anaphylactic  shock,  photo- 
sensitivity. excessive  perspiration,  chills,  dryness  of  mouth, 
nose,  and  throat 

Cardiovascular  System  Hypotension,  headache,  palpita- 
tions. tachycardia,  extrasystoles 

Hematologic  System  Hemolytic  anemia,  thrombocyto- 
penia, agranulocytosis 

Nervous  System:  Sedation,  sleepiness,  dizziness,  dis- 
turbed coordination,  fatigue,  confusion,  restlessness,  exci- 
tation, nervousness,  tremor,  irritability,  insomnia,  euphoria, 
paresthesias,  blurred  vision,  diplopia,  vertigo,  tinnitus, 
acute  labyrinthitis,  hysteria,  neuritis,  convulsions 
Gastrointestinal  System  Eoiaastnc  distress,  anorexia, 
nausea,  vomiting,  diarrhea,  constipation 
Genitourinary  System:  Urinary  frequency,  difficult  urina- 
tion, urinary  retention,  early  menses 
Respiratory  System  Thickening  of  bronchial  secretions, 
tightness  of  chest  and  wheezing,  nasal  stuffiness 
OVERDOSAGE  Antihistamine  overdosage  reactions  may 
vary  from  central  nervous  system  depression  to  stimula- 
tion Stimulation  is  particularly  likely  in  children  Atropine- 
like  signs  and  symptoms  (dry  mouth,  fixed,  dilated  pupils, 
flushing,  and  gastrointestinal  symptoms)  may  also  occur 
If  vomiting  has  not  occurred  spontaneously,  the  patient 
should  be  induced  to  vomit  This  is  best  done  by  having 
him  drink  a glass  of  water  or  milk  after  which  he  should  be 
made  to  gag  Precautions  against  aspiration  must  be  taken, 
especially  in  infants  and  children 
If  vomiting  is  unsuccessful,  gastric  lavage  is  indicated 
within  three  hours  after  ingestion  and  even  later  if  large 
amounts  of  milk  or  cream  were  given  beforehand  Isotonic 
and  Vs  isotonic  saline  is  the  lavage  solution  of  choice 
Saline  cathartics,  such  as  milk  of  magnesia,  draw  water 
into  the  bowel  by  osmosis  and  therefore  are  valuable  for 
their  action  in  rapid  dilution  of  bowel  content. 

Stimulants  should  asi  be  used 
Vasopressors  may  be  used  to  treat  hypotension 
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Please  see  adjacent  brief  summary  of  prescribing  information 
Copyright  ©1980,  Sobering  Corporation,  All  rights  reserved. 


We’ll  make  you  only  one  promise.  When  you  start 
working  to  make  your  future  happen,  we’ll  be  there. 
And  whatever  direction  you  take  in  life,  remember. . 
you  can  always  come  home  to  FIRSTSioux  Falls. 
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"Ttie  Family  of  Man"  by  Roberto  Moretti, 
a statuary  in  crystal  symbolizing  the  broad  range  of 
hypar'ensive  patients  eligible  tor  therapy  with  Catapres. 


Alpha 

Stimulation 

Central  Control  of 
Blood  Pressure* 


Tablets  of  0.1 


Hypertensi 


It’s  for  all  kinds  of  hypiM^^g 

• Unlike  beta  blockers,  Catapres^has  no  contraihwM^^p. 

• Catapres  can  be  useful  even  in  these  patients  wiffi: 

Congestive  heart  failure  Allergic  rhinitis  ’ 

Ventricular  hypertrophy  Hepatic  disease 
Hyperglycemia  Hyperuricemia 

Diabetes  mellitus  Gouty  arthritis 

Bronchial  asthma  Sulfonamide  hypersensitivity 

Like  any  antihypertensive,  use  with  caution  in  severe 
coronary  insufficiency,  recent  myocardial  infarction, 
cerebrovascular  disease  or  chronic  renal  failure. 

work/play— normal  hemodynamic  responses  to  exercise  maintained. 

love  —low  incidence  of  impotence  and/or  loss  of  libido: 

2.8%  in  1,923  patients  studied.^ 

cardiac  output—  tends  to  return  to  control  values  during  long-term  therapy. 

blood  flow— preserved  in  kidney. 

No  Single  Advantage  Determines  Drug  Choice. 

Other  factors  must  include: 

The  drug’s  effectiveness  in  a given  patient,  its 
side  effects,  warnings,  precautions,  tolerance, 
etc.  A rational  therapeutic  choice  depends  on  a 
careful  assessment  of  all  such  factors. 

‘Central  alptia-adrenergic  stimulation  decreases  sympathetic  outflow  from  rlltlltllr 

■ ■ the  brain,  as  shown  in  animal  studies.  HMRlf 

^ ^ , 1.  Dataon  file  at  Boehringer  Ingelheim  Ltd. 

Ptease  see  last  page  for  brief  summary,  including 

warnings,  precautions,  and  adverse  reactions.  ftSifiTC 


tmilable  in  new 
mg  tablets 


• No  contraindications. 

• Effective  in  all  degrees  of  hypertension.  It  is  mild  to 
moderate  in  potency. 

• Low  incidence  of  depression,  impotence,  orthostatic 
hypotension — no  fatal  hepatotoxicity. 

• Preserves  kidney  blood  flow. 

Most  common  side  effects  are  dry  mouth,  drowsiness, 
and  sedation  which  generally  tend  to  diminish  with  time. 


The  usual  starting  dose  of  Catapres  is  0.1  mg  at  break- 
fast and  0.1  mg  at  bedtime.  Some  patients  may  benefit 
from  a starting  dose  of  0.1  mg  at  bedtime. 

Usual  daily  dose  range — 0.2— 0.8  mg 

Maximum  daily  dose — 2.4  mg 

Doses  as  high  as  this  have  rarely  been  employed. 

For  optimal  results,  the  dose  of  Catapres  must  be 
adjusted  according  to  the  patient’s  individual  blood 
pressure  response. 


Catapres® 

(clonidine  hydrochloride) 

Tablets  of  0.1, 0.2, 0.3  mg 

Indication:  The  drug  is  indicated  in  the  treatment  of  hypertension.  As  an  anti- 
hypertensive drug,  Catapres  (clonidine  hydrochloride)  is  mild  to  moderate  in 
potency.  It  may  be  employed  in  a general  treatment  program  with  a diuretic  and/or 
other  antihypertensive  agents  as  needed  for  proper  patient  response. 

Warnings:  Tolerance  may  develop  in  some  patients  necessitating  a reevaluation 
of  therapy. 

Usage  in  Pregnancy:  In  view  of  embryotoxic  findings  in  animals,  and  since 
information  on  possible  adverse  effects  in  pregnant  women  is  limited  to  uncon- 
trolled clinical  data,  the  drug  is  not  recomnlended  in  women  who  are  or  may 
become  pregnant  unless  the  potential  benefits  outweigh  the  potential  risk  to 
mother  and  fetus. 

Usage  in  Children:  No  clinical  experience  is  available  with  the  use  of  Catapres 
(clonidine  hydrochloride)  in  children. 

Precautions:  When  discontinuing  Catapres  (clonidine  hydrochloride),  reduce  the 
dose  gradually  over  2 to  4 days  to  avoid  a possible  rapid  rise  in  blood  pressure  and 
associated  subjective  symptoms  such  as  nervousness,  agitation,  and  headache. 
Patients  should  be  instructed  not  to  discontinue  therapy  without  consulting  their 
physician.  Rare  instances  of  hypertensVe  encephalopathy  and  death  have  been 
recorded  after  cessation  of  clonidine  hydrochloride  therapy.  A causal  relationship 
has  not  been  established  in  these  cases.  It  has  been  demonstrated  that  an 
excessive  rise  in  blood  pressure,  should  it  occur,  can  be  reversed  by  resumption  of 
clonidine  hydrochloride  therapy  or  by  intravenous  phentolamine.  Patients  who 
engage  in  potentially  hazardous  activities,  such  as  operating  machinery  or  driving, 
should  be  advised  of  the  sedative  effect.  This  drug  may  enhance  the  CNS- 
depressive  effects  of  alcohol,  barbiturates  and  other  sedatives.  Like  any  other 
agent  lowering  blood  pressure,  clonidine  hydrochloride  should  be  used  witfi 
caution  in  patients  with  severe  coronary  insufficiency,  recent  myocardial  infarction, 
cerebrovascular  disease  or  chronic  renal  failure. 

As  an  integral  part  of  their  overall  long-term  care,  patients  treated  with  Catapres 
(clonidine  hydrochloride)  should  receive  periodic  eye  examinations.  While,  except 
for  some  dryness  of  the  eyes,  no  drug-related  abnormal  ophthalmologic  findings 
have  been  recorded  with  Catapres  (clonidine  hydrochloride),  in  several  studies 
the  drug  produced  a dose-dependent  increase  in  the  incidence  and  severity  of 


spontaneously  occurring  retinal  degeneration  in  albino  rats  treated  for  6 months  ori 
longer.  i 

Adverse  Reactions:  The  most  common  reactions  are  dry  mouth,  drowsiness  and  j 
sedation.  Constipation,  dizziness,  headache,  and  fatigue  have  been  reported,  j 
Generally  these  effects  tend  to  diminish  with  continued  therapy.  The  following] 
reactions  have  been  associated  with  the  drug,  some  of  them  rarely.  (In  some! 
instances  an  exact  causal  relationship  has  not  been  established.)  These  include:! 
Anorexia,  malaise,  nausea,  vomiting,  parotid  pain,  mild  transient  abnormalities  in  | 
liver  function  tests;  one  report  of  possible  drug-induced  hepatitis  without  icterus 
and  hyperbilirubinemia  in  a patient  receiving  clonidine  hydrochloride,  chlor-| 
thalidone  and  papaverine  hydrochloride.  Weight  gain,  transient  elevation  of  blood 
glucose,  or  serum  creatine  phosphokinase:  congestive  heart  failure,  Raynaud’s 
phenomenon;  vivid  dreams  or  nightmares,  insomnia,  other  behavioral  changes, 
nervousness,  restlessness,  anxiety  and  mental  depression.  Also  rash,  an- 
gioneurotic edema,  hives,  urticaria,  thinning  of  the  hair,  pruritus  not  associated 
with  a rash,  impotence,  urinary  retention,  increased  sensitivity  to  alcohol,  dryness, 
itching  or  burning  of  the  eyes,  dryness  of  the  nasal  mucosa,  pallor,  gynecomastia, 
weakly  positive  Coombs'  test,  asymptomatic  electrocardiographic  abnormalities 
manifested  as  Wenckebach  period  or  ventricular  trigeminy. 

Overdosage:  Profound  hypotension,  weakness,  somnolence,  diminished  or  ab- 1 
sent  reflexes  and  vomiting  followed  the  accidental  ingestion  of  Catapres  (clonidine  ' 
hydrochloride)  by  several  children  from  19  months  to  5 years  of  age.  Gastric  j 
lavage  and  administration  of  an  analeptic  and  vasopressor  led  to  complete  re- ! 
covery  within  24  hours.  Tolazoline  in  intravenous  doses  of  10  mg  at  30-minute  ^ 
intervals  usually  abolishes  all  effects  of  Catapres,  (clonidine  hydrochloride)  over- ' 
dosage. 

How  Supplied:  Catapres,  brand  of  clonidine  hydrochloride,  is  available  as  0.1  mg 
(tan)  and  0.2  mg  (orange)  oval,  single-scored  tablets  in  bottles  of  100  and  1000.  Also 
available  as  0.3  mg  (peach)  oval,  single-scored  tablets  in  bottles  of  100. 

For  complete  details,  please  see  full  prescribing  information. 

Under  license  from  Boehringer  Ingelheim  GmbH 

Boehringer  Boehringer  Ingelheim  Ltd. 

Ingelheim  Ridgefield,  CT  06877 
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Recommendations  For  Care  Of  ChildrenWith 
Insulin  Dependent  Diabetes  Mellitus 


Patricia  J.  Forsman  Bunger,  M.D.* 
Thomas  Aceto,  Jr.,  M.D.** 

Fred  Lovrien,  M.D.*** 


ABSTRACT 

The  childhood  diabetic  is  often  considered  as  a 
complex  medical  management  problem.  Evidence 
from  animal  studies  as  well  as  human  diabetics  is 
beginning  to  define  an  association  between  the  de- 
gree of  diabetic  control  and  complications.  The 
methods  currently  available  for  assessing  control 
are  discussed  and  recommendations  are  made  re- 
garding their  use  in  the  child  with  insulin  depen- 
dent diabetes. 


DISCUSSION 

Diabetes  mellitus  is  a relatively  common  meta- 
bolic disorder  of  childhood  having  a prevalence  rate 
of  1.89  per  thousand.'  Recognition  of  the  effects 
that  diabetes  can  have  on  a child  and  his  family  and 
the  morbidity  and  mortality  that  may  result  from  the 
metabolic  abnormalities  is  mandatory  for  the  physi- 
cian who  accepts  the  enormous  responsibility  of  car- 
ing for  the  insulin  dependent  diabetic.  The  child- 
hood diabetic  has  traditionally  been  considered  to 
present  unusually  complex  problems  in  medical 
management.  One  reason  for  this  is  that  criteria  and 
standards  appropriate  for  the  treatment  of  the  adult 
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**  Professor  and  Chairman  of  Pediatrics  and  Adolescent  Medi- 
cine, School  of  Medicine,  The  University  of  South  Dakota, 
McKennan  Hospital,  Sioux  Falls,  South  Dakota. 

***  Clinical  Assistant  Professor  of  Internal  Medicine,  School  of 
Medicine,  University  of  South  Dakota,  Sioux  Falls,  South 
Dakota. 


onset  diabetic  are  used  in  treating  the  juvenile  dia- 
betic patient. 

There  are  two  primary  objects  in  the  management 
of  the  insulin  dependent  diabetic:  the  first  is  to  con- 
trol the  metabolic  abnormalities  and  the  second  is  to 
prevent  or  minimize  the  vascular  complications. 
The  first  objective  can  be  attained,  in  part  at  least,  by 
adherence  to  a diet  and  by  the  administration  of 
insulin.  The  amount  of  insulin  and  the  number  of 
daily  injections  vary  from  child  to  child  but  must  be 
given  in  amounts  which  afford  the  child  the  most 
normal  metabolic,  social  and  emotional  environ- 
ment possible.  Many  insulin  preparations  are  availa- 
ble but  most  children  do  best  with  NPH  or  Lente  in 
combination  with  regular  or  Semilente.  There 
appears  to  be  little  indication  for  the  use  of  Ul- 
tralente  or  PZI.  The  daily  dose  of  insulin  needs  to  be 
individualized  for  each  patient  but  following  the 
honeymoon  phase  the  preadolescent  can  be  expect- 
ed to  require  .7-1.0  units/kg/day  and  the  adolescent 
.9-1.2  units/kg/day.^  Adjustments  in  the  insulin 
dose  can  be  made  every  2-3  days  depending  on  ur- 
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inary  glucose  spillage.  It  is  safe  to  increase  or  de- 
crease the  insulin  dose  by  10%  of  the  previous  days’ 
dosage.  The  optimal  number  of  daily  insulin  injec- 
tions is  controversial  but  there  is  some  evidence,  at 
least  in  adults,  that  2-3  injections  daily  improves 
control  and  delays  retinal  changes.^  Even  so,  regard- 
less of  the  number  of  daily  insulin  injections  wide 
fluctuations  of  blood  glucose  do  occur.  Tamborlane 
and  associates  have  recently  reported  normalization 
of  plasma  glucose  with  a portable  continuous  insulin 
infusion  system  which  injects  insulin  sub- 
cutaneously and  does  not  require  feedback  control.*^ 
Such  a system  may  be  the  practical  answer  to  max- 
imize the  care  of  the  diabetic  child. 

Maintenance  of  the  nutritional  needs  of  the  dia- 
betic patient  is  another  important  aspect  of  the  treat- 
ment program.  The  child  should  be  given  adequate 
calories  to  maintain  normal  growth  and  weight  gain. 
Fifty  to  60%  of  the  calories  should  be  derived  from 
carbohydrate,  25-30%  or  slightly  less  from  fat  (sub- 
stitute polyunsaturated  fatty  acids  for  animal  fats 
whenever  possible)  and  20%  from  protein.  One  of 
the  more  important  aspects  of  the  diet  is  that  the 
meals  be  regularly  spaced  throughout  the  day  di- 
vided into  3 meals  and  2 or  3 snacks  to  avoid  exces- 
sive fluctuations  of  blood  sugar  levels  and  hypo- 
glycemia.^ 

The  second  primary  objective,  that  of  preventing 
the  vascular  complications,  is  more  difficult  to 
achieve.  There  remains  an  ongoing  controversy  re- 
garding the  relationship  of  hyperglycemia  to  the  de- 
velopment of  microvascular  disease.  Presently,  the 
bulk  of  the  evidence  from  animal  studies^  as  well  as 
human  diabetics^  is  beginning  to  define  an  associa- 
tion between  control  and  complications.  This 
information  should  encourage  physicians  caring  for 
diabetics  to  aim  at  optimal  control  but  not  at  the 
expense  of  psychologic  complications.  Children  are 
very  special  patients  and  in  the  management  of  their 
diabetes  it  must  be  remembered  that  they  are  grow- 
ing,  ever-changing  and  are  predictably  un- 
predictable. These  concepts  make  “strict  controP’of 
the  childhood  diabetic  a very  controversial  top- 
ic.Some  of  the  obvious  and  absolutely  mandatory 
goals  of  therapy  include  maintenance  of  normal 
growth  and  weight  gain,  full  participation  in  all  ac- 
tivities appropriate  for  the  child’s  age,  interest  in 
career  goal  planning,  normalization  of  blood  sugar 
within  the  limits  of  preventing  hypoglycemia,  avoid- 
ance of  ketoacidosis  and  education  to  the  point 
where  the  patient  and  his  parents  can  knowledgeably 
and  confidently  care  for  his  disease. 

One  of  the  major  problems  in  diabetic  care  has 
been  the  inadequacies  of  follow-up  and  monitoring. 
Urinary  glucose  testing  using  Clinitest  tablets  and 


the  2-drop  method  continues  to  be  the  hallmark  of 
day-to-day  assessment  of  control  but  the  limitations 
of  this  tool  need  to  be  realized.^-*  Ideally,  urinary 
glucose  testing  should  be  done  daily  before  meals 
and  at  bedtime.  Random,  infrequent  determinations 
of  urinary  glucose  spillage  may  be  confusing  and 
inaccurate.  A more  accurate  assessment  of  diabetic 
control  can  be  attained  from  the  measurement  of 
glucose  in  a 24  hour  or  fractionated  24  hour  urine 
collection.*^  A goal,  although  not  always  possible  to 
attain,  is  to  keep  the  urine  sugar  free.  However,  in 
juvenile  onset  diabetics  White  considers  control 
good  if  24  hour  urinary  glucose  loss  is  less  than  10% 
of  the  dietary  carbohydrate  intake.'*^  Ideal  follow-up 
of  diabetic  patients  should  include  a 24  hour  urine 
glucose  determination  every  3-6  months. 

Periodic  measurement  of  fasting  blood  sugar  has 
traditionally  been  the  practice  in  many  diabetic  clin- 
ics. Due  to  the  wide  fluctuation  of  blood  sugars  from 
hour-to-hour  and  day-to-day  a single  fasting  blood 
glucose  offers  a poor  guide  to  the  degree  of  diabetic 
control.  Recently,  several  studies  have  reported  im- 
provement in  diabetic  control  with  the  utilization  of 
patient  self-measurement  of  blood  glucose  using  the 
Dextrostix  system.  Blood  sugars  were  determined 
once  to  several  times  daily  depending  on  the  degree 
of  control."  Compliance  with  self  monitoring  is  of- 
ten poor  so  it  is  helpful  to  evaluate  each  diabetic’s 
control  by  blood  sugar  determination  every  hour  or 
every  two  hours  for  a 24-48  hour  period.'^  It  would 
seem  reasonable  to  aim  for  the  best  control  possible 
attempting,  within  the  limits  of  hypoglycemia,  to 
keep  the  blood  glucose  between  50mg%-160mg%." 
This  type  of  evaluation  is  essential  in  the  “labile” 
diabetic  or  the  one  who  is  having  hypoglycemia. 

The  physician  now  has  available  measurements  ot 
hemoglobin  AI^,  a glycosylated  hemoglobin,  the 
level  of  which  is  directly  proportional  to  the  degree 
of  hyperglycemia.'"^  Mean  ± SD  Al^,  hemoglobin 
values  for  normal  children  according  to  Jackson,  et 
al  are  4.31  ± 0.48%,  poorly  controlled  diabetics 
have  values  of  11.08  ± 1.9%  and  diabetic  children 
in  “good”  control  have  A4  levels  of  5.79  ± 
0.38%.'^  Since  the  life  span  of  the  red  cell  is  120 
days,  the  hemoglobin  Al^,  level  is  a reflection  of  the 
average  hyperglycemia  over  the  preceding  several 
months.'"'  Hemoglobin  Al^,  levels  should  be  moni- 
tored every  6 months  with  the  values  being  the 
same  as  for  nondiabetics. 

Insulin  deficiency  is  known  to  have  an  important 
effect  on  fat  metabolism  causing  hypertrigly- 
ceridemia. Many  investigators  feel  that  cholesterol 
metabolism  is  also  impaired  leading  to  hypercholes- 
terolemia but  this  is  not  universally  agreed  on.'^  The 
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plasma  cholesterol  has  been  found  by  Santiago,  et  al 
to  correlate  with  plasma  glucose  and  hemoglobin 
Al(,  levels  and  when  elevated  is  lowered  significant- 
ly (P<  0.05)  by  decreasing  dietary  cholesterol.'^ 
Follow-up  of  the  insulin  dependent  diabetic  should 
include  cholesterol  and  triglyceride  determinations 
2-3  times  yearly  with  the  values  being  normal  for 
the  child’s  age. 

All  insulin  dependent  diabetics  should  have  the 
advantage  of  a yearly  or  twice  yearly  ophthalmologic 
examination.  Retinopathy  is  present  in  45-59%  of 
juvenile  diabetic  patients  after  20  years  of  known 
disease  and  in  19%  after  10  years. ^ There  is  con- 
vincing evidence  that  photocoagulation  is  effective 
in  delaying  visual  deterioration  in  patients  with  new 
vessel  formation  and  maculopathy.'* 

Diabetic  nephropathy  is  also  common  - up  to  40% 
after  25  years  of  childhood  onset  diabetes  - and  renal 
disease  may  account  for  about  half  of  the  deaths  in 
long  term  insulin  dependent  diabetic  patients.^  The 
natural  history  of  diabetic  nephropathy  in  juvenile 
patients  usually  begins  with  proteinuria  about  10 
years  after  the  onset  of  diabetes. Recent  studies 
have  demonstrated  that  strict  control  of  blood  glu- 
cose can  reduce  or  return  to  normal  the  altered 
glomerular  permeability^''  which  makes  the  early  di- 
agnosis of  nephropathy  mandatory.  A creatinine 
clearance  and  24  hour  quantitive  urine  protein 
should  be  determined  at  least  yearly.  Consultation 
with  a pediatric  nephrologist  regarding  renal  trans- 
plantation should  be  obtained  if  the  patient  has 
greater  than  300  mg  of  protein  in  a 24  hour  urine 
specimen.  Diabetics  were  formerly  excluded  from 
renal  transplant  programs  because  of  their  poor 
prognosis  but  current  studies  report  improvement 
in  diabetic  control  and  stabilization  of  neuropathy 
and  retinopathy  following  transplantation. 

A high  incidence  of  autoimmune  thyroid  dysfunc- 
tion has  been  found  in  children  with  diabetes  melli- 
tus.-^'  Thus  a serum  T4  or  TSH  determination  should 
be  done  yearly. 

SUMMARY 

Recommendations  for  care  of  the  child  with  insu- 
lin dependent  diabetes  are  as  follows: 

1 .  Treatment  with  insulin 

— NPH  or  lente  and  regular  or  semilente;  PZI 
and  ultralente  not  indicated. 

— Insulin  requirements  — 0.7-1 .0  u/kg/day 
(preadolescent) 

0.9- 1.2  u/kg/day  (adolescent) 

—Two  or  more  insulin  injections  daily  often 
maximizes  control. 

— Adjust  insulin  dose  every  2-3  days  depend- 
ing on  urine  glucose  spillage. 


2.  Nutritional  Management 

— Adequate  calories  to  maintain  normal 
growth 

-50-60%  of  calories  from  carbohydrate 
-25-30%  of  calories  from  fat,  with  a decrease 
in  animal  fats 

— 20%  of  calories  from  protein 

3.  Education  of  the  patient  and  his  parents  to  the 
point  where  they  can  knowledgeably  and  confi- 
dently care  for  his  disease. 

4.  Prevent  or  minimize  the  long  term  vascular 
complications. 

5.  Self  monitoring 

— Urine  clinitests  (two  drop  method)— 3-4 
times  daily. 

6.  Laboratory  Follow-up 

-Twenty-four  hour  urine  glucose  determina- 
tion every  3-6  months.  The  glucose  loss 
should  be  less  than  10%  of  the  dietary  car- 
bohydrate intake  (20gm/L). 

— Serum  hemoglobin  Al^  levels  every  6 
months.  The  values  should  be  in  the  normal 
range  of  5-6%. 

— Yearly  in-hospital  evaluation  with  the  deter- 
mination of  blood  glucose  values  every  2 
hours  for  24-48  hours.  Within  the  limits  of 
hyppoglycemia,  the  blood  sugar  values 
should  be  in  the  range  of  50-160  mg%. 
—Serum  triglycerides  and  cholesterol  should 
be  determined  every  4-6  months  with  the 
values  being  normal  for  the  child’s  age. 

— Yearly  creatinine  clearance  and  24  hour 
urinary  quantitative  protein. 

-Yearly  serum  T4  or  TSH. 

7.  Consultative  Follow-up 

— Yearly  or  twice  yearly  ophthalmologic 
examination  with  thorough  funduscopic 
exam  and  visual  acuity  determination. 

— Pediatric  nephrology  consultation  if  urine 
protein  is  greater  than  300  mg/24  hours. 
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The  Council  of  the  South  Dakota  State  Medical 
Association  met  on  Friday  and  Saturday,  April  25 
and  26,  1980,  at  the  Howard  Johnson  Motor  Lodge, 
Sioux  Falls,  South  Dakota.  The  following  are  major 
items  of  business  transacted  at  this  meeting. 

1.  “INFACT”.  The  State  Medical  Association 
went  on  record  to  encourage  breast  feeding  of 
newborn  infants  whenever  appropriate,  and  to  edu- 
cate mothers  about  the  superiority  of  breast  milk  as 
a source  of  infant  nutrition  and  to  work  to  curtail 
inappropriate  formula  promotional  practices. 

2.  CPT-4.  The  Council  recommended  the  use  of 
CPT-4  for  completion  of  insurance  and  governmen- 
tal program  forms. 

3.  SOUTH  DAKOTA  FOUNDATION  FOR 
MEDICAL  CARE  PROPOSAL  FOR  REVIEWING 
PHYSICIAN  SERVICES.  The  Council  recommend- 
ed to  the  South  Dakota  Foundation  for  Medical 
Care  that  they  not  participate  in  the  proposal  to  re- 
view physician  services. 


4.  TITLE  19  CLAIM  FORM.  The  Council 
approved  the  adoption  of  the  Title  19  claim  form 
which  is  the  AM  A form,  revised  1977,  as  renegoti- 
ated by  Mr.  Johnson,  representatives  of  the  Clinic 
Managers  Association  and  the  Department  of  Social 
Services. 
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5.  HONORARY  MEMBERS.  Dr.  Thomas  Mead 
of  Spearfish,  and  Dr.  J.  A.  Muggly  of  Madison  were 
named  honorary  members  of  the  South  Dakota 
State  Medical  Association. 


6.  APPOINTMENT  TO  SOUTH  DAKOTA 
MEDICAL  SCHOOL  ENDOWMENT  ASSOCIA- 
TION BOARD  OF  DIRECTORS.  G.  E.  Tracy, 
M.D.,  Durward  Lang,  M.D.,  Joseph  Hamm,  M.D., 
R.  R.  Giebink,  M.D.  and  Warren  Jones,  M.D.  were 
reappointed  to  the  Board  of  Directors  for  a one  year 
term.  New  appointees  for  one  year  terms  were  T.  H. 
Sattler,  M.D.  and  Bruce  Allen,  M.D. 

(continued  on  page  34) 
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A non-narcotic  one-two  punch  against  pain,  with  concurrent  relief  of  anxiety/tension 

EQUAGESIC  ^ 

(meprobamate  and  ethoheptazine  citrate  with  aspirin)  Wyeth 


EQUAGESIC — Abbreviated  Summary 

•INDICATIONS:  Based  on  a review  of  this  drug  by  the 
National  Academy  of  Sciences — National  Research 
Council  and  or  other  information,  FDA  has  classified 
the  indications  as  follows 

"Possibly"  effective  for  the  treatment  of  pain  accom- 
panied by  tension  and'or  anxiety  in  patients  with  mus- 
culoskeletal disease  or  tension  headache 
Final  classification  of  the  less-than-effective  indica- 
tions requires  further  investigation 
The  effectiveness  of  Equagesic  in  long-term  use.  i e 
more  than  four  months,  has  not  been  assessed  by 
systematic  clinical  studies  The  physician  should  pe- 
riodically reassess  usefulness  of  the  drug  for  the  indi- 
vidual patient. 

CONTRAINDICATIONS:  Equagesic  should  not  be  given  to 
individuals  with  a history  of  sensitivity  or  severe  intolerance 
to  aspirin,  meprobamate,  or  ethoheptazine  citrate 
WARNINGS:  Careful  supervision  of  dose  and  amounts  pre- 
scribed for  patients  is  advised,  especially  with  those  patients 
with  known  propensity  for  taking  excessive  quantities  of  drugs 
Excessive  and  prolonged  use  in  susceptible  persons,  e g , 
alcoholics,  former  addicts,  and  other  severe  psychoneurot- 
ICS,  has  been  reported  to  result  in  dependence  on  or  habit- 
uation to  the  drug  Where  excessive  dosage  has  continued 
for  weeks  or  months,  dosage  should  be  reduced  gradually 
rather  than  abruptly  stopped,  since  withdrawal  of  a "crutch" 
may  precipitate  withdrawal  reaction  of  greater  proportions 
than  that  for  which  the  drug  was  originally  prescribed  Abrupt 
discontinuance  of  doses  in  excess  of  the  recommended  dose 
has  resulted  in  some  cases  in  the  occurrence  of  epileptiform 
seizures 

Special  care  should  be  taken  to  warn  patients  taking  mepro- 
bamate that  tolerance  to  alcohol  may  be  lowered  with  re- 
sultant slowing  of  reaction  time  and  impairment  of  lodgement 
and  coordination 

USAGE  IN  PREGNANCY  AND  LACTATION  An  in- 
creased risk  of  congenital  malformations  associated  with 
the  use  of  minor  tranquilizers  (meprobamate,  chlordi- 


azepoxide,  and  diazepam)  during  the  first  trimester  of 
pregnancy  has  been  suggested  in  several  studies.  Be- 
cause use  of  these  drugs  is  rarely  a matter  of  urgency, 
their  use  during  this  period  should  almost  always  be 
avoided.  The  possibility  that  a woman  of  child-bearing 
potential  may  be  pregnant  at  the  time  of  Institution  of 
therapy  should  be  considered.  Patients  should  be  ad- 
vised that  if  they  become  pregnant  during  therapy  or 
intend  to  become  pregnant  they  should  communicate 
with  their  physicians  about  the  desirability  of  discontin- 
uing the  drug. 

Meprobamate  passes  the  placental  barrier.  It  is  present 
both  in  umbilical-cord  blood  at  or  near  maternal  plasma 
levels  and  in  breast  milk  of  lactating  mothers  at  concen- 
trations two  to  four  times  that  of  maternal  plasma.  When 
use  of  meprobamate  is  contemplated  in  breast-feeding 
patients,  the  drug's  higher  concentrations  in  breast  milk 
as  compared  to  maternal  plasma  levels  should  be 
considered. 

Preparations  containing  aspirin  should  be  kepi  out  of  the 
reach  of  children  Equagesic  is  not  recommended  for  pa- 
tients 12  years  of  age  and  under 

PRECAUTIONS:  Should  drowsiness,  ataxia,  or  visual  dis- 
turbance occur,  the  dose  should  be  reduced  If  symptoms 
continue,  patients  should  not  operate  a motor  vehicle  or  any 
dangerous  machinery 

Suicidal  attempts  with  meprobamate  have  resulted  in  coma, 
shock,  vasomotor  and  respiratory  collapse,  and  anuria  Very 
few  suicidal  attempts  were  fatal,  although  some  patients  in- 
gested very  large  amounts  of  the  drug  (20  to  40  gm)  These 
doses  are  much  greater  than  recommended  The  drug  should 
be  given  cautiously,  and  m small  amounts,  to  patients  who 
have  suicidal  tendencies  In  cases  where  excessive  doses 
have  been  taken,  sleep  ensues  rapidly  and  blood  pressure, 
pulse,  and  respiratory  rales  are  reduced  to  basal  levels  Hy- 
perventilation has  been  reported  occasionally  Any  drug  re- 
maining in  the  stomach  should  be  removed  and  symptomatic 
treatment  given  Should  respiration  become  very  shallow 
and  slow,  CNS  stimulants,  e g , caffeine,  Metrazol,  or  am- 


phetamine, may  be  cautiously  administered  If  severe  hypo- 
tension develops,  pressor  amines  should  be  used  parenteraliy 
to  restore  blood  pressure  to  normal  levels 
ADVERSE  REACTIONS  A small  percentage  of  patients 
may  experience  nausea  with  or  without  vomiting  and  epigas- 
tric distress  Dizziness  occurs  rarely  when  meprobamate  and 
ethoheptazine  citrate  with  aspirin  is  administered  in  recom- 
mended dosage  The  meprobamate  may  cause  drowsiness 
but.  as  a rule,  this  disappears  as  therapy  is  continued  Should 
drowsiness  persist  and  be  associated  with  ataxia,  this  symp- 
tom can  usually  be  controlled  by  decreasing  the  dose,  but 
occasionally  it  may  be  desirable  to  administer  central  stim- 
ulants such  as  amphetamine  or  mephentermine  sulfate  con- 
comitantly to  control  drowsiness 

A clearly  related  side  effect  to  the  administration  of  mepro- 
bamate IS  the  rare  occurrence  of  allergic  or  idiosyncratic  re- 
actions This  response  develops,  as  a rule,  in  patients  who 
have  had  only  1-4  doses  of  meprobamate  and  have  not  had 
a previous  contact  with  the  drug  Previous  history  of  allergy 
may  or  may  not  be  related  to  the  incidence  of  reactions 
Mild  reactions  are  characterized  by  an  itchy  urticarial  or  ery- 
thematous. maculopapular  rash  which  may  be  generalized 
or  confined  to  the  groin  Acute  nonthrombocytopenic  purpura 
with  cutaneous  petechiae.  ecchymoses.  peripheral  edema, 
and  fever  have  also  been  reported 

More  severe  cases,  observed  only  very  rarely,  may  also  have 
other  allergic  responses,  including  fever,  fainting  spells,  an- 
gioneurotic edema,  bronchial  spasms,  hypotensive  crises  (t 
fatal  case),  anaphylaxis,  stomatitis  and  proctitis  (1  case),  and 
hyperthermia  Treatment  should  be  symptomatic  such  as 
administration  of  epinephrine,  antihistamine,  and  possibly 
hydrocortisone  Meprobamate  should  be  stopped,  and  rein- 
stitution  of  therapy  should  not  be  attempted 
Rare  cases  have  been  reported  where  patients  receiving 
meprobamate  suffered  from  aplastic  anemia  (1  fatal  case), 
thrombocytopenic  purpura,  agranulocytosis,  and  hemolytic 
anemia  In  nearly  every  instance  reported,  other  toxic  agents 
known  to  have  caused  these  conditions  have  been  associ- 
ated with  meprobamate  A few  cases  of  leukopenia  during 


continuous  administration  of  meprobamate  are  reported,  most 
of  these  returned  to  normal  without  discontinuation  of  the 
drug 

Impairment  of  accommodation  and  visual  acuity  has  been 
reported  rarely. 

OVERDOSE:  Two  instances  of  accidental  or  intentional  sig- 
nificant overdosage  with  ethoheptazine  citrate  combined  with 
aspirin  have  been  reported  These  were  accompanied  by 
symptoms  of  CNS  depression,  including  drowsiness  and 
iight-headedness,  with  uneventful  recovery  However,  on  the 
basis  of  pharmacological  data,  it  may  be  anticipated  that 
CNS  stimulation  could  occur  Other  anticipated  symptoms 
would  include  nausea  and  vomiting  Appropriate  therapy  of 
signs  and  symptoms  as  they  appear  is  the  only  recommen- 
dation possible  at  this  time  Overdosage  with  ethoheptazine 
combined  with  aspirin  would  probably  produce  the  usual 
symptoms  and  signs  of  salicylate  intoxication  Observation 
and  treatment  should  include  induced  vomiting  or  gastric 
lavage,  specific  parenteral  electrolyte  therapy  for  ketoaci- 
dosis and  dehydration,  watching  for  evidence  of  hemor- 
rhagic manifestations  due  to  hypoprothrombinemia  which,  if 
It  occurs,  usually  requires  whole-blood  transfusions 
DESCRIPTION:  Each  Equagesic  tablet  contains  150  mg  me- 
probamate, 75  mg  ethoheptazine  citrate  and  250  mg  aspirin 

Copyright  c 1980,  Wyeth  Laboratories 
All  rights  reserved. 

•This  drug  has  been  evaluated  as  possibly 
effective  for  this  indication 
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MODERATE 

PAIN 


A therapeutic  dose 
of  acetaminophen 
in  one  tablet 


A therapeutic  dose 
of  two  complementary 
analgesics 


The  convenience  and 
economy  of  a 
dosage  schedule  of 
one  tablet,  every  four 
hours  as  needed 


WHY  NOT  WYGESIC  ® 

(65  mg  propoxyphene  HCI  and  650  mg  acetaminophen)  Wyeth 


WYGESIC— Abbreviated  Summary 
INDICATION;  For  the  relief  of  mild-to-moderate  pain 
CONTRAINDICATION:  Hypersensitivity  to  propox- 
yphene or  to  acetaminophen 

WARNINGS:  CNS  ADDITIVE  EFFECTS  AND  OVER- 
DOSAGE  Propoxyphene  in  combination  with  alcohol, 
tranquilizers,  sedative-hypnotics,  or  other  CNS  de- 
pressants has  an  additive  depressant  effect  Pa- 
tients taking  this  drug  should  be  advised  of  the  additive 
effect  and  warned  not  to  exceed  the  dosage  recom- 
mended Toxic  effects  and  fatalities  have  occurred 
following  overdoses  of  propoxyphene  alone  or  in 
combination  with  other  CNS  depressants  Most  of 
these  patients  had  histones  of  emotional  disturb- 
ances or  suicidal  ideation  or  attempts,  as  well  as 
misuse  of  tranquilizers,  alcohol,  or  other  CNS-active 
drugs  Caution  should  be  exercised  m prescribing 
large  amounts  of  propoxyphene  for  such  patients 
(see  Management  of  Overdosage) 

DRUG  DEPENDENCE;  Propoxyphene  can  produce 
drug  dependence  characterized  by  psychic  depend- 
ence and  less  frequently,  physical  dependence  and 
tolerance.  It  will  only  partially  suppress  the  with- 
drawal syndrome  in  individuals  physically  dependent 
on  morphine  or  other  narcotics  The  abuse  liability  of 
propoxyphene  is  qualitatively  similar  to  codeine's  al- 
though quantitatively  less,  and  propoxyphene  should 
be  prescribed  with  the  same  degree  of  caution  ap- 
propriate to  the  use  of  codeine 
USAGE  IN  AMBULATORY  PATIENTS:  Propoxy- 
phene may  impair  the  mental  and  or  physical  abilities 
required  for  potentially  hazardous  tasks,  e g driving 
a car  or  operating  machinery  Patients  should  be 
cautioned  accordingly 

USAGE  IN  PREGNANCY:  Safe  use  in  pregnancy 
has  not  been  established  relative  to  possible  ad- 
verse effects  on  fetal  development  INSTANCES  OF 

withdrawal  symptoms  in  the  neonate 

HAVE  BEEN  REPORTED  FOLLOWING  USAGE 
DURING  PREGNANCY  Therefore  propoxyphene 
should  not  be  used  m pregnant  women  unless,  in  the 


judgement  of  the  physician,  the  potential  benefits 
outweigh  the  possible  hazards 
USAGE  IN  CHILDREN:  Propoxyphene  is  not  rec- 
ommended for  children  because  documented  clinical 
experience  has  been  insufficient  to  establish  safety 
and  a suitable  dosaoe  regimen  in  the  pediatric  group 
PRECAUTIONS:  Confusion,  anxiety,  and  tremors 
have  been  reported  in  a few  patients  receiving  pro- 
poxyphene concomitantly  with  orphenadnne  The  CNS 
depressant  effect  of  propoxyphene  may  be  additive 
with  other  CNS  depressants,  including  alcohol. 
ADVERSE  REACTIONS:  The  most  frequent  ad- 
verse reactions  are  dizziness,  sedation,  nausea,  and 
vomiting  These  seem  more  prominent  in  ambulatory 
than  in  nonambulatory  patients,  some  of  these  re- 
actions may  be  alleviated  if  the  patient  lies  down. 
Other  adverse  reactions  include  constipation,  ab- 
dominal pain,  skin  rashes.  Iight-headedness,  head- 
ache. weakness,  euphoria,  dysphoria,  and  minor 
visual  disturbances  The  chronic  ingestion  of  propox- 
yphene in  doses  over  800  mg  per  day  has  caused 
toxic  psychoses  and  convulsions  Cases  of  liver  dys- 
function have  been  reported 
DRUG  INTERACTIONS:  Propoxyphene  in  combi- 
nation with  alcohol,  tranquilizers,  sedative-hypnot- 
ics, and  other  CNS  depressants  has  an  additive 
depressant  effect  Patients  taking  this  drug  should 
be  advised  of  the  additive  effect  and  warned  not  to 
exceed  the  dosage  recommended  (see  Warnings) 
Confusion,  anxiety,  and  tremors  have  been  reported 
in  a few  patients  receiving  propoxyphene  concomi- 
tantly with  orphenadnne 

MANAGEMENT  OF  OVERDOSAGE:  SYMPTOMS 
The  manifestations  of  serious  overdosage  with  pro- 
poxyphene are  similar  to  those  of  narcotic  overdos- 
age and  include  respiratory  depression  (a  decrease 
in  respiratory  rate  and  or  tidal  volume,  Cheyne- 
Stokes  respiration,  cyanosis),  extreme  somnolence 
progressing  to  stupor  or  coma,  pupillary  constriction, 
and  circulatory  collapse  In  addition  to  these  char- 
acteristics. which  are  reversed  by  narcotic  antago- 


nists such  as  naloxone,  there  may  be  other  effects 
Overdoses  of  propoxyphene  can  cause  delay  of  car- 
diac conduction  as  well  as  focal  or  generalized  con- 
vulsions. a prominent  feature  in  most  cases  of  severe 
poisoning  (tardiac  arrhythmias  and  pulmonary  edema 
have  occasionally  been  reported,  and  apnea,  car- 
diac arrest,  and  death  have  occurred 
Symptoms  of  massive  overdosage  with  acetamino- 
phen may  include  nausea,  vomiting,  anorexia,  and 
abdominal  pain,  beginning  shortly  after  ingestion  and 
lasting  for  12  to  24  hours  However,  early  recognition 
may  be  difficult  since  early  symptoms  may  be  mild 
and  nonspecific  Evidence  of  liver  damage  is  usually 
delayed  After  the  initial  symptoms,  the  patient  may 
feel  less  iH.  however,  laboratory  determinations  are 
likely  to  show  a rapid  rise  in  liver  enzymes  and  bili- 
rubin In  case  of  serious  hepatotoxicity,  jaundice,  co- 
agulation defects,  hypoglycemia,  encephalopathy, 
coma,  and  death  may  follow  Renal  failure  due  to 
tubular  necrosis,  and  myocardiopathy,  have  also  been 
reported 

Ingestion  of  10  grams  or  more  of  acetaminophen 
may  produce  hepatotoxicity  A l3-gram  dose  has  re- 
portedly been  fatal 

TREATMENT:  Primary  attention  should  be  given  to 
the  reestablishment  of  adequate  respiratory  ex- 
change through  provision  of  a patent  airway  and  in- 
stitution of  assisted  or  controlled  ventilation.  The 
narcotic  antagonists,  naloxone,  nalorphine,  and  lev- 
allorphan,  are  specific  antidotes  against  the  respira- 
tory depression  produced  by  propoxyphene  An 
appropriate  dose  of  one  of  these  antagonists  should 
be  administered,  preferably  IV,  simultaneously  with 
efforts  at  respiratory  resuscitation  and  the  antagonist 
should  be  repeated  as  necessary  until  the  patient  s 
condition  remains  satisfactory.  In  addition  to  a nar- 
cotic antagonist,  the  patient  may  require  careful  titra- 
tion with  an  anticonvulsant  to  control  seizures 
Analeptic  drugs  (e  g.  caffeine  or  amphetamine)  should 
not  be  used  because  of  their  tendency  to  precipitate 
convulsions. 


Oxygen.  IV  fluids,  vasopressors  and  other  suppor- 
tive measures  should  be  used  as  indicated.  Gastric 
lavage  may  be  helpful  Activated  charcoal  can  ab- 
sorb a significant  amount  of  ingested  propoxyphene 
Dialysis  is  of  little  value  in  poisoning  by  propoxy- 
phene alone  Acetaminophen  is  rapidly  absorbed, 
and  efforts  to  remove  the  drug  from  the  body  should 
not  be  delayed.  Copious  gastric  lavage  and  or  induc- 
tion of  emesis  may  be  indicated  Activated  charcoal 
IS  probably  ineffective  unless  administered  almost 
immediately  after  acetaminophen  ingestion  Neither 
forced  diuresis  nor  hemodialysis  appears  to  be  ef- 
fective in  removing  acetaminophen  Since  acetami- 
nophen in  overdose  may  have  an  antidiuretic  effect 
and  may  produce  renal  damage,  administration  of 
fluids  should  be  carefully  monitored  to  avoid  over- 
load It  has  been  reported  that  mercaptamme  (cys- 
teamme)  or  other  thiol  compounds  may  protect  against 
liver  damage  if  given  soon  after  overdosage  (8-10 
hours)  N-acetylcysteine  is  under  investigation  as  a 
less  toxic  alternative  to  mercaptamme.  which  may 
cause  anorexia,  nausea,  vomiting,  and  drowsiness 
Appropriate  literature  should  be  consulted  for  further 
information  (JAMA  237:2406-2407.  1977) 

Clinical  and  laboratory  evidence  of  hepatotoxicity  may 
be  delayed  up  to  one  week  Acetaminophen  plasma 
levels  and  half-life  may  be  useful  in  assessing  the 
likelihood  of  hepatotoxicity.  Serial  hepatic  enzyme 
determinations  are  also  recommended 
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Who  gets  hurt  if  health  insurance  is  priced  out  of 

the  market  ? 

A question  that  all  of  us  must  consider! 

Health  care  cost  containment  is  everyone’s  responsibility 


SOUTH  DAKOTA  BLUE  SHIELD 

1601  West  Madison  Street 
Sioux  Falls,  South  Dakota  57104 


11TH  ANNUAL 


BLACK  HILLS  SUMMER  SEMINAR 

ON  INFECTIOUS  DISEASES,  HUMAN  SEXUALITY,  GASTROENTEROLOGY, 

NEPHROLOGY,  TEACHING  SKILLS 

AUGUST14,  15,  16, 1980 

HOWARD  JOHNSON  MOTOR  LODGE 
RAPID  CITY,  SD 


Hosted  By:  South  Dakota  Chapter  of  the  American  Academy  of  Family  Physicians. 

This  program  is  acceptable  for  15  prescribed  hours  by  the  American  Academy  of  Family  Physicians 
and  15  hours  Category  1 AM  A Physician  Recognition  Award. 


WEDNESDAY,  AUGUST  13,  1980 

5:00  p. in.  Board  Meeting,  SDAFP 

THURSDAY,  AUGUST  14,  1980 

(Sponsored  by  Lederle  Laboratories) 
Morning  Session 

Wm.  R.  Tschetter,  M.D.,  Moderator 


7:30-8:30 

Registration 

8:30-8:40 

Welcome— James  Ryan,  M.D. 

8:45-9:25 

Nicholas  Fiumara,  M.D.,  M.P.H. 

Update  on  Sexually  Transmitted  Diseases,  Part  1 

9:30-10:10 

Gerald  Schiffman,  Ph.D. 

Prevention  of  Pneumococcal 

Infection  by  Use  of  a Polyvalent  Vaccine.  Part  1 

10:15-10:40 

Coffee,  Conversation,  Consultation 

10:45-11:15 

Nicholas  Fiumara,  M.D.,  M.P.H. 

Update  on  Sexually  Transmitted  Diseases,  Part  II 

11:20-11:50 

Gerald  Schiffman,  Ph  D. 

Prevention  of  Pneumococcal 

Infection  by  Use  of  a Polyvalent  Vaccine,  Part  II 

11:50-12:15 

Questions  and  Answers 

12:30-1:45 

Lederle  Laboratories  Hosted 

Luncheon  for  Registrants  and  Spouses 

Afternoon  Session 

Raymond  G.  Nemer,  M.D.,  Moderator 

2:00-2:40 

Martin  Goldberg,  M.D. 

Sexual  Dysfunction  In  Men 

2:45-3:25 

Alan  Jay  Cjminsky,  M.D. 

Sexual  Dysfunction  In  Women 

3:30-3:55 

Coffee,  Conversation,  Consultation 

4:00-4:30 

Martin  Goldberg,  M.D. 

Sex  Over  55 

4:35-5:05 

Alan  Jay  Ominsky,  M.D. 

Treatment  of  Sexual  Dysfunction 

5:05-5:30 

Questions  and  Answers 

5:30 

Meeting— Legislative  Committee,  South  Dakota 
Chapter,  AAFP 

Meeting  — Education  Committee,  South  Dakota 
Chapter,  AAFP 

FRIDAY,  AUGUST  14,  1980 

Morning  Session 

Herbert  Saloum,  M.D.,  Moderator 

7:30-8:30 

Registration 

8:30-9:10  Joel  S.  Levine,  M.D. 

Viral  Hepatitis— Recent  Advances 
9:15-9:55  Morris  Davidman,  M.D, 

Renal  Stones  (Calculus  Disease) 

10:00-10:30  Coffee.  Conversation,  Consultation 

SYMPOSIA  ON  TEACHING  SKILLS-PHASE  II 
10:30-10:40  Welcome 

10:45-11:00  Introduction  to  Teaching  Family  Medicine 
11:00-11 :15  Principles  of  Learning  Family  Medicine 

11:15-11:30  A spects  of  Learning  Theories 

1 1 :30- 11:45  Questioning  in  the  Instructional  Process 

11:45-12:00  Teaching  Situations 

12:00-1:15  SDAFP  Hosted  Luncheon  with  a Speaker  (select 

one) 

Joel  S.  Levine,  M.D. 

Morris  Davidman,  M.D. 

Symposia  on  Teaching  Skills  Faculty 
Symposia  on  Teaching  Skills  Faculty 


Afternoon  Session 

Concurrent  Symposia  on  Teaching  Skills  Workshop 
(Choice  of  Two) 

1:15-2:15  and  2:15-3:15 

1 . Keystones  to  Instruction 

2.  What  to  Teach 

3.  How  to  Organize  Subject  Matter  for  Teaching 

4.  Supervising  Progress;  Evaluating  the  Student/Resi- 
dent 

5 . Practice  A nalysis/Surveys 

3:15-3:30  Coffee,  Conversation,  Consultation 

3:30  Annual  Business  Meeting,  South  Dakota  Chapter, 

AAFP 

6:15  Cocktail  Party  and  Dinner  in  the  Hills 


SATURDAY,  AUGUST  1 5,  1 980 


Morning  Session 

Lawrence  Finney,  M.D.,  Moderator 

7:30-8:30  Registration 
8:30-9:10  Morris  Davidman,  M.D. 

Update  on  Treatment  of  Hypertension 
9:15-9:55  Joel  S,  Levine,  M.D. 

Gastroesophageal  Reflux— Diagnosis  and  Manage- 


ment 

10:00-10:25  Coffee,  Conversation,  Consultation 
10:30-11:10  Morris  Davidman,  M.D. 

The  Real  World  of  Potassium 
11:15-11:55  Joel  S.  Levine,  M.D. 

Acute  Pancreatitis— A Rational  Approach  to  Manage- 


ment 

12:00-12:30  Questions  and  Answers 


MAKE  PLANS  TO  ATTEND  NOW.  WRITE:  BLACK  HILLS  SUMMER  SEMINAR, 
c/o  South  Dakota  Medical  Association,  608  West  Avenue,  North,  Sioux  Falls,  SD  57104 
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Chapter  News 


SOUTH  DAKOTA  ACADEMY  OF  FAMILY  PHYSICIANS 
3001  South  Holly  Avenue 
Sioux  Falls,  SD  57105 


Recertification:  A Dilemma* 

By  Maurice  Wood,  M.D. 

Associate  Editor 

The  birth  of  Family  Practice  in  1970  as  the  twentieth  and 
newest  specialty  was  a noisy  event  after  a long  and  difficult  labor. 
The  infant  specialty  announced  that  the  continuing  privilege  of 
specialty  status  granted  after  examination,  would  require  recerti- 
fication every  seven  years,  the  older  specialties  were  impressed 
and  continue  to  be.  During  the  past  few  years  several  have 
moved  in  a similar  direction  but  incorporating  modifications 
which  fall  short  of  the  standards  set  by  Family  Practice.  Surgery, 
for  instance,  requires  recertification  only  for  post-1975  diplo- 
mates. 

A recent  editorial  in  The  New  England  Journal  of  Medicine  ( 1 ) 
raises  the  question  of  retreat  from  recertification  and  confirms 
that  most  specialties  are  having  second  thoughts.  The  editorial 
points  out  that  Dermatology,  Neurosurgery,  Orthopedic  Surgery 
and  Radiology  have  rejected  recertification.  It  further  points  out 
that  at  a recent  meeting  of  the  AMA  House  of  Delegates  in 
Chicago  a resolution  was  considered  that  recommends  that  all 
specialty  boards  except  that  of  Family  Practice  call  a moritorium 
on  recertification.  (2) 

The  editorial  identifies  the  rejection  as  being  based  on  physi- 
cian suspicion  that  formal  examinations  concerned  with  facts  and 
the  recent  literature  cannot  be  a good  measure  of  clinical  com- 
petence to  practice  a specialty.  Similar  concerns  have  surfaced  in 
the  ranks  of  Family  Practice  over  recent  months,  particularly 
since  the  early  diplomates  are  approaching  a second  round  of 
recertification.  However,  we  agree  that  the  medical  profession 
cannot  have  it  both  ways.  Rejecting  recertification  means  reject- 
ing certification,  which  is  manifestly  impossible. 

What  can  be  done?  Other  methods  of  examination  for  recerti- 
fication must  be  found.  The  American  Board  of  Family  Practice 
has  developed  chart  review  as  part  of  the  recertification  examina- 
tion. The  patient  management  problem  (PMP)  is  already  an 
integral  part  of  the  certification  and  recertification  examination 
in  Family  Practice  and  the  Board  is  apparently  experimenting 
with  other  methods.  These  may  include  a modified  essay  ques- 
tion (MEQ)  and  perhaps  measures  of  the  results  of  intervention 
or  the  outcomes  of  care.  We  can  be  very  sure  that  this  experi- 
mentation will  continue  as  certification  and  recertification  are 
now  very  big  business.  In  view  of  the  climate  of  public  opinion 


‘Editorial  reprinted  from  the  Virginia  Family  Physician,  October- 
November  1979. 


which  has  supported  large  malpractice  suits,  PSRO  and  HSA 
review,  total  rejection  of  recertification  by  the  medical  profession 
would  be  a disastrous  step.  We  agree  with  the  editor  of  The  New 
England  Journal  of  Medicine  that  this  would  be  seen  as  a pro- 
tection of  privilege  very  much  out  of  step  with  the  current  trends 
towards  improving  standards  of  care. 

Having  begun  this  movement.  Family  Practice  has  a responsi- 
bility to  itself  and  to  the  whole  of  the  medical  profession  to 
maintain  the  momentum  of  improvement  of  the  recertification 
process.  It  behooves  all  of  us  in  Family  Practice  to  influence  the 
Board  in  any  way  we  can  to  make  the  certification  and  recertifica- 
tion procedure  a more  meaningful  measure  of  the  unique  aspects 
of  clinical  competence  in  Family  Practice.  As  research  and  inves- 
tigation improves  our  understanding  of  these  unique  aspects,  the 
Board’s  task  should  become  easier. 

No  doubt  the  debate  has  just  begun! 

(1)  Reiman,  A.  S.:  “Recertification;  Will  We  Retreat? -^Edito- 
rial) New  England  Journal  of  Medicine,  Vol.  301,  No.  14,  pp. 
778-779,  October,  1979. 

(2)  “Recertification  Plans  Meet  Resistance,”  American  med- 
ical News,  March  30,  1979. 

ABFP  Diplomates 

The  following  list  of  SDAFP  members  were  named  Diplo- 
mates of  the  ABFP,  having  successfully  completed  the  two  day 
written  exam  held  in  testing  centers  throughout  the  United 
States  in  July  of  1979: 

Certified 

Ed  Clark,  Sioux  Falls 

Joseph  Hardy,  Ellsworth  Air  Force  Base 

Bob  Harms,  Watertown 

Jim  Oakland,  Sioux  Falls 

R.I.  Porter,  Yankton 

Mike  Stassen,  Sioux  Falls 

Chuck  Sullivan,  Sioux  Falls 

The  following  SDAFP  members  achieved  recertification  of 
their  ABFP  Diplomate  status  after  sitting  for  a one  day  recerti- 
fication examination: 

Recertified 

Dick  Friess,  Sioux  Falls 
Curtis  Mark,  Viborg 
Guy  Tam,  Sioux  Falls 

Congratulations  to  these  members.  We  now  have  88  SDAFP 
active  members  who  are  Diplomates,  out  of  an  active  mem- 
bership of  133. 
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Future  Meetings 


Category  I credits.  Contact:  Robert  H. 
Kany,  Div.  of  Spec.  Programs,  Colby 
College,  Waterville,  ME  04901. 
Phone:  (207)  873-1131. 

Neurosurgical  Techniques,  Colby  Col- 
lege, Waterville,  Maine,  July  27-30.  21 
hrs.  AMA  Category  1 credits.  Contact: 
Robert  H.  Kany,  Div.  of  Spec.  Pro- 
grams, Colby  College,  Waterville,  ME 
04901.  Phone:  (207)  873-1131. 


Ophthalmology,  Colby  Collere,  Water- 
ville, Maine,  Aug.  10-14.  18  hrs.  AMA 
Category  I credits.  Contact:  Robert  H. 
Kany,  Div.  of  Spec.  Programs,  Colby 
College,  Waterville,  ME  04901. 
Phone:  (207)  873-1131. 


September 


July 

Program  on  Hospital  Accreditation 
Standards,  St.  Paul,  MN,  July  10-11. 
Contact:  James  Collins,  Minn.  Hosp. 
Asso.,  P.O.  Box  14679,  Minneapolis, 
MN  55414.  Phone:  (612)  644-9000. 

Seminar  on  Quality  Assurance, 

Denver,  CO,  July  17-18.  Contact:  Jay 
McKiernen,  Colo.  Hosp.  Asso.,  2140 
S.  Holly,  Denver,  CO  80222.  Phone: 
(303)  758-1630. 

Advanced  Cardiac  Life  Support  Provi- 
der/Instruction, Spirit  Lake,  lA,  July 
18-20.  AMA  Category  1 credit  hours. 
Contact:  Richard  M.  Caplan,  M.D., 
Asso.  Dean  for  CME,  U.  of  Iowa  Coll, 
of  Med.,  Iowa  City,  lA  52242. 

Dermatology  for  the  Non-Dermatolo- 
gist, Colby  College,  Waterville,  Main, 
July  24-28.  16  hrs.  AAFP  & AMA 


August 

Otolaryngology,  Colby  College,  Water- 
ville, Maine,  Aug.  3-7.  19  hrs.  AMA 
Category  I credits.  Contact:  Robert  H. 
Kany,  Div.  of  Spec.  Programs,  Colby 
College,  Waterville,  ME  04901. 
Phone:  (207)  873-1131. 

Epilepsy,  Colby  College,  Waterville, 
Main,  Aug.  5-8.  18  hrs.  AAFP  & 
AMA  Category  I credits.  Contact: 
Robert  H.  Kany,  Div.  of  Spec.  Pro- 
grams, Colby  College,  Waterville,  ME 
04901.  Phone:  (207)  873-1131. 

Seminar  on  Quality  Assurance, 

Minneapolis,  MN,  Aug.  7-8.  Contact: 
James  Collins,  Minn.  Hosp.  Asso., 
Box  14679,  Minneapolis,  MN  55414. 
Phone:  (612)  644-9000. 


American  Pain  Society,  Second  Annual 
Meeting,  New  York,  NY,  Sept.  5-7. 
Contact:  Dr.  W.  Crawford  Clark, 
Dept,  of  Psy.,  Columbia  Univ.,  722  W. 
168th  St.,  New  York,  NY  10032. 

Society  for  Computer  Medicine,  Tenth 
Annual  Meeting,  San  Diego  Hilton, 
San  Diego,  CA,  Sept.  24-27.  Contact: 
Society  for  Computer  Med.,  1901  N. 
Ft.  Myer  Dr.,  Suite  602,  Arlington, 
VA  22209.  Phone:  (703)  525-0098. 


October 

Fifth  Annual  International  Body  Imag- 
ing Conference,  Kauai  Surf  Hotel, 
Kauai,  HI,  Oct.  11-19.  25  hrs.  AMA 
Category  I credits.  Contact:  Confer- 
ence Sec.,  Int.  Body  Imag.  Conf.,  West 
Park  Hosp.,  Dept.  Radio.,  22141  Ros- 
coe  Blvd.,  Canoga  Park,  CA  91304. 


(continued  from  page  28) 

7.  HSA-SHPDA  APPROPRIATENESS  RE- 
VIEW PROGRAMS.  The  Council  recommended 
that  the  Long  Range  Planning  Committee  develop  a 
plan  to  monitor  the  actions  of  the  HSA  and  SHPDA 
regarding  appropriateness  review  programs  as  a high 
priority  item  and  disseminate  this  information  to  the 
individual  district  societies. 

8.  PROFESSIONAL  LIABILITY  INSURANCE 
APPLICATION  AND  RENEWAL  REVIEWS  AS 
REQUESTED  BY  THE  ST.  PAUL  COMPANIES. 
The  Council  recommended  that  the  Commission  on 
Professional  Liability  cooperate  with  the  St.  Paul 
Companies  regarding  review  of  new  applications  and 
renewals  for  liability  coverage  as  requested  by  the 
insurance  company. 

9.  FALL  COMMISSION  AND  COUNCIL 
MEETINGS  AND  LEADERSHIP  CONFERENCE. 
The  Council  recommended  that  the  Fall  Council 
meeting  be  held  in  conjunction  with  several  com- 
mission meetings  and  a special  leadership  confer- 
ence. 

10.  CONGRESSIONAL  CANDIDATES  AT- 

TENDANCE AT  ANNUAL  MEETING.  The 
Council  recommended  that  political  candidates  not 
be  invited  or  encouraged  to  attend  the  Annual 
Meeting.  ■ 


ANNUAL  AND  BIANNUAL  LEASING  OF  ALL  MAKES  OF  AUTOMOBILES 


LEASING  IS  NOT  FOR  EVERYONE,  BUT  MEDICAL 
PEOPLE  ARE  OUR  SPECIALTY.  ALL  MAKES  OF 
AUTOS,  TRUCKS,  4 WHEELERS.  VARIOUS  PLANS 
TO  FIT  YOUR  NEEDS  OR  THE  PROFESSIONAL 
GROUPS  WITH  WHOM  YOU  ARE  ASSOCIATED. 
REFERENCES  ARE  GLADLY  FURNISHED  AND  WE 
WILL  WORK  WITH  YOUR  ACCOUNTANTS. 

3401  WEST  41  St  STREET 
SIOUX  FALLS,  SOUTH  DAKOTA  57105 

PHONE  336-3818 

C.  H.  "Chuck"  Point,  Mgr.  Home  phone  336-3168 
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chkrdiazQpoxide  HO/Roche 
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5mg,  10mg,25mg  capsules 

synmymous 
wfi/ire/ief 
ofanxiety 


Libriumls^^^^ 

chlazliazepaKide  HQ/RDche 

Before  prescribing,  please  consult  complete  product  infor- 
mation, a summary  of  which  follows: 
indications:  Relief  of  anxiety  and  tension  occurring  alone  or 
accompanying  various  disease  states.  Efficacy  beyond  four 
months  not  established  by  systematic  clinical  studies  Periodic 
reassessment  of  therapy  recommended 
Contraindications:  Patients  with  known  hypersensitivity  to  the 
drug 

Warnings:  Warn  patients  that  mental  and/or  physical  abilities 
required  for  tasks  such  as  driving  or  operating  machinery  may 
be  impaired,  as  may  be  mental  alertness  in  children,  and  that 
concomitant  use  with  alcohol  or  CNS  depressants  may  have  an 
additive  effect  Though  physical  and  psychological  dependence 
have  rarely  been  reported  on  recommended  doses,  use  caution 
in  administering  to  addiction-prone  individuals  or  those  who 
might  increase  dosage,  withdrawal  symptoms  (including  convul- 
sions), following  discontinuation  of  the  drug  and  similar  to  those 
seen  with  barbiturates,  have  been  reported 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during 
first  trimester  should  almost  always  be  avoided  be- 
cause of  increased  risk  of  congenital  malformations 
as  suggested  in  several  studies.  Consider  possibility 
of  pregnancy  when  instituting  therapy;  advise  patients 
to  discuss  therapy  if  they  intend  to  or  do  become 
pregnant. 

Precautions:  In  the  elderly  and  debilitated,  and  in  children  over 
SIX,  limit  to  smallest  effective  dosage  (initially  10  mg  or  less  per 
day)  to  preclude  ataxia  or  oversedation,  increasing  gradually  as 
needed  and  tolerated  Not  recommended  in  children  under  six 
Though  generally  not  recommended,  if  combination  therapy  with 
other  psychotropics  seems  indicated,  carefully  consider  indi- 
vidual pharmacologic  effects,  particularly  in  use  of  potentiating 
drugs  such  as  MAO  inhibitors  and  phenothiazines  Observe 
usual  precautions  in  presence  of  impaired  renal  or  hepatic  func- 
tion Paradoxical  reactions  (e  g . excitement,  stimulation  and 
acute  rage)  have  been  reported  in  psychiatric  patients  and 
hyperactive  aggressive  children  Employ  usual  precautions  in 
treatment  of  anxiety  states  with  evidence  of  impending  depres- 
sion, suicidal  tendencies  may  be  present  and  protective  mea- 
sures necessary  Variable  effects  on  blood  coagulation  have 
been  reported  very  rarely  in  patients  receiving  the  drug  and  oral 
anticoagulants,  causal  relationship  has  not  been  established 
clinically 

Adverse  Reactions:  Drowsiness,  ataxia  and  confusion  may  oc- 
cur, especially  in  the  elderly  and  debilitated  These  are  revers- 
ible in  most  instances  by  proper  dosage  adjustment,  but  are 
also  occasionally  observed  at  the  lower  dosage  ranges.  In  a few 
instances  syncope  has  been  reported  Also  encountered  are  iso- 
lated instances  of  skin  eruptions,  edema,  minor  menstrual  ir- 
regularities. nausea  and  constipation,  extrapyramidal  symptoms, 
increased  and  decreased  libido — all  infrequent  and  generally 
controlled  with  dosage  reduction,  changes  in  EEG  patterns 
(low-voltage  fast  activity)  may  appear  during  and  after  treat- 
ment. blood  dyscrasias  (including  agranulocytosis),  jaundice 
and  hepatic  dysfunction  have  been  reported  occasionally,  mak- 
ing periodic  blood  counts  and  liver  function  tests  advisable  dur- 
ing protracted  therapy 

Usual  Daily  Dosage:  Individualize  for  maximum  beneficial  ef- 
fects Oral-Adults  Mild  and  moderate  anxiety  and  tension,  5 or 
10  mg  1 1 d or  q / d : severe  states.  20  or  25  mg  t.i.d.  or  qj.d. 
Geriatric  patients  S mg  b. I d to  q i.d  (See  Precautions.) 
Supplied:  Librium"  (chlordiazepoxide  HCI)  Capsu/es,  5 mg.  10 
mg  and  25  mg — bottles  of  100  and  500:  Tel-E-Dose"  packages 
of  100,  available  in  trays  of  4 reverse-numbered  boxes  of  25, 
and  in  boxes  containing  10  strips  of  10:  Prescription  Paks  of  50, 
available  singly  and  in  trays  of  10  Libntabs"  (chlordiazepoxide) 
Tablets.  5 mg,  10  mg  and  25  mg — bottles  of  100  and  500,  With 
respect  to  clinical  activity,  capsules  and  tablets  are  indistin- 
guishable 
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A non-narcotic  one-two  punch  against  pain,  with  concurrent  relief  of  anxietv/tension 

EQUAGESIC " 

(meprobamate  and  ethoheptazine  citrate  with  aspirin)  Wyeth 


EQUAGESIC — Abbreviated  Summary 

•INDICATIONS  Based  on  a review  of  this  drug  by  the  I 
National  Academy  of  Sciences— National  Research 
Council  and  or  other  informaton,  FDA  has  classified 
the  indications  as  follows 

Possibly ' effective  for  the  treatment  of  pain  accom- 
panied by  tension  and'or  anxiety  in  patients  with  mus- 
culoskeletal disease  or  tension  headache 
Final  classification  of  the  less-than-effective  indica- 
tions requires  further  investigation 
The  effectiveness  of  Equagesic  in  long-term  use,  i e 
more  tnan  lour  months,  has  not  been  assessed  by 
systematic  clinical  studies  The  physician  should  pe- 
nodically  reassess  usefulness  of  the  drug  lor  the  indi- 
vidual patient 

CONTRAINDICATIONS:  Equagesic  should  not  be  given  to 
individuals  with  a history  of  sensitivity  or  severe  intolerance 
to  aspinn,  meprobamate,  or  ethoheptazine  citrate 
WARNINGS:  Careful  supervision  of  dose  and  amounts  pre- 
scribed for  patients  is  advised,  especially  with  those  patients 
with  known  propensity  lor  taking  excessive  quantities  ol  drugs 
Excessive  and  prolonged  use  in  susceptible  persons,  e g , 
alcoholics,  former  addicts,  and  other  severe  psychoneurot- 
ics,  has  been  reported  to  result  in  dependence  on  or  habit- 
uation to  the  drug  Where  excessive  dosage  has  continued 
for  weeks  or  months,  dosage  should  be  reduced  gradually 
rather  than  abruptly  stopped,  since  withdrawal  of  a "crutch" 
may  precipitate  withdrawal  reaction  of  greater  proportions 
than  that  for  which  the  drug  was  originally  prescribed  Abrupt 
discontinuance  of  doses  m excess  of  the  recommended  dose 
has  resulted  in  some  cases  m the  occurrence  ol  epileptiform 
seizures 

Special  care  should  be  taken  to  warn  patients  taking  mepro- 
bamate that  tolerance  to  alcohol  may  be  lowered  with  re- 
sultant slowing  of  reaction  time  and  impairment  of  judgement 
and  coordination 

USAGE  IN  PREGNANCY  AND  LACTATION  An  in- 
creased risk  of  congenital  malformations  associated  with 
the  use  of  minor  tranquilizers  (meprobamate,  chlordi- 


azepoxlde,  and  diazepam)  during  the  first  trimester  of 
pregnancy  has  been  suggested  in  several  studies  Be- 
cause use  of  these  drugs  is  rarely  a matter  of  urgency, 
their  use  during  this  period  should  almost  always  be 
avoided.  The  possibility  that  a woman  ol  child-bearing 
potential  may  be  pregnant  at  the  time  of  institution  of 
therapy  should  be  considered  Patients  should  be  ad- 
vised that  if  they  become  pregnant  during  therapy  or 
intend  to  become  pregnant  they  should  communicate 
with  their  physicians  about  the  desirability  of  discontin- 
uing the  drug. 

Meprobamate  passes  the  placental  barrier.  It  is  present 
both  in  umbilical-cord  blood  at  or  near  maternal  plasma 
levels  and  in  breast  milk  of  lactating  mothers  at  concen- 
trations two  to  four  times  that  of  maternal  plasma  When 
use  of  meprobamate  is  contemplated  m breast-feeding 
patients,  the  drug's  higher  concentrations  in  breast  milk 
as  compared  to  maternal  plasma  levels  should  be 
considered. 

Preparations  containing  aspirin  should  be  kept  out  of  the 
reach  of  children  Equagesic  is  not  recommended  for  pa- 
tients 12  years  of  age  and  under 

PRECAUTIONS:  Should  drowsiness,  ataxia,  or  visual  dis- 
turbance occur,  the  dose  should  be  reduced  If  symptoms 
continue,  patients  should  not  operate  a motor  vehicle  or  any 
dangerous  machinery 

Suicidal  attempts  with  meprobamate  have  resulted  in  coma, 
shock,  vasomotor  and  respiratory  collapse,  and  anuna  Very 
few  suicidal  attempts  were  fatal,  although  some  patients  in- 
gested very  large  amounts  of  the  drug  (20  to  40  gm)  These 
doses  are  much  greater  than  recommended  The  drug  should 
be  given  cautiously,  and  m small  amounts,  to  patients  who 
have  suicidal  tendencies  In  cases  where  excessive  doses 
have  been  taken,  sleep  ensues  rapidly  and  blood  pressure, 
pulse,  and  respiratory  rates  are  reduced  to  basal  levels  Hy- 
perventilation has  been  reported  occasionally  Any  drug  re- 
maining in  the  stomach  should  be  removed  and  symptomatic 
treatment  given  Should  respiration  become  very  shallow 
and  slow,  CNS  stimulants,  e g . caffeine.  Mefrazol.  or  am- 


phetamine. may  be  cautiously  administered  it  severe  hypo- 
tension develops,  pressor  amines  should  be  used  parenterally 
to  restore  blood  pressure  to  normal  levels 
ADVERSE  REACTIONS:  A small  percentage  of  patients 
may  experience  nausea  with  or  without  vomiting  and  epigas- 
tric distress  Dizziness  occurs  rarely  when  meprobamate  and 
ethoheptazine  citrate  with  aspirin  is  administered  in  recom- 
mended dosage  The  meprobamate  may  cause  drowsiness 
but.  as  a rule,  this  disappears  as  therapy  is  continued  Should 
drowsiness  persist  and  be  associated  with  aiaxia.  this  symp- 
tom can  usually  be  controlled  by  decreasing  the  dose,  but 
occasionally  it  may  be  desirable  to  administer  central  stim- 
ulants such  as  amphetamine  or  mepheniermine  sulfate  con- 
comitantly to  control  drowsiness 

A clearly  related  side  effect  to  the  administration  of  mepro- 
bamate IS  the  rare  occurrence  of  allergic  or  idiosyncratic  re- 
actions This  response  develops  as  a rule,  in  patients  who 
have  had  only  1-4  doses  of  meprobamate  and  have  not  had 
a previous  contact  with  the  drug  Previous  history  of  allergy 
may  or  may  not  be  related  to  the  incidence  of  reactions 
Mild  reactions  are  characterized  by  an  itchy  urticaria!  or  ery- 
thematous. maculopapular  rash  which  may  be  generalized 
or  confined  to  the  groin.  Acute  nonthrombocytopenic  purpura 
with  cutaneous  petechiae,  ecchymoses,  peripheral  edema, 
and  fever  have  also  been  repoded 

More  severe  cases,  observed  only  very  rarely,  may  also  have 
other  allergic  responses,  including  fever,  fainting  spells,  an- 
gioneurotic edema,  bronchial  spasms,  hypotensive  crises  (1 
fatal  case),  anaphylaxis,  stomatitis  and  proctitis  (1  case),  and 
hyperthermia  Treatment  should  be  symptomatic  such  as 
administration  of  epinephrine  antihistamine,  and  possibly 
hydrocortisone  Meprobamate  should  be  stopped,  and  rein- 
stitution  of  therapy  should  not  be  attempted 
Rare  cases  have  been  reported  where  patients  receiving 
meprobamate  suffered  from  aplastic  anemia  (1  fatal  case) 
thrombocytopenic  purpura,  agranulocytosis,  and  hemolytic 
anemia  In  nearly  every  instance  reported,  other  toxic  agents 
known  to  have  caused  these  conditions  have  been  associ- 
ated with  meprobamate  A few  cases  of  leukopenia  during 


continuous  admmistrafton  of  meprobamate  are  reported,  most 
of  these  returned  to  normal  without  discontinuation  of  the 
drug 

Impairment  of  accommodation  and  visual  acuity  has  been 
reported  rarely 

OVERDOSE.  Two  instances  of  accidental  or  intentional  sig- 
nificant overdosage  with  ethoheptazine  citrate  combined  with 
aspirin  have  been  reported  These  were  accompanied  by 
symptoms  of  CNS  depression,  including  drowsiness  and 
light-headedness.  with  uneventful  recovery  However,  on  the 
basis  of  pharmacological  data,  it  may  be  anticipated  that 
CNS  stimulation  could  occur  Other  anticipated  symptoms 
would  include  nausea  and  vomiting  Appropriate  therapy  of 
signs  and  symptoms  as  they  appear  is  the  only  recommen- 
dation possible  at  this  time  Overdosage  with  ethoheptazine 
combined  with  aspirin  would  probably  produce  the  usual 
symptoms  and  signs  of  salicylate  intoxication  Observation 
and  treatment  should  include  induced  vomiting  or  gastric 
lavage,  specific  parenteral  electrolyte  therapy  for  ketoaci- 
dosis and  dehydration,  watching  for  evidence  of  hemor- 
rhagic manifestations  due  to  hypoprothrombinemia  which,  if 
It  occurs,  usually  requires  whole-blood  transfusions 
DESCRIPTION:  Each  Equagesic  tablet  contains  150  mg  me- 
probamate, 75  mg  ethoheptazine  citrate  and  250  mg  aspirin 

Copyright  c 1980,  Wyeth  Laboratories 
All  rights  reserved 


•This  drug  has  been  evaluated  as  possibly 
effective  for  this  indication 
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MODERATE 

PAIN 

A therapeutic  dose 
of  acetaminophen 
in  one  tablet 

A therapeutic  dose 
of  two  complementary 
analgesics 

The  convenience  and 

economy  of  a 
dosage  schedule  of 
one  tablet,  every  four 
hours  as  needed 

WHY  NOT  WYGESIC " 

(65  mg  propoxyphene  HCI  and  650  mg  acetaminophen)  Wyeth 


WYGESIC— Abbreviated  Summary 
INDICATION:  For  the  relief  of  mild-lo-moderafe  pain 
CONTRAINDICATION:  Hypersensitivity  to  propox- 
yphene or  to  acetaminophen 

WARNINGS;  CNS  ADDITIVE  EFFECTS  AND  OVER- 
DOSAGE Propoxyphene  in  combination  with  alcohol, 
tranquilizers,  sedative-hypnotics,  or  other  CNS  de- 
pressants has  an  additive  depressant  effect  Pa- 
tients taking  this  drug  should  be  advised  of  the  additive 
effect  and  warned  not  to  exceed  the  dosage  recom- 
mended Toxic  effects  and  fatalities  have  occurred 
following  overdoses  of  propoxyphene  alone  or  in 
combination  with  other  CNS  depressants  Most  of 
these  patients  had  histones  of  emotional  disturb- 
ances or  suicidal  ideation  or  attempts,  as  well  as 
misuse  of  tranquilizers,  alcohol,  or  other  CNS-active 
drugs  Caution  should  be  exercised  m prescribing 
large  amounts  of  propoxyphene  for  such  patients 
(see  Management  of  Overdosage) 

DRUG  DEPENDENCE:  Propoxyphene  can  produce 
drug  dependence  characterized  by  psychic  depend- 
ence and  less  frequently,  physical  dependence  and 
tolerance  It  will  only  partially  suppress  the  with- 
drawal syndrome  in  individuals  physically  dependent 
on  morphine  or  other  narcotics  The  abuse  liability  of 
propoxyphene  is  qualitatively  similar  to  codeine's  al- 
though quantitatively  less,  and  propoxyphene  should 
be  prescribed  with  the  same  degree  of  caution  ap- 
propriate to  the  use  of  codeine 
USAGE  IN  AMBULATORY  PATIENTS:  Propoxy- 
phene may  impair  the  mental  and  or  physical  abilities 
required  for  potentially  hazardous  tasks,  e.g  driving 
a car  or  operating  machinery  Patients  should  be 
cautioned  accordingly 

USAGE  IN  PREGNANCY:  Safe  use  in  pregnancy 
has  not  been  established  relative  to  possible  ad- 
verse effects  on  fetal  development  INSTANCES  OF 
WITHDRAWAL  SYMPTOMS  IN  THE  NEONATE 
HAVE  BEEN  REPORTED  FOLLOWING  USAGE 
DURING  PREGNANCY.  Therefore,  propoxyphene 
should  not  be  used  in  pregnant  women  unless,  in  the 


judgement  of  the  physician,  the  potential  benefits 
outweigh  the  possible  hazards 
USAGE  IN  CHILDREN:  Propoxyphene  is  not  rec- 
ommended for  children  because  documented  clinical 
experience  has  been  insufficient  to  establish  safety 
and  a suitable  dosage  regimen  in  the  pediatric  group 
PRECAUTIONS;  Confusion,  anxiety,  and  tremors 
have  been  reported  m a lew  patients  receiving  pro- 
poxyphene concomitantly  with  orphenadnne  The  CNS 
depressant  effect  of  propoxyphene  may  be  additive 
with  other  CNS  depressants,  including  alcohol. 
ADVERSE  REACTIONS:  The  most  frequent  ad- 
verse reactions  are  dizziness,  sedation,  nausea,  and 
vomiting.  These  seem  more  prominent  in  ambulatory 
than  in  nonambulatory  patients,  some  of  these  re* 
actions  may  be  alleviated  if  the  patient  lies  down. 
Other  adverse  reactions  include  constipation,  ab- 
dominal pain,  skin  rashes,  light-headedness,  head- 
ache. weakness,  euphoria,  dysphoria,  and  minor 
visual  disturbances  The  chronic  ingestion  of  propox- 
yphene in  doses  over  800  mg  per  day  has  caused 
toxic  psychoses  and  convulsions  Cases  of  liver  dys- 
function have  been  reported 
DRUG  INTERACTIONS:  Propoxyphene  in  combi- 
nation with  alcohol,  tranquilizers,  sedative-hypnot- 
ics. and  other  CNS  depressants  has  an  additive 
depressant  effect  Patients  taking  this  drug  should 
be  advised  of  the  additive  effect  and  warned  not  to 
exceed  the  dosage  recommended  (see  Warnings) 
Confusion,  anxiety,  and  tremors  have  been  reported 
in  a few  patients  receiving  propoxyphene  concomi- 
tantly with  orphenadnne 

MANAGEMENT  OP  OVERDOSAGE:  SYMPTOMS 
The  manifestations  of  serious  overdosage  with  pro- 
poxyphene are  similar  to  those  of  narcotic  overdos- 
age and  include  respiratory  depression  (a  decrease 
in  respiratory  rate  and  or  tidal  volume.  Cheyne- 
Stokes  respiration,  cyanosis),  extreme  somnolence 
progressing  to  stupor  or  coma,  pupillary  constriction, 
and  circulatory  collapse  In  addition  to  these  char- 
acteristics, which  are  reversed  by  narcotic  antago- 


nists such  as  naloxone,  there  may  be  other  effects 
Overdoses  of  propoxyphene  can  cause  delay  of  car- 
diac conduction  as  well  as  focal  or  generalized  con- 
vulsions, a prominent  feature  in  most  cases  of  severe 
poisoning  Cardiac  arrhythmias  and  pulmonary  edema 
have  occasionally  been  reported,  and  apnea,  car- 
diac arrest,  and  death  have  occurred 
Symptoms  of  massive  overdosage  with  acetamino- 
phen may  include  nausea,  vomiting,  anorexia,  and 
abdominal  pain,  beginning  shortly  after  ingestion  and 
lasting  for  12  to  24  hours  However,  early  recognition 
may  be  difficult  since  early  symptoms  may  be  mild 
and  nonspecific  Evidence  of  liver  damage  is  usually 
delayed  After  the  initial  symptoms,  the  patient  may 
feel  less  ill;  however,  laboratory  determinations  are 
likely  to  show  a rapid  rise  in  liver  enzymes  and  bili- 
rubin. In  case  of  serious  hepatotoxicity.  jaundice,  co- 
agulation defects,  hypoglycemia,  encephalopathy, 
coma,  and  death  may  follow  Renal  failure  due  to 
tubular  necrosis,  and  myocardiopathy,  have  also  been 
reported 

Ingestion  of  10  grams  or  more  of  acetaminophen 
may  produce  hepatotoxicity  A 13-gram  dose  has  re- 
portedly been  fatal 

TREATMENT;  Primary  attention  should  be  given  to 
the  reestablishment  of  adequate  respiratory  ex- 
change through  provision  of  a patent  airway  and  in- 
stitution of  assisted  or  controlled  ventilation  The 
narcotic  antagonists,  naloxone,  nalorphine,  and  lev- 
allorphan,  are  specific  antidotes  against  the  respira- 
tory depression  produced  by  propoxyphene  An 
appropriate  dose  of  one  of  these  antagonists  should 
be  administered,  preferably  IV,  simultaneously  with 
efforts  at  respiratory  resuscitation  and  the  antagonist 
should  be  repeated  as  necessary  until  the  patient's 
condition  remains  satisfactory  In  addition  to  a nar- 
cotic antagonist,  the  patient  may  require  careful  titra- 
tion with  an  anticonvulsant  to  control  seizures 
Analeptic  drugs  (e  g.  caffeine  or  amphetamine)  should 
not  be  used  because  of  their  tendency  to  precipitate 
convulsions. 


Oxygen.  IV  fluids,  vasopressors  and  other  suppor- 
tive measures  should  be  used  as  indicated  Gastric 
lavage  may  be  helpful  Activated  charcoal  can  ab- 
sorb a significant  amount  of  ingested  propoxyphene 
Dialysis  is  of  little  value  in  poisoning  by  propoxy- 
phene alone  Acetaminophen  is  rapidly  absorbed, 
and  efforts  to  remove  the  drug  from  the  body  should 
not  be  delayed  Copious  gastric  lavage  and  or  induc- 
tion of  emesis  may  be  indicated  Activated  charcoal 
IS  probably  ineffective  unless  administered  almost 
immediately  after  acetaminophen  ingestion  Neither 
forced  diuresis  nor  hemodialysis  appears  to  be  ef- 
fective in  removing  acetaminophen  Since  acetami- 
nophen in  overdose  may  have  an  antidiuretic  effect 
and  may  produce  renal  damage,  administration  of 
fluids  should  be  carefully  monitored  to  avoid  over- 
load it  has  been  reported  that  mercaptamine  (cys- 
teamine)  or  other  thiol  compounds  may  protect  against 
liver  damage  if  given  soon  after  overdosage  (6-10 
hours).  N-acetylcysteine  is  under  investigation  as  a 
less  toxic  alternative  to  mercaptamine,  which  may 
cause  anorexia,  nausea,  vomiting,  and  drowsiness. 
Appropriate  literature  should  be  consulted  for  further 
information  (JAMA  237:2406-2407.  1977) 

Clinical  and  laboratory  evidence  of  hepatotoxicity  may 
be  delayed  up  to  one  week  Acetaminophen  plasma 
levels  and  half-life  may  be  useful  in  assessing  the 
likelihood  of  hepatotoxicity  Serial  hepatic  enzyme 
determinations  are  also  recommended 
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Amputation  Surgery — The  Immediate  Fit 
Prostheses 


F.  G.  Alvine,  M.D.* 

ABSTRACT 

The  immediate  fit  prosthesis  allows  amputee 
patients  to  be  rapidly  rehabilitated  following  sur- 
gery. The  technique  was  developed  in  France  in  the 
1950s  and  was  popularized  in  this  country  by  Dr. 
Ernest  Burgess  from  Seattle,  Washington.  The 
immediate  prosthesis  can  be  utilized  for  upper  ex- 
tremity as  well  as  lower  extremity  amputations 
and  is  especially  suitable  for  pediatric  cases.  The 
operative  technique  is  described  and  our  experi- 
ence at  Sioux  Valley  Hospital  has  been  reviewed 
from  1972  to  the  present  time.  A total  of  thirty- 
three  BK  amputations  have  been  performed  utiliz- 
ing the  immediate  fit  prosthesis  technique  in  thir- 
teen of  these.  In  the  immediate  fit,  the  patients 
were  ambulated  earlier,  the  hospital  stay  was  less, 
and  primary  wound  healing  occurred  in  a higher 
percentage  of  patients. 

With  the  advent  of  the  immediate  fit  prostheses  in 
amputation  surgery,  the  amputee  patient  is  given 
the  opportunity  for  rapid  rehabilitation.  This  tech- 
nique was  initially  developed  by  Burlemont  in 
France  in  the  early  1950s.  His  technique  was  revised 
in  the  late  1950s  and  early  1960s  by  Dr.  Weiss  from 
Weisbaugen,  Germany.  Dr.  Weiss’s  visit  to  the 
United  States  in  1963  at  the  University  of  California 
and  at  Oak  Knoll  Naval  Hospital  in  California  stimu- 
lated much  interest.  The  procedure  appeared  very 
attractive  to  the  Veteran’s  Administration  and  a 
grant  was  given  to  the  Veteran’s  Administration 
Hospital  in  Seattle  for  the  establishment  of  the  Pros- 
thetic Research  Center.  This  was  directed  by  Dr. 


’Orthopaedic  Surgeon,  1200  South  Euclid,  Sioux  Falls,  SD. 


Ernest  Burgess  from  1963  to  1967,  culminating  in 
the  publication  of  the  monograph  entitled.  The 
Management  of  the  Amputee  Patient.  This  was 
revised  in  1969  and  has  remained  the  standard  of 
reference  for  performing  all  immediate  fit  pros- 
theses. 

The  immediate  fit  prosthesis  avoids  many  com- 
plications associated  with  the  standard  below-knee 
amputation.  These  include  flexion  contractures, 
stump  edema,  and  a lower  incidence  of  primary 
wound  healing.  It  also  avoids  the  period  of  recum- 
bency with  it’s  attendant  medical  complications. 
This  technique  can  be  used  at  every  level  of  amputa- 
tion in  both  upper  and  lower  extremities.  (See  Fig- 
ure 1 and  Figure  2)  Children’s  amputations  are  es- 
pecially suitable  for  immediate  fit  prostheses. 
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Figure  1 

Shows  levels  where  primary  fit  prostheses  can  be  utilized. 


Figure  2 

Shows  patient  starting  early  weight  bearing  following  his  dis- 
articulation. 


OPERATIVE  TECHNIQUE  EOR  BK  AMPUTA- 
TION 

An  anterior  transverse  incision  is  made  5 1/2” 
below  the  tibial  tubercle.  The  desired  bone  length  is 
five  inches,  although  it  can  vary  from  four  to  seven 
inches.  (Figure  3)  The  anterior  incision  is  two- 
thirds  of  the  circumference  of  the  calf.  The  distal 
posterior  flap  extends  five  inches,  angulating  one 
inch  anteriorly. 

The  dissection  is  carried  down  to  the  tibia  with  the 
periosteum  being  lifted  off  the  tibia  for  a distance  of 
one-half  inch.  The  tibia  is  divided  at  that  point  trans- 
versely with  a power  saw  and  beveled  at  a 45°  angle 
for  a distance  of  3/4”.  (Figure  4).  The  fibula  is  then 
divided  3/4”  proximal  to  the  tibia  and  agulated  to- 
ward the  tibia.  The  myofascial  or  gastronemius  flap 
is  then  fashioned  of  sufficient  length  to  allow  at- 
tachment to  the  fascia  overlying  the  tibial  stump 
with  #2  chromic  sutures.  (Figure  5).  The  skin  is 


Figure  3 

Outlines  the  incision  made  in  standard  below  the  knee  amputa- 
tion. Note  long  posterior  flap. 


closed  anteriorly  with  interrupted  4-0  nylon.  (Figure 

6). 

The  patient  is  now  ready  to  have  the  instant  fit 
prosthesis  applied.  The  prosthetist  performs  this 
task  by  initial  soft  tissue  dressing.  The  stump  sock  is 
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Figure  4 

Shows  stump  ready  for  approximation  of  myofascial  flap.  Note 
beveled  distal  tibia. 


Figure  6 

Shows  skin  approximated  with  Penrose  drain  in  place. 


Figure  5 

Shows  myofascial  flap  approximated  with  skin  edges  ready  to 
be  trimmed. 


Figure  7 

Stump  sock  applied  under  continuous  tension. 


then  applied  and  kept  under  constant  tension  with  it 
being  pulled  approximately  up  to  the  groin  area. 
(Figure  7).  An  elastic  plaster  is  then  applied  from 
distal  to  proximal,  keeping  uniform  pressure  over 
the  stump.  (Figure  8).  The  cast  is  placed  over  straps 
that  will  be  used  for  a waist  band.  The  finished  cast  is 
shown  in  Figure  9. 
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Figure  8 

B-K  amputation  with  weight  being  pads  in  place.  Felt  pad  over 
patella  removed  after  cast  is  applied. 


Figure  9 

Completed  BK  immediate  fit  prosthesis  with  weight  bearing 
pylon. 


CLINICAL  MATERIAL 

Since  1972,  thirty-three  BK  amputations  have 
been  performed  at  Sioux  Valley  Hospital,  Sioux 
Falls,  South  Dakota.  Of  these,  thirteen  patients, 
nine  male  and  four  female,  have  had  the  immediate 
fit  prosthesis.  During  this  same  period,  twenty  pa- 
tients, twelve  male  and  eight  female,  have  had  BK 
amputations  with  soft  dressings.  The  etiology  for  BK 
amputations  with  the  immediate  fit  was  at- 
herosclerotic peripheral  vascular  disease  in  five,  dia- 
betes in  seven,  trauma  in  one.  The  etiology  for  BK 
amputations  with  the  soft  dressings  included  at- 
herosclerotic peripheral  vascular  disease  in  eleven, 
diabetes  in  five,  trauma  in  three  and  frost-bite  in 
one.  Of  those  with  the  immediate  fit  prior  surgery 
included  one  femoral  by-pass,  whereas  those  with 
soft  dressings  there  were  two  who  had  previous  em- 
bolectomies,  three  with  attempted  toe  amputations, 
one  femoral  by-pass,  and  one  with  skin  graft.  Pri- 
mary wound  healing  occurred  in  nine  of  the  thirteen 
patients  with  immediate  fit  prostheses  whereas 
those  with  soft  dressings  only  seven  of  the  twenty 
healed  per  primum  with  secondary  healing  in  three 
and  one  additional  failure  requiring  an  AK  amputa- 
tion. The  remaining  seven  expired  and  one  patient 
had  additional  surgery  to  an  immediate  fit  pros- 
theses. One  was  discharged  with  drainage.  Figure  10 
depicts  the  time  required  to  get  out  of  bed  following 
the  immediate  fit  prosthesis.  Figure  11  gives  the 
same  information  for  BK  amputations  followed  by 
soft  dressings. 


DISCUSSION 

It  is  apparent  in  reviewing  the  above  graphs  that 
patients  with  BK  amputations  with  immediate  fit 
were  started  out  of  bed  at  a much  earlier  time.  Ac- 
tually, seven  of  the  thirteen  patients  were  out  of  bed 
the  first  week,  five  more  in  the  second  week.  Three 
of  these  five  patients  were  wheel-chair  candidates 
only  and  one  later  expired.  The  patients  remained  in 
bed  much  longer  with  soft  dressings.  Only  50%  of 
these  patients  were  out  of  bed  by  two  weeks,  four 
the  first  week,  and  five  the  second  week.  This  oc- 
curred for  various  reasons;  one  being  the  prolonged 
use  of  skin  rubber  traction,  the  other  being  the  tend- 
ency to  keep  patients  prone  to  preclude  hip  flexion 
or  knee  flexion  contractures.  The  other  problem  fre- 
quently encountered  was  an  inability  to  maintain  an 
intact  dressing  when  allowing  some  of  these  patients 
to  get  out  of  bed  and  to  move  about.  Pain  was  also  a 
factor  in  that  patients  appeared  to  require  more  pain 
medication  with  the  use  of  a soft  dressing  than  when 
a rigid  dressing  was  applied. 
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Figure  10 

Graph  depicts  rapid  rate  at  which  patients  were  ambulated  fol- 
lowing BK  amputations  with  immediate  fit  prosthesis. 


Figure  13 

Shows  hospital  stay  of  patients  with  BK  amputations  with 
standard  soft  dressings. 


Figure  11 

Shows  ambulation  rate  of  patients  with  standard  BK  am 
putations  with  soft  dressings. 


Figure  12 

Shows  hospital  stay  following  standard  BK  amputation  with 
immediate  fit  prosthesis. 


The  patients  who  remained  in  bed  longer  than 
twenty  days  were  reviewed.  In  the  group  (eight  of 
thirteen  patients)  with  the  immediate  fit  prosthesis, 
only  one  became  an  independent  walker.  One  pa- 
tient developed  an  abscess  in  the  lumbar  area  at 
thirty-five  days,  and  was  not  able  to  ambulate.  Two 
patients  required  AK  amputation  at  40  to  50  days, 
and  one  had  medical  problems  that  precluded 
ambulation.  In  the  BK  amputations  with  soft  dress- 
ings after  twenty  days  medical  problems  were  para- 
mount with  seven  of  these  patients  expiring,  most  in 
the  twenty  to  forty  day  bracket.  The  hospital  stay 
with  the  BK  amputation  with  immediate  fit  was  less, 
with  six  of  the  thirteen  being  discharged  in  the  first 
twenty  days.  (Figure  12).  The  hospital  stay  with  soft 
dressings  in  the  first  twenty  days  only  four  of  the 
twenty  were  discharged.  (Figure  13). 

It  is  apparent  that  with  the  use  of  immediate  fit 
prostheses  the  patients  are  rehabilitated  at  an  earlier 
date.  They  are  usually  ambulated  earlier  and  there- 
fore discharged  a day  earlier  and  the  primary  rate  of 
healing  is  much  higher.  The  complications  associat- 
ed with  prolonged  bedrest  are  avoided. 
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QUALITY  HEALTH  CARE 

AT  THE  LOWEST  POSSIBLE  COST AN  UPDATE 


The  Blue  Cross  and  Blue  Shield  Associations,  working  in  conjunction  with  a number  of  specialty 
organizations,  have  expanded  the  Medical  Necessity  Project  to  include  forty-three  additional  procedures  which 
are  of  questionable  usefulness. 

The  specialty  organizations  recommending  the  inclusion  of  these  additional  procedures  include  the 
American  College  of  Physicians,  the  American  Academy  of  Family  Physicians,  the  College  of  American 
Pathologists,  the  American  Academy  of  Dermatology,  the  American  Academy  of  Neurology,  the  American 
Academy  of  Pediatrics,  and  the  American  Psychiatric  Association. 

The  following  is  a list  of  the  additional  procedures  identified: 

Skin  test,  cat  scratch  fever 

Skin  test,  lymphopathis  venereum  ( Frei  test ) 

Skin  test,  aainomycosis 
Skin  test,  brucellosis 
Skin  test,  leptospirosis 
Skin  test,  psittacosis 
Skin  test,  trichinosis 
Autogenous  vaccine 

Amylase,  blood  isozymes,  electrophoretic 

Chromium,  blood 

Guanase,  blood 

Zinc  sulphate  turbidity,  blood 

Cephalin  flocculation,  thymol  turbidity 

Congo  red,  blood 

Hormones,  adrenocorticotropin  quantitative  animal  tests 

Hormones,  adrenocorticotropin  quantitative  bioassay 

Thymol  turbidity,  blood 

Calcium,  feces,  24-hour  quantitative 

Starch,  feces,  screening 

Chymotrypsin,  duodenal  contents 

Gastric  analysis,  pepsin 

Gastric  analysis,  tubeless 

Calcium  saturation  clotting  time 

Capillary  fragility  test  (Rumpel-Leede)  (independent  procedure) 

Colloidal  gold 
Circulation  time,  one  test 
Mucoprotein,  blood  ( seromucoid ) 

Calcium  clotting  time 
Hair  analysis  test 
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Bendien’s  test 
Bolen  test 
Rehfus  test 
Prolotherapy 
Chelation  therapy 

Cerebellar  stimulator  pacemakers  for  cerebral  palsy 

Hyperbaric  oxygen  therapy  for  atherosclerosis 

Hyperbaric  oxygen  therapy  for  heart  attack 

Hyperbaric  oxygen  therapy  for  cerebral  vascular  impairment 

Hyperbaric  oxygen  therapy  for  senility 

Hyperbaric  oxygen  therapy  for  sickle  cell  anemia  crises 

Hyperbaric  oxygen  therapy  for  stroke 

Orthomolecular  medication  and  megavitamin  therapy  for  use  in  relation  to  learning  disabilities,  mental  illness  (par- 
ticularly, Schizophrenia  and  certain  aberrant  emotional  conditions),  hypoglycemia  and  other  non-causally  related 
types  of  conditions 

Intragastric  hypothermia  using  gastric  freezing 

We  do  not  recommend  that  physicians  categorically  discontinue  these  procedures.  Almost  every  pro- 
cedure can  be  medically  justified  in  a specific  instance.  We  do  recommend,  however,  that  each  physician 
determine  whether  the  results  of  any  procedure  justify  the  cost. 


HEALTH  CARE  COST  CONTAINMENT 
IS  EVERYONE’S  RESPONSIBILITY 


SOUTH  DAKOTA  BLUE  SHIELD 

1601  WEST  MADISON 

SIOUX  FALLS,  SOUTH  DAKOTA  57104 

605-336-1976 


JULY  1980 


13 


s 

D 


Clinicopathological  Conference 


Twenty-Four  Year  Old  Woman  With 
Palpitations  And  Dyspnea 


Clark  N.  Likness,  M.D.* 
Mary  Slattery,  M.D.** 

Discussers 


John  F.  Barlow,  M.D.*** 

Editor 


Case  No.  S830-618 

This  24-year-old  white  female  was  admitted  to  Sioux  Valley 
Hospital  for  cardiac  catheterization  for  evaluation  of  a heart 
murmur.  She  had  complained  of  palpitations  intermittently  for 
approximately  a year  and  a half  with  increasing  frequency  over 
the  last  six  months.  She  had  had  no  syncopal  episodes  but  did 
complain  of  dizziness  which  was  not  vertiginous  in  nature.  She 
had  had  dyspnea  on  exertion.  However,  she  was  quite  capable 
of  taking  care  of  her  two  small  children,  keeping  her  house,  and 
walking  several  blocks  without  any  particular  problems.  She 
had  had  no  orthopnea,  paroxysmal  nocturnal  dyspnea,  pedal 
edema  or  symptoms  of  chest  pain.  Her  past  cardiac  history  was 
negative  for  hypertension  or  rheumatic  fever.  She  had  had  no 
history  of  trauma  to  the  chest.  She  had  been  admitted  for  work- 
up of  an  irritable  bowel  syndrome  approximately  one  year  prior 
to  admission;  and  was,  at  that  time,  noted  to  have  a cardiac 
murmur,  normal  chest  x-ray  and  non-diagnostic  echocardio- 
gram. Remainder  of  review  of  systems  was  noncontributory  to 
the  present  illness.  One  month  prior  to  the  present  admission 
she  was  again  noted  to  have  an  asymptomatic  murmur  by  her 
physician.  She  had  been  unaware  of  the  presence  of  a heart 
murmur  except  that  she  had  been  told  by  her  parents  that  as  an 
infant  she  had  had  a heart  murmur.  She  had  never  been  placed 
on  endocarditis  prophylaxis  despite  the  fact  that  she  had  had 
repeated  examinations  as  a child. 


* Resident  in  Family  and  Community  Medicine,  Sioux  Falls, 
SD. 

**  Cardiologist,  Sioux  Valley  Hospital  and  Central  Plains  Clinic, 
Sioux  Falls,  SD  and  Clinical  Associate  Professor  of  Medicine, 
School  of  Medicine,  University  of  South  Dakota. 

‘“Pathologist,  Laboratory  of  Clinical  Medicine  and  Sioux  Valley 
Hospital,  Sioux  Falls,  SD  and  Professor  of  Laboratory  Medi- 
cine, School  of  Medicine,  University  of  South  Dakota. 


Her  family  history  was  significant  in  that  her  mother  had 
some  type  of  “heart  disease”  that  was  typified  by  chest  pain, 
palpitations,  and  shortness  of  breath.  She  had  no  siblings.  She 
had  had  no  problems  with  delivery  of  her  youngest  child,  a 
three-year-old  boy.  Her  children  had  not  been  noted  to  have  any 
cardiovascular  problems.  Despite  her  repeated  complaints  to 
physicians  of  palpitations,  she  was  never  told  that  she  had  an 
irregular,  rapid,  or  slow  heartbeat. 

Past  medical  history  was  not  remarkable.  She  was  on  ant- 
acids, chlordiazepoxide  and  did  have  a history  of  taking  oral 
contraceptives. 

PHYSICAL  EXAMINATION:  Pulse  100/min.  and  regular: 
blood  pressure  125  systolic  and  78  diastolic;  pulses  bilateral 
and  equal  at  2 to  4-1- , respirations  20/min,  and  regular;  weight 
236  lbs.,  height  5'3'/2''.  Examination  of  the  head  and  neck  was 
unremarkable.  The  chest  was  clear  to  auscultation  and  per- 
cussion. The  point  of  maximal  intensity  was  normal.  The  first 
sound  was  normal.  The  second  heart  sound  was  physiologically 
split.  There  was  a grade  H to  III  (VI  grades),  systolic  murmur 
best  heard  along  the  left  sternal  border.  There  was  no  change  in 
the  murmur  with  Valsalva  maneuver  or  isometric  exercises  but 
it  decreased  with  squatting  and  increased  with  standing.  The 
abdomen  showed  no  palpable  organs,  tenderness,  or  masses. 
Neurologic  examination  was  within  normal  limits. 
LABORATORY:  Urinalysis  was  normal.  Hemogram  and  ser- 
um electrolytes  were  normal  except  for  a chloride  of  109  meq/L. 
Prothrombin  time,  partial  thromboplastin  time,  blood  urea,  ni- 
trogen, creatinine,  blood  sugar,  bilirubin,  transaminase,  crea- 
tine kinase,  lactic  dehydrogenase  were  all  within  normal  lim- 
its. Echocardiogram  again  was  non-diagnostic  secondary  to  ina- 
bility to  obtain  a window.  Electrocardiogram  showed  borderline 
high  precordial  voltage  and  minimal  nonspecific  changes.  No 
diagnosis  of  left  ventricular  hypertrophy  could  be  made. 

Because  of  the  inability  noninvasively  to  make  a diagnosis 
despite  a very  highly  suggestive  gated  thallium  scan  for  asym- 
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metric  septal  thickening,  the  decision  was  made  to  proceed 
with  cardiac  catheterization. 

The  right  heart  catheterization  revealed  normal  right  sided 
pressures  with  no  gradient  at  the  right  ventricular  outflow 
track.  Oxygen  saturations  were  normal  on  the  right  side.  Car- 
diac output  was  4.3  L/min,  cardiac  index  2.11  L/min.  Left 
heart  catheterization  revealed  an  aortic  pressure  of  120  systolic 
and  72  diastolic  with  a mean  of  89.  Left  ventricular  pressure 
120  systolic  and  15  diastolic  at  rest.  After  stimulation  with 
amyl  nitrate  there  was  noted  to  be  a 45  mm.  gradient  between 
the  apex  of  the  left  ventricle  and  the  left  ventricular  outflow 
track.  Left  ventricular  angiogram  revealed  cavity  obliteration 
with  a hyperdynamic  ejection  fraction.  There  was  no  evidence 
of  mitral  regurgitation.  There  was  a question  of  membrane  at 
the  outflow  track  of  the  left  ventricle;  however,  on  review  this 
was  noted  not  to  be  present. 

Once  a presumptive  diagnosis  was  established  in  this  lady 
with  cardiac  catheterization,  the  patient  underwent  Holter 
scanning  and  stress  testing  to  identify  the  etiology  of  her  pal- 
pitations and  dizziness. 

The  patient  had  no  arrhythmias  on  the  Hotter  scan  despite 
the  presence  of  dizziness.  She  was  stressed  according  to  the 
Bruce  protocol,  completing  approximately  Stage  111.  Her  peak 
blood  pressure  was  160  systolic  and  90  diastolic  in  Stage  111, 
and  as  the  treadmill  went  into  Stage  IV  the  patient  became 
quite  dizzy.  Her  pulse  remained  regular  and  her  systolic  blood 
pressure  remained  at  160/min.  She  did  not  increase  her  blood 
pressure  as  an  attempt  to  increase  her  exercise  was  made.  For 
this  reason,  the  stress  test  was  stopped.  The  patient’s  blood 
pressure  quickly  returned  to  normal;  and,  again,  no  ventricular 
arrhythmias  were  noted.  Because  of  the  inability  to  generate 
further  systolic  elevation  of  her  blood  pressure  with  exercise,  a 
decision  to  attempt  a trial  of  propranolol  was  made.  She  was 
placed  on  40  mg.  of  propranolol.  The  episodes  of  dyspnea  on 
exertion  became  much  less  marked  and  the  palpitations  im- 
proved. However,  her  dizziness  persisted. 

DR.  LIKNESS:  In  review,  this  young  female  pre- 
sented with  dyspnea  on  exertion,  palpitations,  heart 
murmur,  and  electrocardiographic  changes.  There 
was  a family  history  of  similar  problems  in  the  moth- 
er. The  patient  had  no  history  of  angina,  rheumatic 
fever,  or  hypertension.  With  this  knowledge,  a 
number  of  cardiac  problems  must  be  considered, 
including  ventricular  septal  defect  (VSD),  mitral 
valvular  regurgitation,  mitral  valve  prolapse  syn- 
drome (MVPS),  valvular  aortic  stenosis  (VAS),  and 
a cardiomyopathy  with  an  obstructive  component 
such  as  idiopathic  hypertrophic  subaortic  stenosis 
(IHSS)  also  called  asymetric  septal  hypertrophy 
(ASH). 

In  an  attempt  to  further  delineate  the  etiology  of 
the  murmurs,  I will  review  some  bedside  diagnostic 
aids  including  the  use  of  amyl  nitrite,  Valsalva  ma- 
neuver, isometric  exercises,  standing  and  squatting, 
(see  Table  I) 

Amyl  nitrite  will  decrease  the  peripheral  resis- 
tance and  cause  a reflex  increase  in  the  heart  rate 
and  cardiac  output  in  the  first  15  seconds  without 
increasing  stroke  volume.  This  results  in  an  increase 
in  the  rate  at  which  blood  is  ejected  from  the  left 
ventricle.  Murmurs  secondary  to  left  ventricular 
outflow  obstruction  will  be  augmented.  This 
includes  IHSS  and  VAS. 


Table  I 

Bedside  diagnostic  aids  — in  systolic  murmurs 

Amyl  Ni- Valsalva  Isometric  Standing  Squatting 
trite 

MVPS 

I I « t 1 « 

1 1 1 1 1 

M.  Re- 
gurg. 

IHSS 

(ASH) 

1 in’^VT  1 1 [ 

VAS 

! 1 1 1 ~ I 

11111 

VSD 

1 « i 

= increase,  no  change,  decrease  intensity,  loud-  i 
ness  of  murmur 

MVPS 

= Mitral  Valve  Prolapse  Syndrome 

M.  Re- 
gurt. 

= Mitral  Valve  Regurgitation 

IHSS 

= Idiopathic  Hypertrophic  Subaortic  Stenosis 

ASH 

= Asymetric  Septal  Hypertrophy 

VAS 

= Aortic  Stenosis  (Valvular) 

VSD 

= Ventricular  Septal  Defect  (1,2,3,7,11,12,13) 

The  Valsalva  maneuver,  prolonged  expiratory 
pressure  against  the  glottis  gives  a variable  response 
to  both  MVPS  and  ASH. 

The  isometric  exercises  (sustained  hand  grip)  will 
cause  increased  systemic  vascular  resistance,  blood 
pressure,  heart  rate,  and  cardiac  output.  The  exer- 
cise should  augment  the  murmurs  of  M.  regur., 
VSD  and  possibly  aortic  regurgitation  by  creating  an 
increased  impedance  to  left  ventricular  ejection  but 
by  the  same  token  will  decrease  murmurs  of  VAS 
and  IHSS. 

Standing  will  lead  to  a drop  in  venous  return  with 
subsequent  decreased  left  ventricular  stroke  volume 
and  a reflex  increase  in  the  heart  rate  and  systemic 
vascular  resistance.  This  may  result  in  a decrease  in 
murmurs  of  m.  regurg.  but  again  augments  the  mur- 
mur of  IHSS. 

Squatting,  on  the  other  hand,  will  increase  venous 
return  and  stroke  volume  as  well  as  increase  system- 
ic vascular  resistance  and  blood  pressure.  This  ma- 
neuver should  augment  those  murmurs  created  by 
m.  regurg.  and  VAS.  It  should  decrease  the  murmur 
IHSS  and  MVPS. 

The  above  summary  should  make  it  clear  that  it  is 
very  difficult  to  distinguish  between  MVPS  and 
IHSS  purely  on  the  basis  of  a murmur.  A young 
woman  with  palpitations,  nonspecific  complaints,  an 
unremarkable  point  of  maximum  intensity,  normal 
chest  x-ray  and  normal  electrocardiogram  even  in 
the  absence  of  a click  (which  incidentally  can  also  be 
heard  in  IHSS)  would  most  likely  have  MVPS.  Be- 
cause of  the  technically  poor  echocardiogram  and 
highly  suggestive  gated  thallium  scan,  cardiac  cathe- 
terization was  performed  to  document  the  diagnosis 
of  IHSS.  This  entity  usually  produces  an  outflow 
obstruction  murmur  and  is  frequently  associated 
with  m.  regurg.,  which  was  proven  not  to  be  present 
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in  this  woman.  No  clear  diagnosis  of  left  ventricular 
hypertrophy  (often  seen  in  IHSS)  could  be  made  on 
the  basis  of  the  electrocardiogram.  The  presence  of 
Q waves  representing  activation  in  a large  septum  in 
the  anterioseptal  leads  in  addition  to  left  ventricular 
hypertrophy  in  a young  person  with  a murmur  such 
as  this  is  very  typical  of  IHSS. 

Probably  the  diagnosis  of  IHSS  is  best  made  non- 
invasively  by  echocardiogram,  although  there  is 
some  recent  controversy  in  this  area.  The  criteria  for 
the  diagnosis  consists  of  the  septum  being  larger 
than  the  left  ventricular  posterior  wall  by  a ratio  or 
1.3  to  1.  This  defines  the  term  asymmetrical  septal 
hypertrophy  or  ASH.  ASH,  by  itself,  does  not  con- 
note obstructive  cardiomyopathy.  One  may  have 
asymetric  septal  hypertrophy  and  not  have  idiopath- 
ic hypertrophic  subaortic  stenosis.  The  addition  of 
systolic  anterior  motion  or  so  called  SAMS  is  nec- 
essary in  addition  to  the  asymetric  septal  hyper- 
trophy to  make  an  echocardiographic  diagnosis  of 
IHSS.  It  used  to  be  felt  that  if  the  anterior  mitral 
leaflet  abutted  on  the  septum  during  systole  that  this 
constituted  significant  outflow  obstruction  on  a he- 
modynamic pressure  basis  to  be  demonstrated  at 
catheterization.  This  has  subsequently  been  proven 
not  always  to  be  the  case.  However,  its  absence  is 
suggestive  of  the  lack  of  obstruction  in  IHSS.  There 
is  a female  to  male  predominance  of  60  to  80%  in 
this  entity.  Females  also  seem  to  survive  longer  than 
males  with  the  disease.  It  has  been  suggested  that  at 
least  a third  of  the  cases  of  IHSS  are  transmitted  as 
an  autosomal  dominant  while  other  cases  represent 
a more  sporadic  form  of  the  disease. 

The  symptomatology  usually  associated  with 
IHSS  includes  chest  pain,  which  may  be  anginal  in 
nature  and  is  frequently  related  to  the  coronary  ar- 
tery constriction  secondary  to  the  targe  septal  mus- 
cle mass.  In  addition,  the  relative  demand  for  oxy- 
gen with  the  increased  muscle  mass  is  thought  to 
play  a role  in  the  chest  pain.  Syncope  secondary  to 
outflow  obstruction  similar  to  VAS  may  also  occur. 
Dizziness  can  be  associated  either  to  arrhythmias 
either  ventricular  or  atrial  or  Wolff-Parkinson  White 
syndrome  has  been  associated.  It  may  be  secondary 
to  the  outflow  obstruction  and  inability  of  the  pa- 
tient to  generate  a sufficient  pressure  to  the  cerebral 
circulation.  The  sudden  death  associated  with  IHSS 
can  be  secondary  to  ventricular  arrhythmias.  Un- 
fortunately, prevention  of  sudden  death  has  not 
been  demonstrated  by  ventricular  antiarrhythmic 
drugs  and  the  possibility  of  acute  outflow  ob- 
struction playing  a role  is  still  of  concern. 


^Resident  in  Family  and  Community  Medicine,  Sioux  Falls, 
SD. 


Another  physical  finding,  a bifid  pulse,  is  most 
helpful  in  distinguishing  VAS  from  IHSS.  Instead  of 
the  parsus  tartus  pulse  seen  with  VAS,  a rapid  up- 
stroke with  a bifid  pulse  occurs. 

Interestingly  enough,  the  chest  x-ray  is  normal  in 
approximately  50%  of  patients  with  IHSS. 

One  fourth  of  patients  will  have  borderline  ele- 
vated pulmonary  artery  pressure  and  left  atrial  pres- 
sure as  was  true  in  our  patient.  One  sixth  of  the 
patients  with  this  disease  will  show  mild  systolic 
pressure  gradient  in  the  right  ventricle  and  elevation 
of  the  right  ventricular  and  diastolic  pressures  as 
well. 

The  forces  involved  in  creating  the  outflow  ob- 
struction in  IHSS  are  dependent  upon  four  basic 
concepts; 

1 . The  systolic  emptying  of  the  left  ventricle— the 
smaller  the  volume,  the  greater  the  ob- 
struction. 

2.  The  contractility  of  the  left  ventricle. 

3.  The  transmural  pressure  of  the  left  ventricle 
which  is  needed  to  distend  the  outflow  area  i.e. 
outflow  persistence,  systemic  arterial  resis- 
tance. 

4.  The  low  ventricular  compliance  (this  may  im- 
pede ventricular  filling  and  create  left  atrial  hy- 
pertrophy). 

Drugs  have  a varied  effect  in  IHSS:  cardiac  gluco- 
sides,  nitroglycerin  and  isoproterenol  all  increase 
the  gradient  producing  further  obstruction.  They 
therefore  create  a louder  murmur. 

Treatment  of  patients  with  IHSS  is  both  medical 
and  surgical.  Beta  blocking  agents  such  as  pro- 
pranolol 10  to  80  mgs.  a day  will  alleviate  tachycar- 
dia and  sympathetic  stimulation  and  hopefully  de- 
crease the  obstruction  eliminating  the  symptoms. 
Except  in  those  patients  with  atrial  fibrillation,  one 
should  attempt  to  avoid  digitalis.  Newer  calcium  an- 
tagonists are  being  used. 

Another  treatment  includes  myomectomy  of  the 
septum.  This  surgical  treatment  is  reserved  for 
those  patients  who  have  failed  medical  management 
and  have  cardiac  failure,  angina  or  have  multiple 
episodes  of  syncope.  Controversy  exists  about  sur- 
gery on  those  patients  with  a systolic  gradient  of 
over  60  mms  of  mercury  without  symptoms,  par- 
ticularly children. 


Dr.  Clark  Likness’  Diagnosis: 
Idiopathic  Hypertrophic  Subaortic  Stenosis 
(Asymetric  Septal  Hypertrophy) 


*DR.  TOM  HUBER:  Would  you  treat  a patient  with 
asymptomatic  ASH? 
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Dr.  Slattery:  No,  propranolol  does  not  decrease  the 
incidence  of  sudden  death. 

DR.  HUBER:  Is  there  any  indication  for  digoxin  in 
patients  with  ASH? 

DR.  SLATTERY:  Yes,  this  can  be  given  if  they 
develop  atrial  fibrillation.  However,  it  is  usually  not 
a good  drug  to  use  in  this  disease  for  the  reasons 
outlined  by  Dr.  Likness. 

*DR.  W.  O.  ROSSING:  Isn’t  the  reason  for  giving 
propranolol  to  decrease  the  myocardial  tone  and 
keep  the  cavity  open? 

DR.  SLATTERY:  Yes.  Incidentally,  this  patient  is 
doing  quite  well. 

DR.  BARLOW:  The  gross  anatomic  definition  of 
ASH  has  already  been  described.  Microscopically, 
there  is  disorganization  of  the  myocardial  fibers  with 
bizarre  irregular  nuclei  in  the  septum.  Electron  mi- 
croscopic studies  have  shown  a variety  of  abnormali- 
ties. These  changes  were  felt  to  be  pathognomonic 
and  congenital.  However,  recent  studies  have 
shown  the  changes  are  seen  in  other  types  of  heart 
disease  and  may  be  acquired.  Also,  abnormalities  in 
the  skeletal  muscle  as  well  as  cardiac  muscle  have 
recently  been  described.  Certainly,  the  advent  of 
noninvasive  methods  of  cardiac  diagnosis  may  show 
the  disease  to  be  more  prevalent  than  previously 
thought  since  asymptomatic  cases  occur.  Confusing 
aspects  of  ASH  include  its  relation  to  hypertension, 
the  presence  of  so-called  nonobstructive  forms 
which  have  abnormal  myocardial  fibers  in  the  free 
wall  as  well  as  the  septum  and  the  relationship  of 
systolic  anterior  motion  of  the  mitral  valve  to*  the 
hypertrophic  muscle  as  to  the  cause  of  the  aortic 
outflow  obstruction. 

I would  like  to  show  the  computer  nuclear  angio- 
gram. This  study  was  performed  after  the  intrave- 
nous injection  of  pyrophosphate  followed  by  the  ra- 
dionuclide, technetium.  This  process  causes  labell- 
ing of  the  technetium  to  the  red  cells  and  results  in  a 
method  which  produces  a blood  pool  label.  By  syn- 
chronizing the  electrocardiogram  with  the  heart  im- 
age by  means  of  a computer,  a process  called  gating 
may  be  accomplished.  This  allows  the  computer  to 
select  periods  of  end  diastole  and  end  systole  and 
produce  a diagram.  The  diagram  shows  the  outer 
circle  representing  end  diastole  and  the  inner  circle 
representing  end  systole.  In  this  case,  wall  motion  is 
very  good  and  the  left  ventricular  cavity  appears  to 
be  very  small  in  end  systole  as  was  noted  from  the 
cardiac  catherization  data.  (Fig.  1) 


‘Specialist  in  Internal  Medicine,  Sioux  Valley  Hospital,  Sioux 
Falls,  SD  and  Clinical  Associate  Professor  of  Medicine,  School 
of  Medicine,  University  ofSouth  Dakota. 


Figure  1 

Computerized  images  including  diagrams  of  wall  motion  stud- 
ies of  left  and  right  ventricles  (right)  and  time  activity  curves  of 
ventricles  (left). 


Figure  2 

Nuclear  ventriculogram.  Clear  area  respresents  hypertrophied 
septum. 


Nuclear  angiograms  with  gating  technique  are  fre- 
quently used  to  demonstrate  ventricular  aneurysms 
or  localized  areas  of  poor  motion  due  to  old  infarc- 
tion (localized  hypokinesis).  In  addition  the  com- 
puter will  also  show  a time  activity  curve  as  demon- 
strated by  the  graph  in  Fig.  1.  The  ordinate  is  time 
and  the  abscissa  left  ventricular  volume.  The  ex- 
treme dip  in  this  case  represents  the  obliteration  of 
the  cavity  during  systole.  This  curve  as  well  as  nu- 
merical value  for  ejection  fraction  are  also  com- 
puted. 

Figure  2 shows  the  image  which  would  be  seen  by 
the  computer.  A clear  white  area  in  the  center  of  the 
dark  image  represents  the  widened  septum  as  seen 
in  ASH  (IHSS). 
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FINAL  DIAGNOSIS: 

IDIOPATHIC  HYPERTROPHIC  SUB- 
AORTIC STENOSIS 

(ASYMETRIC  SEPTAL  HYPERTROPHY) 
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AVAILABLE  ONLY  ON  PRESCRIPTION 
Brief  Summary 

INDICATIONS:  For  the  prevention  and  treat- 
ment of  nocturnal  recumbency  leg  muscle 
cramps,  including  those  associated  with 
arthritis,  diabetes,  varicose  veins,  throm- 
bophlebitis, arteriosclerosis,  and  static  foot 
deformities. 

CONTRAINDICATIONS:  Because  of  the 
quinine  content,  Quinamm  is  contraindicated 
in  women  of  childbearing  potential,  in 
pregnancy,  in  patients  with  known  quinine 
sensitivity,  and  in  patients  with  glucose- 
6-phosphate  dehydrogenase  deficiency. 
Hemolysis  (with  the  potential  for  hemolytic 
anemia)  has  been  associated  with  a G-6-PD 
deficiency  in  patients  taking  quinine. 

PRECAUTIONS:  Thrombocytopenic  pur- 
pura may  follow  the  administration  of  quinine 
in  highly  sensitive  patients.  Recovery  will  fol- 
low withdrawal  of  the  medication. 

Cinchona  alkaloids,  including  quinine,  have 
the  potential  to  depress  the  hepatic  enzyme 
system  that  synthesizes  the  vitamin  K-de- 
pendent  factors.  The  resulting  hypopro- 
thrombinemic  effect  may  enhance  the  action 
of  warfarin  and  other  oral  anticoagulants. 

ADVERSE  REACTIONS:  Aminophylline 
may  produce  intestinal  cramps  in  some 
instances,  and  quinine  may  produce  symp- 
toms of  cinchonism,  such  as  tinnitus,  dizzi- 
ness, and  gastrointestinal  disturbance.  If 
ringing  in  the  ears,  deafness,  skin  rash,  or 
visual  disturbances  occur,  the  drug  should 
be  discontinued, 

DOSAGE  AND  ADMINISTRATION: 

1 tablet  upon  retiring.  When  necessary, 

1 additional  tablet  may  be  taken  following  the 
evening  meal. 

Product  Information  as  of  September,  1977 
U.S.  Patent  2,985,558 

Merrell 

MERRELL-NATIONAL  LABORATORIES  Inc. 
Cayey,  Puerto  Rico  00633 

Direct  Medical  Inquiries  to: 

MERRELL-NATIONAL  LABORATORIES 
Division  of  Richardson-Merrell  Inc, 

Cincinnati,  Ohio  45215,  U S A, 

Licensor  of  Merrelh 


Quinamm 

each  tablet  contains  quinine  sulfate  260  mg.,  aminophylline  195  mg. 

specific  therapy  for  painfui 
night  ieg  cramps 

Nocturnal  recumbency  leg  muscle  cramping  is  frequently  an  unwelcome  bedfellow 
for  many  patients— especially  those  with  arthritis,  diabetes  or  peripheral  vascular 
disease . . . consider  Quinamm . . . simple,  convenient  dosage— usually  just  one  tablet 
at  bedtime . . . can  provide  restful,  welcome  sleep  without  night  leg  cramps. 


See  opposite  page  for  prescribing  information. 
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President's  Page 


Planning  For  Progress? 

Every  conscionable  physician  of  this  state  and  a 
good  many  of  the  other  civic-minded  citizens,  as 
well  as  the  leaders  of  allied  health  fields,  hospitals 
and  others,  probably  have  been  more  involved  in 
planning  than  any  other  similar  group  in  history.  We 
cannot  accept  as  negative  all  of  the  implications  of 
this  process. 

I would  like  to  make  a point  or  two  about  the 
planning  process,  as  it  is,  from  a non-expert  in  the 
planning  field.  We  have  come  to  respect  the  ana- 
lytical process  for  identifying  problems.  While  at  an 
advisory  committee  meeting  of  a local  hospital,  a list 
of  problem  areas  in  health  care  delivery  was  pro- 
duced which  had  been  identified  by  the  HSA  and 
came  to  the  arena  of  planning  districts.  I surveyed 
the  people  reacting  to  this  list  and  found  enumerat- 
ed amongst  them  a variety  of  professions,  business- 
es, paramedical  and  allied  medical  personnel.  Each 
individual  has  a personal  vestment  of  some  sort  or 
another  connected  to  his  role  as  advisor  and  hence- 
forth a planner  in  health.  Each  also  had  a constituen- 
cy of  people  whom  they  touch  or  influence  in  a 
variety  of  ways.  However  with  all  this  compulsion  to 
do  good,  comes  a limited  exposure  to  medical  care 
delivery  mostly  overshadowed  by  their  own  per- 
sonal experiences.  This  element  does  not  constitute 
an  adequate  basis  for  analytic,  educated,  and  ob- 
jective decisions  in  planning.  This  could  be  one  of 
the  basic  flaws  in  the  planning  system.  Planning  re- 
quires an  entire  commitment  to  objectivity  and  a 
commitment  to  honor  all  aspects  of  each  planner’s 
constituencies. 

In  considering  further  the  list  of  problems  identi- 
fied, it  was  evident  that  nearly  every  item  listed 
required  one,  two  or  both  of  the  following  condi- 
tions. 1.  An  expenditure  of  money,  sometimes 


large,  sometimes  not  cost  effective,  and  most  of  the 
time  not  available  except  through  taxation.  2.  A 
change  in  the  behavior  of  the  patient,  the  citizen, 
the  doctor.  These  changes  in  behavior  are  not  within 
the  scope  of  the  code  of  laws  which  govern. 

Planning  too  far  ahead  compounds  the  possibility 
of  failure  due  to  unexpected  contingencies,  changes 
in  a variety  of  ways  which  undermine  the  logistics  of 
successful  completion.  When  there  is  an  increase  in 
moral  consciousness  across  the  country,  planning  is 
at  its  highest  impetus.  Examples  of  this  are  post 
World  War  II  and  at  the  present  time.  The  Russian 
five-year  plans,  which  are  a large  enumerator  in  the 
definition  of  communism,  have  not  borne  the  fruit 
for  the  constituents  of  communism.  Under  those 
circumstances,  planning  becomes  regulation  and 
regulation  is  the  loss  of  freedom  and  self  determina- 
tion. 

I do  not  say,  “do  not  plan”;  I would  rather  say, 
“plan  for  specific  things  on  short  term  duration  and 
for  general  things  in  a somewhat  more  expanded 
time  frame.  Do  not  be  bound  to  a plan  which  is 
failing”.  That  is  problematic  when  a plan  becomes 
regulation  or  in  effect  law.  I would  advise  you  to 
take  part  in  planning  in  medicine,  whatever  role  you 
can  assume;  and  it  will  be  gratifying  to  you  when  you 
discover  the  impact  you  can  have  on  objective  peo- 
ple. Wading  through  the  morass  of  bureaucracy  will 
dissuade  many  doctors  from  this  role. 

Sincerely  yours, 
Winston  B.  Odland,  M.D., 'President 
South  Dakota  State  Medical  Association 
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THE 


ALUMNI 

ASSOCIATION 


of  the 


UNIVERSITY  OF  SOUTH  DAKOTA 
SCHOOL  OF  MEDICINE 


The  University  of  South  Dakota  School  of  Medicine  Alumni  Association  v/as 
officially  organized  in  1980.  It  is  a self-standing,  incorporated  organization. 
It  is  responsible  for  alumni  programming  and  raising  of  funds  for  general 
support  of  the  School  of  Medicine.  The  Association  works  closely  with  the 
South  Dakota  Medical  School  Endowment  Association  which  provides  funds 
for  student  loans  and  scholarships  and  for  research  support.  Both  or- 
ganizations are  administered  by  separate  Boards  of  Directors  with  assist- 
ance from  the  School  of  Medicine. 

As  of  1977  the  University  of  South  Dakota  School  of  Medicine  is  a four- 
year  degree  granting  school,  and  through  the  Alumni  Association  the 
school,  and  past  and  present  students  will  be  better  served. 

Contributions  may  be  sent  to: 

Alumni  Association 
School  of  Medicine 
University  of  South  Dakota 
Vermillion,  South  Dakota  57069 


s 
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This  Is  Your  Aledical  Association 


C.  Roger  Stoltz,  M.D.,  Sioux 
Falls,  attended  a postgraduate 
course  in  “Immunology  and 
Infections  in  Pregnancy”  spon- 
sored by  the  University  of  Utah 
and  held  in  Snowbird,  Utah. 

♦ ♦ ♦ ♦ 

The  Orthopedic  Center,  Sioux 
Falls,  announced  that  William 
V.  Watson,  M.D.  has  joined 
their  staff  for  the  practice  of 
orthopedic  surgery.  Dr.  Watson 
had  a private  orthopedic  practice 
in  Grand  Forks,  N.D.  before 
coming  to  Sioux  Falls.  He  re- 
ceived his  MD  at  the  University 
of  Minnesota  Medical  School, 
his  internship  in  general  surgery 
at  Northwestern  University  and 
his  orthopedic  residency  at  the 
Mayo  Clinic. 

♦ * * ♦ 

Paul  Aspaas,  M.D.,  Dell  Rap- 
ids, was  recently  elected  to  the 
Board  of  Directors  of  the  First 
National  Bank  in  Sioux  Falls. 

♦ * * ♦ 

Watertown  District  Medical 
Society  has  elected  its  new  offi- 
cers for  1980.  The  new  President 
is  Bernie  H.  P.  Hanson,  M.D., 
Watertown,  Vice-President  is  B. 
J.  Desai,  M.D.,  Watertown,  and 
Secretary-Treasurer  is  Gerald  E. 
Tracy,  M.D.,  Watertown. 

« « * 9lC 

Leonard  M.  Gutnik,  M.D., 

Sioux  Falls,  was  recently  notified 
that  he  has  passed  the  Board  ex- 
amination for  Certification  of 
Special  Competence  in  General 
Internal  Medicine. 


Charles  L.  Pelton,  M.D.  has 

been  accepted  as  a clinical  mem- 
ber in  the  American  Association 
for  Marriage  and  Family  Thera- 
py. Dr.  Pelton  specializes  in 
Family  Medicine  in  Aberdeen. 

* * ♦ 

Jay  Bachmayer,  M.D.  and  Bar- 
ry Welge,  M.D.,  both  of  Aber- 
deen discussed  “Cardiovascular 
Diseases:  Hypertension  and 
Peripheral  Vascular  Disease”  at 
the  Carson  B.  Educational  Cen- 
ter Auditorium  A of  the  Family 
Health  Center,  Aberdeen. 

* ♦ « « 

James  Fett,  M.D.,  Rapid  City, 
has  returned  after  six  weeks  as  a 
volunteer  physician  in  a Thai- 
land camp.  He  found  that  help- 
ing Cambodian  refugees  was  a 
very  rewarding  and  emotional 
experience. 


YOUR 

CONTRIBUTION 
IS  NEEDED 
TO  THE 

SOUTH  DAKOTA 

MEDICAL  SCHOOL 

ENDOWMENT 

FUND 


H.  Bruce  Vogt,  M.D.,  Sioux 
Falls,  attended  the  Family  Prac- 
tice Review  Update—  1980, 
sponsored  by  the  University  of 
Minnesota  School  of  Medicine  in 
St.  Paul,  Minnesota. 

♦ « * « 

John  D.  Barker,  Jr.,  M.D., 

Sioux  Falls,  attended  a program 
on  Gastroenterology  for  Clini- 
cians—New  Directions,  held  in 
Phoenix,  Arizona. 

* ♦ * * 


Carson  B.  Murdy,  M.D., 

Aberdeen,  died  March  18, 
at  the  age  of  64.  Dr.  Murdy 
was  a native  of  Aberdeen. 
He  received  his  medical  de- 
gree from  the  University  of 
Iowa  Medical  School  in 
1941  and  completed  his 
residency  at  the  Chicago 
Lutheran  Hospital  in  Illi- 
nois. Dr.  Murdy  served 
overseas  with  the  medical 
corps  during  World  War  II 
and  returned  to  Aberdeen 
in  1945  to  establish  his 
medical  practice.  He  was  a 
member  of  the  South 
Dakota  State  Medical 
Association. 

Dr.  Murdy  is  survived  by 
his  widow;  two  sons.  Car- 
son  of  State  Center,  PA 
and  Duncan  of  Aberdeen; 
two  daughters,  Donna  Jane 
Murdy  of  Minneapolis, 
MN  and  Mrs.  Gary  (Molly) 
Dahme  of  Aberdeen;  his 
mother,  Mrs.  Hazel  Mur- 
dy, of  Aberdeen;  one 
brother.  Jay  of  Springfield, 
MA;  one  sister,  Mrs.  Mer- 
rill Lilley  of  Fountain  Val- 
ley, CA  and  two  grandchil- 
dren. 
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The  Mitchell  District  Medical 
Society  has  elected  new  officers 
for  1980.  Charles  Monson, 
M.D.,  Parkston,  was  re-elected 
president  and  Richard  Hockett, 
M.D.,  Mitchell,  is  the  new  sec- 
retary/treasurer. 

* * ♦ * 

The  new  1980  officers  for  the 
Northwest  District  Medical  Soci- 
ety are;  James  E.  Ryan,  M.D., 
Mobridge,  president;  James 
Collins,  M.D.,  H oven,  vice 
president  and  Leonard  Linde, 
M.D.,  Mobridge,  secretary. 

* * * * 

The  Black  Hills  District  Medical 
Society  has  met  and  elected  the 
following  new  officers  for  1980: 
president,  H.  Lee  Ahrlin, 
M.D.,  Rapid  City;  vice  presi- 
dent, Nathaniel  Whitney, 
M.D.,  Rapid  City;  secretary/ 
treasurer,  A.  J.  Barrett,  M.D., 
Rapid  City. 

♦ * ♦ * 

David  Rittman,  son  of  Dr.  and 
Mrs.  John  Rittman,  Water- 
town,  was  recently  named  the 
winner  of  the  annual  Bausch  & 
Lomb  Science  Award  at  Water- 
town  Senior  High  School. 

* * * ♦ 

A.  J.  Tieszen,  M.D.,  Pierre, 
was  honored  at  a dinner,  hosted 
by  the  staff  of  St.  Mary’s  Hospi- 
tal special  care  unit,  for  ten  years 
of  outstanding  service.  Dr.  Ties- 
zen introduced  the  Code  Blue 
team  in  1968  and  initiated  the 
planning  and  development  of  the 
unit  which  opened  in  1971.  He 
was  the  medical  director  of  the 
special  care  unit  from  the  time  it 
opened  until  January  of  this 
year.  He  is  now  chief  of  the 
medical  staff  at  St.  Mary’s. 


Tenuate’'  ® 

(diethylproplon  hydrochloride  NF) 

Tenuate  Dospan'' 

(diethylproplon  hydrochloride  NF)  controlled-release 
AVAILABLE  ONLY  ON  PRESCRIPTION 
Brief  Summary 

INDICATION:  Tenuate  and  Tenuate  Dospan  are  indicated  In  the 
management  ol  exogenous  obesity  as  a short-term  adjunct  (a  few 
weeks)  in  a regimen  of  weight  reduction  based  on  caloric  restriction. 
The  limited  usefulness  of  agents  of  this  class  should  be  measured 
against  possible  risk  factors  inherent  in  their  use  such  as  those 
described  below 

CONTRAINDICATIONS:  Advanced  arteriosclerosis,  hyperthyroidism, 
.xnown  hypersensitivity,  or  idiosyncrasy  to  the  sympathomimetic 
amines,  glaucoma  Agitated  states  Patients  with  a history  of  drug 
abuse.  During  or  within  14  days  following  the  administration  of  mono- 
amine oxidase  inhibitors,  (hypertensive  crises  may  result), 
WARNINGS:  It  tolerance  develops,  the  recommended  dose  should 
not  he  exceeded  in  an  attempt  to  increase  the  effect,  rather,  the  drug 
should  he  discontinued  Tenuate  may  impair  the  ability  of  the  patient 
to  engage  In  potentially  hazardous  activities  such  as  operating 
machinery  or  driving  a motor  vehicle,  the  patient  should  therefore  he 
cautioned  accordingly  Drug  Dependence  Tenuate  has  some  chemi- 
cal and  pharmacologic  similarities  to  the  amphetamines  and  other 
related  stimulant  drugs  that  have  been  extensively  abused.  There 
have  been  reports  of  suhiects  becoming  psychologically  dependent 
on  diethylproplon  The  possibility  of  abuse  should  he  kept  in  mind 
when  evaluating  the  desirability  of  Including  a drug  as  part  of  a weight 
reduction  program  Abuse  of  amphetamines  and  related  drugs  may 
he  associated  with  varying  degrees  of  psychologic  dependence  and 
social  dysfunction  which,  in  the  case  of  certain  drugs,  may  be  severe 
There  are  reports  of  patients  who  have  increased  the  dosage  to  many 
times  that  recommended.  Abrupt  cessation  following  prolonged  hign 
dosage  administration  results  in  extreme  fatigue  and  mental  depres- 
sion: changes  are  also  noted  on  the  sleep  EEG  Manifestations  of 
chronic  intoxication  with  anorectic  drugs  include  severe  dermatoses, 
marked  insomnia,  irritability,  hyperactivity,  and  personality  changes. 
The  most  severe  manifestation  ol  chronic  intoxications  is  psychosis, 
often  clinically  indistinguishable  from  schizophrenia.  Use  in 
Pregnancy  Altnough  rat  and  human  reproductive  studies  have  not 
indicated  adverse  effects,  the  use  ol  Tenuate  by  women  who  are 
pregnant  or  may  become  pregnant  reguires  that  the  potential  benefits 
be  weighed  against  the  potential  risks  Use  in  Children  Tenuate  is 
not  recommended  for  use  in  children  under  12  years  of  age 
PRECAUTIONS:  Caution  is  to  be  exercised  in  prescribing  Tenuate 
for  patients  with  hypertension  or  with  symptomatic  cardiovascular 
disease,  including  arrhythmias  Tenuate  should  not  be  administered 
to  patients  with  severe  hypertension.  Insuiin  requirements  in  diabetes 
mellitus  may  be  altered  in  association  with  the  use  of  Tenuate  and 
the  concomitant  dietary  regimen  Tenuate  may  decrease  the  hypo- 
tensive effect  of  guanethidine  The  least  amount  feasible  should  be 
prescribed  or  dispensed  at  one  time  in  order  to  minimize  the  possibility 
of  overdosage  Reports  suggest  that  Tenuate  may  increase  convul- 
sions in  some  epileptics.  Therefore,  epileptics  receiving  Tenuate 
should  be  carefully  monitored  Titration  of  dose  or  discontinuance  of 
Tenuate  may  be  necessary, 

ADVERSE  REACTIONS:  Cardiovascular  Palpitation,  tachycardia, 
elevation  of  blood  pressure,  precordial  pain,  arrhythmia  One  pub- 
lished report  described  T-wave  changes  in  the  ECG  of  a healthy  young 
male  after  ingestion  of  diethylpropion  hydrochloride  Central  Nervous 
System  Overstimulation,  nenrousness,  restlessness,  dizziness,  jit- 
teriness.  Insomnia,  anxiety,  euphoria,  depression,  dysphoria,  tremor, 
dyskinesia,  mydriasis,  drowsiness,  malaise,  headache;  rarely  psy- 
chotic episodes  at  recommended  doses  In  a few  epileptics  an 
increase  in  convulsive  episodes  has  been  reported  Gastrointestinal 
Dryness  of  the  mouth,  unpleasant  taste,  nausea,  vomiting,  abdominal 
discomfort,  diarrhea,  constipation,  other  gastrointestinal  distur- 
bances Allergic  Urticaria,  rash,  ecchymosis,  erythema,  Endocrine 
impotence,  changes  in  libido,  gynecomastia,  menstrual  upset.  Hema- 
topoietic System  Bone  marrow  depression,  agranulocytosis,  leuko- 
penia Miscellaneous  A variety  of  miscellaneous  adverse  reactions 
has  been  reported  by  physicians.  These  Include  complaints  such  as 
dyspnea,  hair  loss,  muscle  pain,  dysuria.  Increased  sweating,  and 
polyuria 

DOSAGE  AND  ADMINISTRATION:  Tenuate  (diethylpropion  hydro- 
chloride): One  25  mg  tablet  three  times  dally,  one  hour  before  meals, 
and  in  midevening  if  desired  to  overcome  night  hunger,  Tenuate 
Dospan  (diethylpropion  hydrochloride) controlled-release  One  75  mg 
tablet  daily,  swallowed  whole,  in  miamorning,  Tenuate  is  not  recom- 
mended for  use  in  children  under  12  years  of  age 
OVERDOSAGE:  Manifestations  of  acute  overdosage  include  rest- 
lessness. tremor,  hyperreflexia,  rapid  respiration,  confusion,  assault- 
iveness. hallucinations,  panic  states  Fatigue  and  depression  usually 
follow  the  central  stimulation  Cardiovascular  effects  include  arrhyth- 
mias, hypertension  or  hypotension  and  circulatory  collapse  Gastro- 
intestinal symptoms  include  nausea,  vomiting,  diarrhea,  and 
abdominal  cramps  Overdose  of  pharmacologically  similar  com- 
pounds has  resulted  in  fatal  poisoning,  usually  terminating  in  con- 
vulsions and  coma  Management  of  acute  Tenuate  intoxication  is 
largely  symptomatic  and  Includes  lavage  and  sedation  with  a barbitu- 
rate Experience  with  hemodialysis  or  peritoneal  dialysis  is  Inade- 
quate to  permit  recommendation  in  this  regard  Intravenous 
phentolamine  (Regitine")  has  been  suggested  on  pharmacologic 
rounds  for  possible  acute,  severe  hypertension,  if  this  complicates 
enuate  overdosage 
Product  Information  as  of  April,  1976 
MERRELL-NATIONAL  LABORATORIES  Inc. 

Cayey,  Puerto  Rico  00633 
Direct  Medical  Inguiries  to 
MERRELL-NATIONAL  LABORATORIES 
Division  of  Richardson-Merrell  Inc 
Cincinnati,  Ohio  45215,  U S A 
Licensor  ol  Merrell" 

References:  1 Citations  available  on  request  from  Medical  Research 
Department,  MERRELL-NATIONAL  LABORATORIES.  Cincinnati, 
Ohio  45215  2.  Hoekenga,  M T,  O'Dillon  IDillonj.  R H , and  Leyland, 
H.M  A comprehensive  review  of  diethylpropion  hydrochloride.  In, 
Central  Mechanisms  of  Anorectic  Drugs,  S Garattini  and  R Samanin, 
Ed  . New  York,  Raven  Press,  1978.  pp  391-404 
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‘Studies  have  shown  that  obesity  is  associated  with  an  increased  incidence  of 
hypertension,  symptomatic  heart  disease,  adult-onset  diabetes,  and  other  diseases. 
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complications  can  develop' 
Complicated  or  not... 


(diethylpropion  hydrocnloricle  NF, 

eontrolled-release  tablets 


A useful  short-term  adjunct 
in  an  indicated  weight  loss  programi^i 

Overweight  patients  in  certain  diagnostic  categories  often  require 
strict  appetite  control  and  a successful  program  of  weight 
reduction  may  tend  to  diminish  the  incidence  or  severity  of  the 
complications  in  some  patients.  Diethylpropion  hydrochloride  : 
has  been  reported  useful  in  such  patients  and  while  it  is  not 
suggested  that  Tenuate  itself  in  any  way  reduces  the  ^ v 

complications  of  overweight,  it  may  have  a useful  place  as  a 
short-term  adjunct  in  a prescribed  dietary  regimen.  Tenuate 
should  not  be  administered  to  patients  with  severe  hypertension; 
see  additional  Warnings  and  Precautions  on  the  opposite  page.  " 


mi 


In  uncomplicated  overweight. 


Many  patients,  on  the  other  hand,  present  with  excess  fat  but  no 
disease.  While  this  condition  is  often  termed  uncomplicated  ^ \ 

obesity,  complications  of  both  a social  and  a psychologic  nature 
may  be  distressingly  real  for  the  patients.  In  these  cases,  a 
short-term  regimen  of  Tenuate  can  help  reinforce  your  dietai7  ‘ ; i "s 

counsel  during  the  important  early  weeks  of  an  indicated  weight -4 . 
loss  program.  - 

Clinical  effectiveness. 


The  anorectic  effectiveness  of  diethylpropion  hydrochloride  is 
well  documented.  No  less  than  16  separate  double-blind,  placebo- 
controlled  studies  attest  to  its  usefulness  in  daily  practice.’  And 
the  unique  chemistry  of  Tenuate  provides  .anorectic  potency 
with  minimal  overt  central  nervous  system  or  cardiovascular 
stimulation.”^  Compared  with  the  amphetamines,  diethylpropion 
has  minimal  potential  for  abuse. 
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Ibnuate-it  makes  sense. 

And  it’s  responsible  medicine. 


antianxiety/antisecretory/antispasmodic 


for  adjunctive  therapy  of  duodenal  ulcer* 
and  irritable  bowel  syndrome  * 


Ubrax 

Please  consult  complete  prescribing  informa- 
tion, a summary  of  which  follows: 

Indications:  Based  on  a review  of.this 
drug  by  the  National  Academy  of 
Sciences — National  Research  Council 
and/or  other  Information,  FDA  has  classi- 
fied the  indications  as  follows: 

"Possibly"  effective:  as  adjunctive  therapy 
in  the  treatment  of  peptic  ulcer  and  in  the 
treatment  of  the  irritable  bowel  syndrome 
(irritable  colon,  spastic  colon,  mucous  col- 
itis) and  acute  enterocolitis. 

Final  classification  of  the  less-than- 
effective  indications  requires  further 
investigation. 

Contraindications:  Glaucoma,  prostatic  hyper- 
trophy, benign  bladder  neck  obstruction;  hyper- 
sensitivity to  chlordiazepoxide  HCI  and/or 
clidinium  Bromide. 

Warnings:  Caution  patients  about  possible  com- 
bined effects  with  alcohol  and  other  CNS 
depressants,  and  against  hazardous  occupations 
requiring  complete  mental  alertness  (e.g..  operat- 
ing machinery,  driving).  Physical  and  psychologi- 
cal dependence  rarely  reported  on  recommended 
doses,  but  use  caution  in  administering  Librium* 
(chlordiazepoxide  HCI/Roche)  to  known  addic- 


tion-prone individuals  or  those  who  might  increase 
dosage;  withdrawal  symptoms  (Including  con- 
vulsions) reported  following  discontinuation  of  the 
drug. 

Usage  in  Pregnancy:  Use  of  minor  tran- 
quilizers during  first  trimester  should 
almost  always  be  avoided  because  of 
increased  risk  of  congenital  malforma- 
tions as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when 
instituting  therapy.  Advise  patients  to 
discuss  therapy  if  they  intend  to  or  do 
become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation 
may  occur 

Precautions:  In  elderly  and  debilitated,  limit  dos- 
age to  smallest  effective  amount  to  preclude 
ataxia,  oversedation,  confusion  (no  more  than  2 
capsules/day  initially;  increase  gradually  as 
needed  and  tolerated).  Though  generally  not 
recommended,  if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully  consider 
pharmacology  of  agents,  particularly  potentiating 
drugs  such  as  MAO  inhibitors,  phenothiazines. 
Observe  usual  precautions  in  presence  of  im- 
paired renal  or  hepatic  function.  Paradoxical 
reactions  reported  in  psychiatric  patients.  Employ 
usual  precautions  in  treating  anxiety  states  with 
evidence  of  impending  depression:  suicidal  tend- 
encies may  be  present  and  protective  measures 
necessary.  Variable  effects  on  blood  coagulation 
reported  very  rarely  in  patients  receiving  the  drug 


and  oral  anticoagulants;  causal  relationship  not 
established. 

Adverse  Reactions:  No  side  effects  or  manifes- 
tations not  seen  with  either  compound  alone 
reported  with  Librax.  When  chlordiazepoxide  HCI 
is  used  alone,  drowsiness,  ataxia,  confusion  may 
occur,  especially  in  elderly  and  debilitated;  avoid- 
able in  most  cases  by  proper  dosage  adjustment, 
but  also  occasionally  observed  at  lower  dosage 
ranges.  Syncope  reported  in  a few  instances  Also 
encountered:  isolated  instances  of  skin  eruptions, 
edema,  minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms,  increased 
and  decreased  libido — all  infrequent,  generally 
controlled  with  dosage  reduction;  changes  in  EEG 
patterns  may  appear  during  and  after  treatment, 
blood  dyscrasias  (including  agranulocytosis), 
jaundice,  hepatic  dysfunction  reported  occasion- 
ally with  chlordiazepoxide  HCI,  making  periodic 
blood  counts  and  liver  function  tests  advisable 
during  protracted  therapy.  Adverse  effects  re- 
ported with  Librax  typical  of  anticholinergic 
agents,  dryness  of  mouth,  blurring  of  vision, 
urinary  hesitancy,  constipation.  Constipation  has 
occurred  most  often  when  Librax  therapy  is  com- 
bined with  other  spasmolytics  and/or  low  residue 
diets 


Roche  Products,  Inc 
Manati.  Puerto  Rico  00701 
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Pictured  (at  right)  is  Memorial  Merit  Scholarship  recipient 
Marlin  R.  Lamb,  M.D.  being  given  his  certificate  and  check  by 
SDAFP  Vice  President  Lawrence  W.  Finney,  M.D. 


South  Dakota  Academy  Of  Family  Physicians 
Awards  Memorial  Merit  Scholarship 

1980  USDSM  graduate  Marlin  R.  Lamb,  M.D. 
was  awarded  the  1980  SDAFP  Memorial  Merit 
Scholarship.  The  award  was  given  at  an  informal 
ceremony  at  the  Family  Practice  Center  in  Sioux 
Falls;  the  presentation  being  made  by  SDAFP  Vice 
President  Lawrence  W.  Finney,  M.D.  of  Sioux  Falls. 

This  award  is  presented  to  a USDSM  graduate 
who  has  been  accepted  into  a family  practice  resi- 
dency, beginning  the  year  of  his  graduation.  This 
award,  a $1,000  cash  scholarship,  is  based  upon 
need  and  possibly  upon  scholarship,  but  not  neces- 
sarily upon  scholarship.  A special  SDAFP  Commit- 
tee has  developed  the  criteria  and  carries  out  the 
application  and  review  process. 

Dr.  Lamb  will  take  his  Family  Practice  Residency 
in  the  Sioux  City,  Iowa  program  directed  by  Dr. 
Gerald  McGowan. 


FAflllLY  PRACTICE 
"A  World  Of  Caring 


Plan  Now  to  Attend 
the 

AAFP’s  32nd  Annual  Scientific  Assembly 
New  Orleans,  October  6-9,  1980 
With  Special  Family  Events  October  5-8 

In  conjunction  with 

WONCA*  Ninth  World  Conference  on  Family 
Medicine 

(WONCA:  World  Organization  of  National  Col- 
leges, Academies  and  Academic  Associations  of 
General  Practitioners/Family  Physicians) 

In  addition  to  the  usual  excellent  program,  this 
year’s  Assembly  promises  lots  of  extra  features 
and  excitement,  because  family  physicians  from 
all  over  the  world  will  be  meeting  in  New  Orleans 
at  the  same  time.  Members  of  the  AAFP  and 
WONCA  have  opportunities  to  attend  parts  of 
both  meetings,  and  all  will  be  participating  to- 
gether in  the  special  evening  events.  You  won’t 
want  to  miss  being  in  the  Superdome  Monday 
night,  October  7,  for  a Mardi  Gras  spectacular 
staged  exclusively  for  our  thousands  of  family 
physicians. 

1980  BHSS 

Mark  your  calendars  for  the  annual  summer  semi- 
nar and  business  meeting,  August  14-16,  1980,  at 
the  Howard  Johnson  Motor  Lodge  in  Rapid  City. 
AAFP  National  President,  M.D.  John  Derryberry 
will  be  our  guest. 
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ANUSOL-HC 


SUPPOSITORIES/CREAM  WITH  HYDROCORTISONE  ACETATE 

#1  prescribed  hemorrhoidal  product  i < 


ANUSOL-HC*  SUPPOSITORIES 

Hemorrhoidal  Suppositories 

ANUSOL-HC*  CREAM 

Rectal  Cream  with  Hydrocortisone  Acetate 

Caution:  Federal  law  prohibits  dispensing  without 

prescription. 

Description:  Each  Anusol-HC  Suppository  contains  hydrocor- 
tisone acetate,  10.0  mg;  bismuth  subgallate,  2.25%;  bismuth 
resorcin  compound,  1 75%;  benzyl  benzoate,  1.2%;  Peruvian 
balsam,  1.8%;  zinc  oxide,  1 1 0%;  also  contains  the  following 
inactive  ingredients:  dibasic  calcium  phosphate,  and  certified 
coloring  in  a hydrogenated  vegetable  oil  base. 

Each  gram  of  Anusol-HC  Cream  contains  hydrocortisone 
acetate,  5.0  mg;  bismuth  subgallate,  22.5  mg;  bismuth 
resorcin  compound,  17.5  mg,  benzyl  benzoate,  12  0 mg; 
Peruvian  balsam,  18.0  mg,  zinc  oxide,  110.0  mg;  also  contains 
the  following  inactive  ingredients:  propylene  glycol,  propyl- 
paraben, methylparaben,  polysorbate  60  and  sorbitan 
monostearate  in  a water-miscible  base  of  mineral  oil,  glyceryl 
stearate  and  water 

Indications:  Anusol-HC  Suppositories  and  Anusol-HC  Cream 
are  adjunctive  therapy  for  the  symptomatic  relief  of  pain  and 
discomfort  in:  external  and  internal  hemorrhoids,  proctitis, 
papillitis,  cryptitis,  anal  fissures,  incomplete  fistulas  and  relief  of 
local  pain  and  discomfort  following  anorectal  surgery 

Anusol-HC  Cream  is  also  indicated  for  pruritus  ani. 


Anusol-HC  is  especially  indicated  when  inflammation  is 
present  After  acute  symptoms  subside,  most  patients  can  be 
maintained  on  regular  Anusol®  Suppositories  or  Ointment. 
Contraindications:  Anusol-HC  Suppositories  and  Anusol-HC 
Cream  are  contraindicated  in  those  patients  with  a history  of 
hypersensitivity  to  any  of  the  components  of  the  preparations. 
Warnings:  The  safe  use  of  topical  steroids  during  pregnancy 
has  not  been  fully  established  Therefore,  during  pregnancy, 
they  should  not  be  used  unnecessarily  on  extensive  areas,  in 
large  amounts  or  for  prolonged  periods  of  time. 

Precautions:  Symptomatic  relief  should  not  delay  definitive 
diagnoses  or  treatment. 

If  irritation  develops,  Anusol-HC  Suppositories  and 
Anusol-HC  Cream  should  be  discontinued  and  appropriate 
therapy  instituted 

In  the  presence  of  an  infection  the  use  of  an  appropriate 
antifungal  or  antibacterial  agent  should  be  instituted.  If  a 
favorable  response  does  not  occur  promptly,  the  cortico- 
steroid should  be  discontinued  until  the  infection  has  been 
adequately  controlled. 

Care  should  be  taken  when  using  the  corticosteroid 
hydrocortisone  acetate  in  children  and  infants 

Anusol-HC  is  not  for  ophthalmic  use. 

Dosage  and  Administration:  Anusol-HC  Suppositories  — 
Adults:  Remove  foil  wrapper  and  insert  suppository  into  the 
anus  Insert  one  suppository  in  the  morning  and  one  at 


PARK  E-DAVIS 

Div  of  Warner-Lambert  Co 
Morris  Plains,  NJ  07950  USA 


bedtime  for  3 to  6 days  or  until  inflammation  subsides.  Then  » 
maintain  patient  comfort  with  regular  Anusol  Suppositories. 

Anusol-HC  Cream  — Adults:  After  gentle  bathing  and 
drying  of  the  anal  area,  remove  tube  cap  and  apply  to  the 
exterior  surface  and  gently  rub  in.  For  internal  use,  attach  the 
plastic  applicator  and  insert  into  the  anus  by  applying  gentle 
continuous  pressure  Then  squeeze  the  tube  to  deliver 
medication.  Cream  should  be  applied  3 or  4 times  a day  for  3 
to  6 days  until  inflammation  subsides.  Then  maintain  patient 
comfort  with  regular  Anusol  Ointment. 

NOTE:  If  staining  from  either  of  the  above  products  occurs, 
the  stain  may  be  removed  from  fabric  by  hand,  or  machine 
washing  with  household  detergent. 

How  Supplied:  Anusol-HC  Suppositories—  boxes  of  12 
(N  0047-0089-12)  and  boxes  of  24  (N  0047-0089-24)  in 
silver  foil  strips  with  Anusol-HC  W/C  printed  in  black 

Anusol-HC  Cream  — one-ounce  tube  (N  0047-0090-01) 
with  plastic  applicator. 

Store  between  59”-86°  F (15°-30°  C). 

Full  information  is  available  on  request. 

©1980  Warner-Lambert  Company  00022  PD-JA-0234-Ff 
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Laboratory  Aids 


Sponsored  by  the  South  Dakota  Society  of  Pathologists 


Ectopic  Pregnancy 

Ectopic  trophoblastic  tissue  produces  HCG  in  the  same  man- 
ner as  normal  intrauterine  placental  tissue. 

Urinary  pregnancy  tests  are  fairly  accurate  after  40  days  from 
the  onset  of  the  last  menstrual  period.  Occasionally,  urinary  preg- 
nancy tests  may  become  positive  at  an  earlier  time.  Most  urinary 
pregnancy  tests  will  detect  3.5  International  Units  of  HCG/ml  of 
urine.  The  lower  limit  of  detection  of  HCG  with  the  radio- 
immunoassay method  is  40  milli  International  Units  of  HCG  in 
the  serum,  which  is  100  times  more  sensitive.  The  HCG  by  RIA 
usually  becomes  positive  8 to  14  days  after  conception  occurs. 
HCG  by  RIA  is  much  more  sensitive  than  normal  urine  pregnan- 
cy tests. 

In  suspected  ectopic  pregnancy,  if  the  HCG  beta  subunit  assay 
by  radioimmunoassay  is  negative,  ectopic  pregnancy  is  ruled  out 
for  all  practical  purposes.  If  the  HCG  beta  subunit  by  RIA  is 
positive  (over  40  miU/ml),  further  procedures  may  have  to  be 
carried  out  in  order  to  identify  the  location  of  the  placental  tissue. 

Ultrasound  examination  can  be  helpful  when  ectopic  pregnan- 
cy is  a consideration.  This  is  often  a difficult  diagnostic  problem. 
The  true  incidence  of  ectopic  pregnancy  in  women  in  whom  the 
diagnosis  is  suspected  is  only  about  3.5%.  If  missed,  however,  it 
has  such  important  consequences  that  the  diagnosis  is  extremely 
important.  The  diagnosis  must  be  established  early. 

If  the  pregnancy  test  is  positive,  and  the  pelvic  sonogram  is 


abnormal,  there  is  a strong  possibility  that  the  patient  has  ectopic 
pregnancy.  Oftentimes,  it  is  most  helpful  to  repeat  the  sonogram 
in  two  or  three  days.  Often  an  ectopic  pregnancy  will  declare  itself 
at  that  time.  Accuracy  is  about  90%  in  this  circumstance. 

If  the  HCG  by  RIA  pregnancy  test  is  negative,  and  the  pelvic 
sonogram  is  normal,  there  is  almost  no  chance  of  ectopic  preg- 
nancy being  present.  Accuracy  is  95-98%  False  negative  ul- 
trasound examinations  of  ectopic  pregnancy  are  a real  problem  in 
the  ampullary  portion  of  the  fallopian  tube. 

One  should  remember  that  with  a normal  sonogram  and  a 
positive  pregnancy  test,  about  one-third  of  these  patients  turn 
out  to  have  ectopic  pregnancy.  The  average  accuracy  enjoyed  at 
this  time  is  about  80%  when  both  HCG  by  RIA  and  ultrasound 
are  used  in  conjunction  with  each  other  in  this  circumstance. 

The  average  onset  of  symptomatology  of  ectopic  pregnancy  is 
7.5  weeks  since  the  last  menstrual  period.  Sixty  percent  of  these 
patients  have  uterine  enlargement,  25%  have  pelvic  inflammato- 
ry disease,  15%  have  had  previous  surgery  in  the  pelvis.  Almost 
all  patients  have  adnexal  tenderness,  mass  and  pain.  A gestation- 
al sac  is  rarely  seen  on  ultrasound  examination,  but  the  decidual 
reaction  is  usually  present  in  the  uterus.  Fluid  in  the  cul-de-sac  is 
an  extremely  common  finding.  Dermoid,  abscess,  or  PID  can  all 
mimic  the  clinical  findings.  All  may  look  alike  on  ultrasound 
examination. 

One  final  thought  with  regard  to  the  intrauterine  device  and 
pregnancy,  is  that  with  lUD  and  pregnancy  coexisting,  40%  of 
the  patients  abort. 

One  other  finding  that  is  of  interest  is  that  only  1 out  of  every 
30,000  pregnant  women  have  a coexisting  ectopic  pregnancy  and 
an  intrauterine  pregnancy.  This  is  only  seen  with  women  who  are 
on  fertility  medications. 

Durward  M.  Lang,  M.D. 

Pathologist 


CHECK  YOUR  WAITING  ROOM. 


DO  THE  BRIEFCASES  OUTNUMBER  THE 
MEDICAL  CASES? 


A great  way  of  life. 


You’re  familiar  with  them  by  now  — attor- 
neys, accountants  and  salesmen  — all  in- 
terested in  your  time  and  money. 

They  represent  modern  business.  And,  if 
you’re  like  many  physicians,  you’re  probably 
spending  a greater  percentage  of  your  time 
each  year  as  a businessman  ...  at  the  ex- 
pense of  your  practice. 

We  provide  well  staffed,  modern  facilities, 
an  excellent  program  of  compensation,  and 
opportunities  for  professional  growth  and 
specialization. 

Equally  important,  we  provide  an  environ- 
ment in  which  you  may  practice  medicine. 
And  that’s  what  your  life  is  about. 

We  would  like  to  tell  you  more  about  Air 
Force  Health  Care. 

Contact  (call  collect) 

Capt.  Robert  Brown 
116  South  42nd  St. 

Omaha,  NE 
(402)  221-4319 

AIR  FORCE.  HEALTH  CARE  AT  ITS  BEST. 
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Future  Meetings 


August 

Seminar  on  Quality  Assurance,  Minneapolis,  MN,  Aug,  7-8. 
Contact:  James  Collins,  Minn.  Hosp.  Asso.,  Box  14679,  Min- 
neapolis, MN  55414.  Phone:  (612)  644-9000. 


Nuclear  Medicine,  Colby  Coll.,  Waterville,  Maine,  Aug.  17-21. 
28  hrs.  AMA  Category  1 credits.  Contact:  Sandy  Stone,  Div.  of 
Special  Prog.,  Colby  Coll.,  Waterville,  Maine  04901.  Phone: 
(207)  873-1131. 


Endoscopy:  What  Is  Its  Role  In  Gastrointestinal  Bleeding? 

Nat’l.  Instit.  of  Health,  Bethesda,  MD,  Aug.  20-22.  Contact: 
Mrs.  Billie  B.  Machey,  Digestive  Diseases  & Nutri.  Prog., 
Nat’l.  Instit.  of  Arthritis,  Metabolism  & Digestive  Diseases, 
Bldg.  31,  Rm.  9A21,  Bethesda,  MD,  20205.  Phone:  (301)  496- 
6158. 


Medical  and  Surgical  Emergencies,  Colby  Coll.,  Waterville, 
Maine,  Aug.  19-22.  25  hrs.  AMA  Category  1 credits.  Contact: 
Sandy  Stone,  Div.  of  Special  Prog.,  Colby  Coll.,  Waterville, 
Maine  04901.  Phone:  (207)  873-1131. 


Forensic  Science,  Colby  Coll.,  Waterville,  Maine,  Aug.  24-27. 
24  hrs.  AMA  Category  1 credits.  Contact:  Sandy  Stone,  Div.  of 
Special  Prog.,  Colby  Coll.,  Waterville,  Maine  04901.  Phone: 
(207)  873-1  131. 


Pulmonary  Disease,  Colby  Coll.,  Waterville,  Maine,  Aug.  24- 
28.  21  hrs  AMA  Category  1 credits.  Contact:  Sandy  Stone,  Div. 
of  Special  Prog.,  Colby  Coll.,  Waterville,  Maine  04901.  Phone: 
(207)  873-1131. 


September 


EKG  Interpretation  and  Arrhythmia  Management,  Sahara  Ho- 
tel, Las  Vegas,  NV,  Sept.  26-27.  13  hrs.  A AFP  & AMA  Cate- 
gory I credits.  Contact:  I.M.E.C.,  Div.  of  Postgrad.  &CME,  64 
Inverness  Dr.,  E.,  Englewood,  CO  80112.  Phone:  (303)  773- 
1144. 


Drugs  in  Medical  Practice,  1981,  Crown  Center  Hotel,  Kansas 
City,  MO,  Sept.  27-28.  Contact:  Gale  Jewett,  Cont.  Med.  Stud- 
ies, Med.  Soc.  Relations,  AMA,  535  Dearborn  St.,  Chicago,  IL 
60610.  Phone:  (312)  751-6570. 


Cardiac  Ischemia  and  Arrhythmias— Current  Concepts  for  Di- 
agnosis and  Treatment,  Hyatt  Regency,  Chicago,  IL,  Sept.  26- 
28.  13  hrs.  AAFP  & AMA  Category  1 credits.  Contact: 
I.M.E.C.,  Div.  of  Postgrad,  and  CME,  64  Inverness  Dr.,  E., 
Englewood,  CO  80112.  Phone:  (303)  773-1144. 


October 


Hypertension  in  Family  Practice:  Evolving  Concepts,  Riv- 

ergate  Exhibition  Center,  New  Orleans,  LA,  Oct.  9.  Contact: 
World  Health  Info  Serv.,  Inc.,  475  Fifth  Ave.,  #505,  New 
York,  NY  10017.  Phone:  (212)  679-6200. 


Gynecologic  Cancer-1980,  Los  Angeles  Hilton,  Los  Angeles, 
CA,  Oct.  9-11.  16  hrs.  AAFP  & AMA  Category  I credits. 
Contact:  Nicholas  G.  Bottiglieri,  M.D.,  Am.  Cancer  Soc., 
Nat’l.  Conf.-Gynecologic  Cancer-1980,  777  Third  Ave.,  New 
York,  NY  10017. 


Fifth  Annual  International  Body  Imaging  Conference,  Kauai 
Surf  Hotel,  Kauai,  HI,  Oct.  11-19.  25  hrs.  AMA  Category  1 
credits.  Contact:  Conference  Sec.,  Int.  Body  Imag.  Conf.,  West 
Park  Hosp.,  Dept.  Radio.,  22141  Roscoe  Blvd.,  Canoga  Park, 
CA  91304. 


Hospital-Based  Hospice  Care:  Program  for  Decision  Makers, 

Denver,  CO,  Oct.  13-14.  Contact:  Div.  of  Ed.,  Am.  Hosp. 
Assoc.,  Box  96003,  Chicago,  IL  60690.  Phone:  (312)  280-6083. 


International  Food  Allergy  Symposium  HI,  Boston,  MA,  Oct. 
17-21.  Contact:  Shirley  Schoenberger,  Exec.  Sec.,  Am.  Coll,  of 
Allergists,  2141  14th  St.,  Boulder,  CO  80302.  Phone:  (303) 
447-8111. 


American  Society  of  Clinical  Pathologists,  St.  Louis,  MO,  Oct. 
23-31.  Contact:  The  Am.  Soc.  of  Clinical  Path.,  2100  W.  Harri- 
son St.,  Chicago,  IL  60612.  Phone:  (312)  738-1336. 


48th  Annual  Postgraduate  Assembly,  Omaha  Hilton  Hotel, 
Omaha,  NE,  Oct.  27-29.  Contact:  Lorraine  Seibel,  Exec.  Sec., 
Omaha  Mid-West  Clinical  Soc.,  7363  Pacific  St.,  #210-A, 
Omaha,  NE  68114.  Phone:  (402)  397-1443. 


46th  Annual  Scientific  Assembly  of  the  American  College  of 
Chest  Physicians,  Sheraton  Boston  Hotel,  Boston,  MA,  Oct. 
26-30.  30  hrs.  Category  I credits.  Contact:  Dale  E.  Braddy,  Div. 
of  Ed.,  AjCCP,  911  Busse  Hwy.  Park  Ridge,  IL  60068. 

International  Symposium  on  Exercise,  Fitness  and  Cardiovas- 
cular Health,  Royal  York  Hotel,  Toronto,  Ontario  Canada, 
Oct.  30-Nov.  1.  18  hrs  AMA  Category  1 credits.  Contact:  Mrs. 
Nicky  Arnold,  Symp.  Sec.,  Toronto  Rehab.  Centre,  345  Rum- 
sey  Rd.,  Toronto,  Ontario  M4G1R7. 

Clinical  Management  of  Coronary  Disease  and  Exercise  Test- 
ing, Hyatt  Regency,  Chicago,  IL,  Oct.  31-Nov.  2.  13  hrs. 
AAFP  & AMA  Category  1 credits.  Contact:  I.M.E.C.,  Div.  of 
Postgrad.  & CME,  64  Inverness  Dr.,  E.,  Englewood,  CO 
80112. 
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Nowy  two  dosQfie  forms 

library 

U.c.  SAN  FRANCISCO 

SEP  4 1980 

Id  lupiuiyn  CQicium 

300-fng^  Puhrules^ond  600-fiigi!l  Tablets 


IlDISTA 


Dista  Products  Company 

Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


Additional  Information  available  to  the  profession 
on  request. 


‘Present  as  345.9  mg.  and  691.8  mg.  of  the  calcium  salt  of  fenoprofen 
dihydrate  equivalent  to  300  mg.  and  600  mg.  fenoprofen  respectively. 


700934 


Aspects  of  management 


Monitoring  patient 

response  to^^limn  Cdiazepam/Roche) 


Assessing  initial  response  to  therapy 


During  the  first  follow-up  visit  after  initiating 
therapy,  both  physician  and  patient  should  de- 
termine if  Valium  (diazepam/Roche)  is  having 
the  desired  effect.  Most  patients  will  prompt- 
ly report  a feeling  of  relaxation  and  relief  of 
anxiety-linked  symptoms  such  as  insom- 
nia, headaches,  palpitations  and 
hyperventilation. You  will  probably 
fy;  observe  that  the  patient  is  calmer 
' - and  more  relaxed.  If,  however, 

patient  response  does  not  meas- 
ure up  to  expectations,  a reeval  - 
nation  of  the  patient’s  profile 
with  modification  of  the  dosage 
regimen  should  be  considered. 


Discontinuing  pharmacologic 

intervention  when  you  decide  to  discontinue 

therapy,  tapering  dosage 
is  good  medical  practice. 
Although  rarely  nec- 
essary after  short-term 
treatment  with  Valium, 
gradual  dosage  reduction 
is  advisable  for  patients 
who  have  been  on  ex- 
tended therapy.  This  grad- 
ual discontinuance 
should  preclude  either 
recurrence  of  pretreatment  symptoms  or  development  of  un- 
toward side  effects.  Symptoms  of  withdrawal  have  almost  al- 
ways been  associated  with  abrupt  discontinuance  of  therapy  at 
higher  dosages  taken  continuously  over  long  periods  of  time. 


Making  dosage  adjustments 


Evaluating  progress 
toward  therapeutic  goals 

At  the  beginning  of 
therapy  it  is  now 
common  practice  for 
both  physician  and 
patient  to  establish 
treatment  goals  and  to 
estimate  the  amount  of 
time  needed  to  achieve 
them.  Then  the  patient 
knows  what  to  expect 
and  when  to  expect  it. 
Some  physicians  find  that  compiling  a checklist  of  present- 
ing symptoms  and  complaints  is  useful  for  assessing  the 
patient’s  response  from  visit  to  visit.  In  this  way,  progress 
toward  attainment  of  the  therapeutic  goal  is  reviewed  at  reg- 
ular intervals.  As  patients  feel  their  symptoms  abate  and 
begin  to  develop  insight  into  the  sources  of  their  anxiety  and 
psychic  tension,  the  checklist  can  be  expected  to  dwindle. 
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With  any  psychoactive  medication  it  is 
good  medical  practice  to  initiate  therapy  at 
base  dosage  levels  and  titrate  to  the  patient’s 
needs.  With  Valium,  experience  has  shown 
that  5 mg  t.i.d.  is  usually  sufficient  although 
some  patients  with  severe  or  persistent  anxiety 
may  require  higher  dosages  initially.  In  geriat- 
ric or  debilitated  patients,  the  recommended 

. dosage  is  2 to  2i/2  mg  once  or  twice  daily. 

When  anxiety  fluctuates,  as  is  common  with  most  patients,  the  dosage  may 
be  adjusted  as  needed  during  the  course  of  therapy;  three  strengths  in  scored 
tablets  give  you  unmatched  flexibility  and  simplicity  in  individualizing  dosage. 


START 


ADJUST 


2x  to  4x 


ckailv 


See  the  following  page  for  a summary 
of  product  information. 


An 


"W  'T  9 2-mg,  5-mg,  lO-mg  scored  tablets 

Vajiunr® 

diazepam/Roche 


Important  Adjunct  to\bur Treatment 
Program  for  Excessive  Anxiety 


Wium'  (diazepam/Roche)  ® 

Before  prescribing,  please  consult  complete 

f product  information,  a summary  of  which 
ollows: 

Indications:  Tension  and  anxiety  associated 
with  anxiety  disorders,  transient  situational  dis- 
turbances and  functional  or  organic  disorders, 
psychoneurotic  states  manifested  by  tension, 
anxiety,  apprehension,  fatigue,  depressive 
symptoms  or  agitation,  symptomatic  relief  of 
acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal; 
ad)unctively  m skeletal  muscle  spasm  due  to 
reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders,  athe- 
tosis, stiff-man  syndrome,  convulsive  disorders 
(not  for  sole  therapy) 

The  effectiveness  of  Valium  (dtazepam  Roche) 
in  long-term  use,  that  is.  more  than  4 months, 
has  not  been  assessed  by  systematic  clinical 
studies  The  physician  should  periodically  reas- 
sess the  usefulness  of  the  drug  for  the  individual 
patient 

Contraindicated:  Known  hypersensitivity  to 
the  drug  Children  under  6 months  of  age 
Acute  narrow  angle  glaucoma,  may  be  used 
m patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy 
Warnings:  Not  of  value  in  psychotic  patients 
Caution  against  hazardous  occupations  requir- 
ing complete  mental  alertness  VVhen  used 
adjunctively  in  convulsive  disorders,  possibility 
of  increase  in  frequency  and/or  severity  of 
grand  mal  seizures  may  require  increased  dos- 
age of  standard  anticonvulsant  medication, 
abrupt  withdrawal  may  be  associated  with  tem- 
porary increase  m frequency  and/or  severity  of 
seizures  Advise  against  simultaneous  ingestion 
of  alcohol  and  other  CNS  depressants  With- 
drawal symptoms  similar  to  those  with  barbi- 
turates and  alcohol  have  been  observed  with 
abrupt  discontinuation,  usually  limited  to  ex- 
tended use  and  excessive  doses  Infrequently, 
milder  withdrawal  symptoms  have  been  re- 
ported following  abrupt  discontinuation  of 
benzodiazepines  after  continuous  use.  generally 
at  higher  therapeutic  levels,  for  at  least  several 
months  After  extended  therapy,  gradually  taper 
dosage  Keep  addiction-prone  individuals  under 
careful  surveillance  because  of  their  predisposi- 
tion to  habituation  and  dependence 
Usage  in  Pregnancy:  Use  of  minor 
tranquilizers  during  first  trimester 
should  almost  always  be  avoided  be* 
cause  of  increased  risk  of  congenital 
malformations  as  suggested  in  sev- 
eral studies.  Consider  possibility  of 
preanancy  when  instituting  therapy; 
advise  patients  to  discuss  therapy  if 
they  intend  to  or  do  become  pregnant. 
Precautions:  If  combined  with  other  psycho- 
tropics  or  anticonvulsants,  consider  carefully 
pharmacology  of  agents  employed,  drugs  such 
as  phenothiazines.  narcotics,  barbiturates,  MAO 
inhibitors  and  other  antidepressants  may  poten- 
tiate Its  action  Usual  precautions  indicated  m 
patients  severely  depressed,  or  with  latent  de- 
pression, or  with  suicidal  tendencies  Observe 
usual  precautioiis  m impaired  renal  or  hepatic 
function  Limit  dosage  to  smallest  effective 
amount  m elderly  and  debilitated  to  preclude 
ataxia  or  oversedation 

Side  Effects:  Drowsiness,  confusion,  diplopia, 
hypotension,  changes  m libido,  nausea,  fatigue, 
depression,  dysarthria,  jaundice,  skin  rash, 
ataxia,  constipation,  headache,  incontinence, 
changes  in  salivation,  slurred  speech,  tremor, 
vertigo,  urinary  retention,  blurred  vision  Para- 
doxical reactions  such  as  acute  hyperexcited 
states,  anxiety,  hallucinations,  increased  muscle 
spasticity,  insomnia,  rage,  sleep  disturbances, 
stimulation  have  been  reported,  should  these 
occur,  discontinue  drug  Isolated  reports  of 
neutropenia,  jaundice,  periodic  blood  counts 
and  liver  function  tests  advisable  during  long- 
term therapy 

Dosage:  Individualize  for  maximum  beneficial 
effect  Adults  Tension,  anxiety  and  psycho- 
neurotic  states,  2 to  10  mg  b I d to  q i d . 
alcoholism,  10  mg  1 1 d or  q i d m first  24  hours, 
then  5 mg  1 1 d or  q i d as  needed,  adjunctively 
in  skeletal  muscle  spasm,  2 to  10  mg  1 1 d or 
q I d , adjunctively  m convulsive  disorders,  2 to 
10  mg  b I d to  q i d Geriatric  or  debilitated 
patients  2 to  2'/2  mg.  1 or  2 times  daily  initially, 
increasing  as  needed  and  tolerated  (See  Pre- 
cautions ) Children  1 to  2V2  mg  1 1 d or  q i d 
initially,  increasing  as  needed  and  tolerated 
(not  for  use  under  6 months) 

Supplied:  Valium*  Tablets.  2 mg,  5 mg  and 
10  mg — bottles  of  100  and  500,  Tel-E-Dose* 
packages  of  100,  available  m trays  of  4 reverse- 
numbered  boxes  of  25,  and  in  boxes  containing 
10  strips  of  10,  Prescription  Paks  of  50.  available 
m trays  of  10 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 


We’ll  make  you  only  one  promise.  When  you  start 
working  to  make  your  future  happen,  we’ll  be  there 
And  whatever  direction  you  take  in  life,  remember, 
you  can  always  come  home  to  FIRSTSioux  Falls. 


\ 


# FirstSiouxRdls 


People  Banking  on  People 

MAIN  OFFICE  • EXPRESS  BANK  • WESTERN  MALL  BRANCH 
INDUSTRIAL  BRANCH  • EMPIRE  BRANCH  • BALTIC  • DELL  RAPIDS 

The  First  National  Bank  in  Sioux  Falls  Member  F.D.I.C. 
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HOW  MUCH  OF  YOUR  TIME 
CAN  YOU  CALL  YOUR  OWN? 


Modern  medical  practice  has  become  a com- 
plex and  time  consuming  operation  Too  often  the 
physician  sacrifices  leisure  time  and  family  respon 
sibilities  to  his  professional  duties. 

If  you're  earning  more  but  enjoying  it  less;  if 
you've  considered  an  alternative  to  the  rigors  of 
your  practice.  Air  Force  medicine  may  be  the 
answer 

Our  health  care  system  is  among  the  finest  in 
the  world  Our  physicians  serve  in  modern,  well- 
equipped  hospitals  and  clinics  with  competent  and 
well-trained  staffs  Air  Force  personnel  handle 
paperwork  and  administrative  tasks,  allowing  max- 
imum time  for  patient  care  by  each  physician 

To  attract  quality  physicians,  the  Air  Force  has 
assembled  an  excellent  package  of  compensation 
and  entitlements  These  include  30  days  of  paid 
vacation  each  year,  an  opportunity  to  seek  speciali- 
zation at  Air  Force  expense,  and  full  medical  and 
dental  care  without  loss  of  pay  during  treatment 
We  would  like  to  provide  more  information 
about  Air  Force  medicine 

Contact  (call  collect)  Capt.  Archie  Summerlin 
116  South  42nd  St.,  Omaha,  NE 
(402)  221-4319 

AIR  FORCE.  HEALTH  CARE  AT  ITS  BEST. 


j. 

A great  way  of  life. 


ANNUAL  AND  BIANNUAL  LEASING  OF  ALL  MAKES  OF  AUTOMOBILES 


LEASING  IS  NOT  FOR  EVERYONE,  BUT  MEDICAL 
PEOPLE  ARE  OUR  SPECIALTY.  ALL  MAKES  OF 
AUTOS,  TRUCKS,  4 WHEELERS.  VARIOUS  PLANS 
TO  FIT  YOUR  NEEDS  OR  THE  PROFESSIONAL 
GROUPS  WITH  WHOM  YOU  ARE  ASSOCIATED. 
REFERENCES  ARE  GLADLY  FURNISHED  AND  WE 
WILL  WORK  WITH  YOUR  ACCOUNTANTS. 

3401  WEST  41  St  STREET 
SIOUX  FALLS,  SOUTH  DAKOTA  57105 

PHONE  336-3818 

C.  H.  "Chuck”  Point,  Mgr.  Home  phone  336-3168 


Tenuate^  (S 

(diethylpropion  hydrocliloride  NF) 

Tenuate  Dospan^ 

Idiethylpropion  hydrochloride  NF)  cootrolled-release 
AVAILABLE  ONLY  ON  PRESCRIPTION 
Brief  Summary 

INDICATION:  Tenuate  and  Tenuate  Dospan  are  indicated  in  the 
management  of  exogenous  obesity  as  a short-term  adjunct  (a  tew 
weeks)  in  a regimen  of  weight  reduction  based  on  caloric  restriction. 
The  limited  usefulness  of  agents  ot  this  class  should  be  measured 
against  possible  risk  factors  inherent  in  their  use  such  as  those 
described  below 

CONTRAINDICATIONS:  Advanced  arteriosclerosis,  hyperthyroidism, 
.<nown  hypersensitivity,  or  idiosyncrasy  to  the  sympathomimetic 
amines,  glaucoma  Agitated  states  Patients  with  a history  ot  drug 
abuse.  During  or  within  14  days  following  the  administration  ot  mono- 
amine oxidase  inhibitors,  (hypertensive  crises  may  result), 
WARNINGS:  It  tolerance  develops,  the  recommended  dose  should 
not  be  exceeded  in  an  attempt  to  Increase  the  effect;  rather,  the  drug 
should  be  discontinued,  Tenuate  may  Impair  the  ability  ot  the  patient 
to  engage  in  potentially  hazardous  activities  such  as  operating 
machinery  or  driving  a motor  vehicle;  the  patient  should  therefore  be 
cautioned  accordingly  Drug  Dependence  Tenuate  has  some  chemi- 
cal and  pharmacologic  similarities  to  the  amphetamines  and  other 
related  stimulant  drugs  that  have  been  extensively  abused  There 
have  been  reports  ot  subiects  becoming  psychologically  dependent 
on  diethylpropion.  The  possibility  ot  abuse  should  be  kept  in  mind 
when  evaluating  the  desirability  of  including  a drug  as  part  ot  a weight 
reduction  program  Abuse  of  amphetamines  and  related  drugs  may 
be  associated  with  varying  degrees  of  psychologic  dependence  and 
social  dysfunction  which,  in  the  case  of  certain  drugs,  may  be  severe. 
There  are  reports  of  patients  who  have  increased  the  dosage  to  many 
times  that  recommended  Abrupt  cessation  following  prolonged  hign 
dosage  administration  results  in  extreme  fatigue  and  mental  depres- 
sion; changes  are  also  noted  on  the  sleep  EEG.  Manifestations  of 
chronic  intoxication  with  anorectic  drugs  include  severe  dermatoses, 
marked  insomnia,  irritability,  hyperactivity,  and  personality  changes. 
The  most  severe  manifestation  of  chronic  intoxications  Is  psychosis, 
often  clinically  indistinguishable  from  schizophrenia.  Use  In 
Pregnancy  Although  rat  and  human  reproductive  studies  have  not 
indicated  adverse  effects,  the  use  of  Tenuate  by  women  who  are 
pregnant  or  may  become  pregnant  requires  that  the  potential  benefits 
be  weighed  against  the  potential  risks.  Use  in  Children  Tenuate  Is 
not  recommended  for  use  in  children  under  12  years  of  age, 
PRECAUTIONS:  Caution  is  to  be  exercised  in  prescribing  Tenuate 
for  patients  with  hypertension  or  with  symptomatic  cardiovascular 
disease,  including  arrhythmias.  Tenuate  should  not  be  administered 
to  patients  with  severe  hypertension.  Insulin  requirements  in  diabetes 
mellitus  may  be  altered  in  association  with  the  use  of  Tenuate  and 
the  concomitant  dietary  regimen.  Tenuate  may  decrease  the  hypo- 
tensive effect  of  guanethidine.  The  least  amount  feasible  should  be 
prescribed  or  dispensed  at  one  time  in  order  to  minimize  the  possibility 
of  overdosage.  Reports  suggest  that  Tenuate  may  Increase  convul- 
sions in  some  epileptics,  Tnerefore,  epileptics  receiving  Tenuate 
should  be  carefully  monitored.  Titration  of  dose  or  disconfinuance  of 
Tenuate  may  be  necessary. 

ADVERSE  REACTIONS:  Cardiovascular  Palpitation,  tachycardia, 
elevation  of  blood  pressure,  precordial  pain,  arrhyfhmia.  One  pub- 
lished report  described  T-wave  changes  in  the  ECG  of  a healthy  young 
maleafter  ingestion  of  diethylpropion  hydrochloride.  Cenfra/A/ervous 
System  Overstimulation,  nervousness,  restlessness,  dizziness,  jlt- 
teriness,  insomnia,  anxiety,  euphoria,  depression,  dysphoria,  tremor, 
dyskinesia,  mydriasis,  drowsiness,  malaise,  headache:  rarely  psy- 
chotic episodes  at  recommended  doses  In  a lew  epileptics  an 
Increase  in  convulsive  episodes  has  been  reported.  Gasfromfesfma/: 
Dryness  of  the  mouth,  unpleasant  taste,  nausea,  vomiting. abdominal 
discomfort,  diarrhea,  constipation,  other  gastrointestinal  distur- 
bances. Allergic:  Urticaria,  rash,  ecchymosis,  erythema.  Endocrine: 
impotence,  changes  in  libido,  gynecomastia,  menstrual  upset.  Wema- 
topoietic  System  Bone  marrow  depression,  agranulocytosis,  leuko- 
penia Miscellaneous  A variety  of  miscellaneous  adverse  reactions 
has  been  reported  by  physicians.  These  include  complaints  such  as 
dyspnea,  hair  loss,  muscle  pain,  dysurla,  increased  sweating,  and 
polyuria. 

DOSAGE  AND  ADMINISTRATION;  Tenuate  (diethylpropion  hydro- 
chloride); One  25  mg.  tablet  three  times  daily,  one  hour  before  meals, 
and  in  midevening  if  desired  to  overcome  night  hunger.  Tenuate 
Dospan  (diethylpropion  hydrochloridelcontrolleo-release:  One  75  mg. 
tablet  daily,  swallowed  whole,  in  midmorning.  Tenuate  Is  not  recom- 
mended for  use  in  children  under  12  years  of  age. 

OVERDOSAGE:  Manifestalions  of  acute  overdosage  include  rest- 
lessness. tremor,  hyperreflexia,  rapid  respiration,  confusion,  assault- 
iveness, hallucinations,  panic  states.  Fatigue  and  depression  usually 
follow  the  central  stimulation.  Cardiovascular  effects  include  arrhyth- 
mias, hypertension  or  hypotension  and  circulatory  collapse.  Gastro- 
intestinal symptoms  include  nausea,  vomiting,  diarrhea,  and 
abdominal  cramps  Overdose  of  pharmacologically  similar  com- 
pounds has  resulted  in  fatal  poisoning,  usually  terminating  in  con- 
vulsions and  coma  Management  of  acute  Tenuate  intoxication  is 
largely  symptomatic  and  includes  lavage  and  sedation  with  a barbitu- 
rate. Experience  with  hemodialysis  or  peritoneal  dialysis  is  inade- 
quate to  permit  recommendation  in  this  regard.  Intravenous 
phentolamine  (Regitine")  has  been  suggested  on  pharmacologic 
grounds  for  possible  acute,  severe  hypertension,  if  this  complicates 
Tenuate  overdosage. 

Product  Information  as  of  April.  1976 
MERRELL-NATIONAL  LABORATORIES  Inc. 

Cayey,  Puerto  Rico  00633 
Direct  Medical  Inauiries  lo 
MERRELL-NATIONAL  LABORATORIES 
Oivision  of  Richardson-Merrell  Inc, 

Cincinnati,  Ohio  45215,  U S A 
Licensor  of  Merrell" 

References:  1.  Citations  available  on  request  from  Medical  Research 
Oepartment.  MERRELL-NATIONAL  LABORATORIES,  Cincinnati, 
Ohio  45215  2.  Hoekenga,  M T,  O'Dillon  (Dillon |,  R H.,  and  Leyland, 
HM  A comprehensive  review  of  diethylpropion  hydrochloride.  In. 
Central  Mechanisms  of  Anorectic  Drugs,  S GarattInlandR  Samanin, 
Ed  , New  York,  Raven  Press.  1978,  pp  391-404 
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be  simple 

Complicated  or  not 

Ibn 

(dietlii 


l^nuate-it  makes  sense. 

And  it’s  responsible  medicine. 


*Studies  have  shown  that  obesity  is  associated  with  an  increased  incidence  of 
hypertension,  symptomatic  heart  disease,  adult-onset  diabetes,  and  other  diseases. 


Merrell 


For  prescribing  information  see  opposite  page 


A useful  short-term  adjunct  ; 

in  an  indicated  weight  loss  program. 


a- 


Overweight  patients  in  certain  diagnostic  categories  often  require 
strict  appetite  control  and  a successful  program  of  weight 
reduction  may  tend  to  diminish  the  incidence  or  severity  of  the  ... 
complications  in  some  patients.  Diethyl propion  hydrochloride 
has  been  reported  useful  in  such  patients  and  while  it  is  not 
suggested  that  Tenuate  itself  in  any  way  reduces  the  ' 

complications  of  overweight,  it  may  have  a useful  place  as  a 
short-term  adjunct  in  a prescribed  dietary  regimen. Tenuate 
should  not  be  administered  to  patients  with  severe  hypertension;  : 
see  additional  Warnings  and  Precautions  on  the  opposite  page,  v 

In  uncomplicated  overweight. 

Many  patients,  on  the  other  hand,  present  with  excess  fat  but  no . .v" 
disease.  While  this  condition  is  often  termed  uncomplicated 
obesity,  complications  of  both  a social  and  a psychologic  nature  : "■ 
may  be  distressingly  real  for  the  patients.  In  these  cases,  a 
short-term  regimen  of  Tenuate  can  help  reinforce  your  dietary 
counsel  during  the  important  early  weeks  of  an  indicated  weight  V 
loss  program. 

Clinical  effectiveness. 

The  anorectic  effectiveness  of  diethylpropion  hydrochloride  is 
well  documented.  No  less  than  16  separate  double-blind,  placebo- 
controlled  studies  attest  to  its  usefulness  in  daily  practice.^  And 
the  unique  chemistry  of  Tenuate  provides .anorectic  potency 
with  minimal  overt  central  nervous  system  or  cardiovascular 
stimulation.  ”2  Compared  with  the  amphetamines,  diethylpropion 
has  minimal  potential  for  abuse. 


The  Family  of  Man " by  Roberto  Moretti, 
a statuary  in  crystal  symbolizing  the  broad  range  of 
hypertensive  patients  eligible  for  therapy  with  Catapres. 
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The  Alpha 


It’s  for  all  kinds  of  hypeKehSivIs  V 


• Unlike  beta  blockers,  Catapres'^  has  no  contrain&icati'oijs. 

• Catapres  can  be  useful  even  in  these  patients  with: 


Congestive  heart  failure  Allergic  rhinitis 
Ventricular  hypertrophy  Hepatic  disease 


Tablets  of  0.1, 0.2, 0 


Hyperglycemia 
Diabetes  mellitus 
Bronchial  asthma 


Hyperuricemia 
Gouty  arthritis 

Sulfonamide  hypersensitivity 


Like  any  antihypertensive,  use  with  caution  in  severe 
coronary  insufficiency,  recent  myocardial  infarction, 
cerebrovascular  disease  or  chronic  renal  failure. 

work/play— normal  hemodynamic  responses  to  exercise  maintained. 

love  —low  incidence  of  impotence  and/or  loss  of  libido: 

2.8%  in  1 ,923  patients  studied."' 

cardiac  output  —tends  to  return  to  control  values  during  long-term  therapy. 

blood  flow— preserved  in  kidney. 

No  Single  Advantage  Determines  Drug  Choice. 

Other  factors  must  include: 

The  drug’s  effectiveness  in  a given  patient,  its 
side  effects,  warnings,  precautions,  tolerance, 
etc.  A rational  therapeutic  choice  depends  on  a 
" ’ careful  assessment  of  all  such  factors. 


Central  alpha-adrenergic  stimulation  decreases  sympathetic  outflow  from 


the  brain,  as  shown  in  animal  studies 


1.  Data  on  file  at  Boehringer  Ingelheim  Ltd. 


Please  see  last  page  for  brief  summary,  including 
warnings,  precautions,  and  adverse  reactions. 


ow  available  in  new 
g tabiets 


(clonidine  HCI) 

Hypertension; 


Tablets  of  0.1, 0.2, 0.3  mg 

a 

(clonidine  *HCI) 

Hypertension 


• No  contraindications. 

• Effective  in  all  degrees  of  hypertension.  It  is  mild  to 
moderate  in  potency. 

• Low  incidence  of  depression,  impotence,  orthostatic 
hypotension — no  fatal  hepatotoxicity. 

• Preserves  kidney  blood  flow. 

Most  common  side  effects  are  dry  mouth,  drowsiness, 
and  sedation  which  generally  tend  to  diminish  with  time. 

Catapres® 

(clonidine  hydrochloride) 

Tablets  of  0.1, 0.2, 0.3  mg 

Indication:  The  drug  is  indicated  In  the  treatment  of  hypertension.  As  an  anti- 
hypertensive  drug,  Catapres  (clonidine  hydrochloride)  is  mild  to  moderate  in 
potency  It  may  be  employed  m a general  treatment  program  with  a diuretic  and/or 
other  antihypertensive  agents  as  needed  for  proper  patient  response. 

Warnings:  Tolerance  may  develop  in  some  patients  necessitating  a reevaluation 
of  therapy. 

Usage  in  Pregnancy:  In  view  of  embryotoxic  findings  in  animals,  and  since 
information  on  possible  adverse  effects  in  pregnant  women  is  limited  to  uncon- 
trolled clinical  data,  the  drug  is  not  recommended  in  women  who  are  or  may 
become  pregnant  unless  the  potential  benefits  outweigh  the  potential  risk  to 
mother  and  fetus. 

Usage  in  Children:  No  clinical  experience  is  available  with  the  use  of  Catapres 
(clonidine  hydrochloride)  in  children. 

Precautions:  When  discontinuing  Catapres  (clonidine  hydrochloride),  reduce  the 
dose  gradually  over  2 to  4 days  to  avoid  a possible  rapid  rise  in  blood  pressure  and 
associated  subjective  symptoms  such  as  nervousness,  agitation,  and  headache 
Patients  should  be  instructed  not  to  discontinue  therapy  without  consulting  their 
physician.  Rare  instances  of  hypertensive  encephalopathy  and  death  have  been 
recorded  after  cessation  of  clonidine  hydrochloride  therapy.  A causal  relationship 
has  not  been  established  in  these  cases.  It  has  been  demonstrated  that  an 
excessive  rise  in  blood  pressure,  should  it  occur,  can  be  reversed  by  resumption  of 
clonidine  hydrochloride  therapy  or  by  intravenous  phentolamine.  Patients  who 
engage  in  potentially  hazardous  activities,  such  as  operating  machinery  or  driving, 
should  be  advised  of  the  sedative  effect.  This  drug  may  enhance  the  CNS- 
depressive  effects  of  alcohol,  barbiturates  and  other  sedatives.  Like  any  other 
agent  lowering  blood  pressure,  clonidine  hydrochloride  should  be  used  with 
caution  in  patients  with  severe  coronary  insufficiency,  recent  myocardial  infarction, 
cerebrovascular  disease  or  chronic  renal  failure. 

As  an  integral  part  of  their  overall  long-term  care,  patients  treated  with  Catapres 
(clonidine  hydrochloride)  should  receive  periodic  eye  examinations.  While,  except 
for  some  dryness  of  the  eyes,  no  drug-related  abnormal  ophthalmologic  findings 
have  been  recorded  with  Catapres  (clonidine  hydrochloride),  in  several  studies 
the  drug  produced  a dose-dependent  increase  in  the  incidence  and  severity  of 


The  usual  starling  dose  of  Catapres  is  0.1  mg  at  break- 
fast and  0.1  mg  at  bedtime.  Some  patients  may  benefit 
from  a starting  dose  of  0.1  mg  at  bedtime. 

Usual  daily  dose  range — 0.2—  0.8  mg 

Maximum  daily  dose — 2.4  mg 

Doses  as  high  as  this  have  rarely  been  employed. 

For  optimal  results,  the  dose  of  Catapres  must  be 
adjusted  according  to  the  patient’s  individual  blood 
pressure  response. 


spontaneously  occurring  retinal  degeneration  in  albino  rats  treated  for  6 months  or 
longer. 

Adverse  Reactions:  The  most  common  reactions  are  dry  mouth,  drowsiness  and 
sedation.  Constipation,  dizziness,  headache,  and  fatigue  have  been  reported. 
Generally  these  effects  tend  to  diminish  with  continued  therapy.  The  following 
reactions  have  been  associated  with  the  drug,  some  of  them  rarely.  (In  some 
instances  an  exact  causal  relationship  has  not  been  established.)  These  include: 
Anorexia,  malaise,  nausea,  vomiting,  parotid  pain,  mild  transient  abnormalities  in 
liver  function  tests;  one  report  of  possible  drug-induced  hepatitis  without  icterus 
and  hyperbilirubinemia  in  a patient  receiving  clonidine  hydrochloride,  chlor- 
thalidone and  papaverine  hydrochloride.  Weight  gain,  transient  elevation  of  blood 
glucose,  or  serum  creatine  phosphokinase:  congestive  heart  failure,  Raynaud's 
phenomenon;  vivid  dreams  or  nightmares,  insomnia,  other  behavioral  changes, 
nervousness,  restlessness,  anxiety  and  mental  depression.  Also  rash,  an- 
gioneurotic edema,  hives,  urticaria,  thinning  of  the  hair,  pruritus  not  associated 
with  a rash,  impotence,  urinary  retention,  Increased  sensitivity  to  alcohol,  dryness, 
itching  or  burning  of  the  eyes,  dryness  of  the  nasal  mucosa,  pallor,  gynecomastia, 
weakly  positive  Coombs'  test,  asymptomatic  electrocardiographic  abnormalities 
manifested  as  Wenckebach  period  or  ventricular  trigeminy. 

Overdosage:  Profound  hypotension,  weakness,  somnolence,  diminished  or  ab- 
sent reflexes  and  vomiting  followed  the  accidental  ingestion  of  Catapres  (clonidine 
hydrochloride)  by  several  children  from  19  months  to  5 years  of  age.  Gastric 
lavage  and  administration  of  an  analeptic  and  vasopressor  led  to  complete  re- 
covery within  24  hours.  Tolazoline  in  intravenous  doses  of  10  mg  at  30-minule 
intervals  usually  abolishes  all  effects  of  Catapres,  (clonidine  hydrochloride)  over- 
dosage. 

How  Supplied:  Catapres,  brand  of  clonidine  hydrochloride,  is  available  as  0.1  mg 
(tan)  and  0.2  mg  (orange)  oval,  single-scored  tablets  in  bottles  of  100  and  1000.  Also 
available  as  0.3  mg  (peach)  oval,  single-scored  tablets  in  bottles  of  100. 

For  complete  details,  please  see  full  prescribing  information. 

Under  license  from  Boehringer  Ingelheim  GmbH 

( iillllii  ) Boehringer  Boehringer  Ingelheim  Ltd. 

Ingelheim  Riidgefield,  CT  06877 
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B.  C.  Gerber,  M.D.  (1983)  Aberdeen 
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Curtis  Wait,  M.D.  (1982)  Brookings 
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J.  A.  Eckrich,  Jr.,  M.D.  (1983)  Aberdeen 
Jay  Bachmayer,  M.D.  (1983)  Aberdeen 

Student  Member 

COMMISSION  ON  SCIENTIFIC  MEDICINE 

J.  C.  Larson,  M.D.,  Chairman  (1982)  Watertown 
Loren  Amundson,  M.D.  (1981)  Sioux  Falls 
G.  Robert  Bell,  M.D.  (1981)  DeSmet 
R.  J.  Foley,  M.D.  (1981 ) Tyndall 
Joseph  Kass,  M.D.  (1981)  Rosholt 
R.  B.  Leander,  M.D.  (1981 ) Sioux  Falls 
Harvey  Hart,  M.D.  (1982)  Aberdeen 

A.  J.  Janusz,  M.D.  (1982)  Aberdeen 

B.  T.  Otey,  M.D.  (1982)  Flandreau 
Gene  Koob,  M.D.  (1982)  Sioux  Falls 
JuanChavier,  M.D.  (1983)  Aberdeen 
Wm.  O.  Hanson,  M.D.  (1983)  Huron 
R.  R.  Thornton,  M.D.  (1983)  Yankton 

R.  D.  Bloemendaal,  M.D.  (1983)  Rapid  City 

Student  Member 

PROFESSIONAL  LIABILITY  COMMISSION 

Michael  Rost,  M.D.,  Chairman  (1983)  Sioux  Falls 
Dale  Berkebile,  M D.  (1981 ) Rapid  City 
E.  W.  Sanderson,  M.D.  (1981 ) Sioux  Falls 
Morris  Radack,  M.D.  (1981)  Yankton 
James  Hovland,  M.D.  (1983)  Aberdeen 
Donald  Kelley,  M.D.  (1983)  Rapid  City 
Frank  Alvine,  M.D.  (1982)  Sioux  Falls 
A.  A.  Lamport,  Jr.,  M.D.  (1982)  Madison 
Richard  Wake,  M.D.  (1982)  Brookings 


CREDENTIALS  COMMISSION 
AND  EXECUTIVE  COMMISSION 
Winston  Odiand,  M.D.,  Aberdeen 
Bruce  Lushbough,  M.D.,  Brookings 
Durward  Lang,  M.D.,  Sioux  Falls 
Joseph  Hamm,  M.D.,  Sturgis 
Gerald  E.  Tracy,  M.D.,  Watertown 


Russell  Harris,  M.D.,  Rapid  City 
Duane  Reaney,  M.D.,  Yankton 
Richard  Gere,  M.D.,  Mitchell 
Howard  Saylor,  Jr,,  M.D.,  Huron 

GRIEVANCE  COMMISSION 

G.  E.  Tracy,  M.D.,  Chairman  (1981)  Watertown 
Fred  Leigh,  M.D.  (1982)  Huron 

Russell  Harris,  M.D.  (1984)  Rapid  City 
Duane  B.  Reaney,  M.D.  (1985)  Yankton 

LONG  RANGE  PLANNING  COMMITTEE 
T.  H.  Sattler,  M.D.,  Chairman,  Yankton 
Karl  Wegner,  M.D.,  Vermillion 
C.  E.  Tesar,  M.D.,  Rapid  City 
Dennis  Johnson,  M.D.,  Sioux  Falls 
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Stanley  Altman,  M.D.,  Aberdeen 

MINUTES  OF  THE  BUDGET  AND  AUDIT  COMMITTEE 

1:00  P.M.  Sheraton  Motor  Inn 

Board  Room  Aberdeen,  SD 

The  meeting  was  called  to  order  at  1 p.m.  by  Duane  Reaney, 
M.D.,  acting  as  Chairman  in  the  absence  of  L,  W.  Finney,  M.D. 
Present  for  roll  call  were  Drs.  Reaney,  Odiand,  Lushbough, 
Gere,  Lang,  Hamm,  Bob  Johnson  and  Patty  Butler, 

The  committee  reviewed  the  CPA  Audit  which  had  been  pre- 
pared by  McGladrey  and  Hendrickson.  Mr,  Johnson  discussed 
each  page  and  answered  all  questions  posed  by  the  committee 
members.  Dr.  Hamm  moved  that  the  committee  accept  the  CPS 
Audit  and  recommend  its  approval  by  the  Council.  The  motion 
was  seconded  and  carried. 

The  committee  reviewed  the  Deferred  Compensation  con- 
tracts which  have  been  drawn  up  for  Mary  Alice  Butler  and 
Robert  D.  Johnson.  Dr,  Gere  moved  that  the  committee  approve 
the  contracts  and  that  the  president  and  secretary  complete  the 
contracts  as  presented.  The  motion  was  seconded  and  carried. 

Mr.  Johnson  discussed  a letter  received  from  the  Department 
of  Health  and  Human  Services  with  the  committee.  The  commit- 
tee directed  that  the  letter  be  placed  on  file  for  use  at  the  proper 
time  in  the  future. 

The  meeting  adjourned  at  2:15  p.m. 

FIRST  COUNCIL  MEETING  MINUTES 

2:30  P.M.  Rm.  C,  Sheraton  Motor  Inn 

Thursday,  May  29, 1980  Aberdeen,  South  Dakota 

The  meeting  was  called  to  order  by  Dr.  R.  G.  Gere,  Chairman. 
Those  present  for  roll  call  were  Doctors  Duane  Reaney,  Winston 
Odiand,  Bruce  Lushbough,  Joseph  Hamm,  William  R.  Taylor, 
G.  E.  Tracy,  Richard  Gere,  Durward  Lang,  Russell  Harris,  B.  C. 
Gerber,  G.  Robert  Bartron,  A.  A.  Lamport,  Jr.,  R.  C.  Jahraus, 
David  Buchanan,  W.  O.  Rossing,  Paul  Aspaas,  Frank  Messner, 
Robert  L.  Ferrell,  A.  J.  Barrett,  M.  George  Thompson,  James  i 
Wunder,  Eldon  Bell,  Michael  Pekas,  D,  G.  Ortmeier,  N.  R. 
Whitney,  Jay  Hubner,  commission  and  committee  chairmen. 
Doctors  Howard  Saylor,  J.  C.  Larson  and  T.  H.  Sattler,  and  i 
guests.  Dean  Charles  Hollerman  and  Dr.  Dennis  Johnson.  ! 

Dr.  Lushbough  moved  to  dispense  with  the  reading  of  the  i 
minutes  of  the  previous  meeting  and  accept  them  as  published  i 
and  distributed.  The  motion  was  seconded  and  carried.  ' 

I.  REQUEST  FROM  DR.  HEINRICHS  FOR  RECONSIDERA- 
TION OF  COUNCIL  ACTION  ON  COMPUTER  PROPOSAL  i 
EOR  IMMUNIZATION  RECORDS.  Dr.  Bartron  moved  that  ' 
Dr.  Heinrichs  be  invited  to  make  a brief  presentation  at  the 
Council  meeting  on  Sunday,  June  1,  and  that  this  matter  be 
deferred  until  that  time.  The  motion  was  seconded  and  carried. 

II.  AMA  AD  HOC  COMMITTEE  REPORT  ON  PRINCIPLES 

OF  MEDICAL  ETHICS.  No  comments  or  recommendations 
were  made.  > 
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111.  REPORT  OF  THE  LIAISON  COMMITTEE.  Or.  Saylor  pre- 
sented the  report  of  the  Liaison  Committee.  Dr.  Bell  moved  that 
the  Council  accept  the  report  of  the  Liaison  Committee.  The 
motion  was  seconded  and  carried. 

1\  REPORT  OF  THE  1980  AMA  RURAL  HEALTH  CON- 
FERENCE. Or.  Saylor  presented  the  report  on  behalf  of  Or.  C. 
O.  Monson  who  attended  as  a representative  of  the  South  Oako- 
ta  State  Medical  Association.  Dr.  Tracy  moved  that  the  Council 
accept  the  report  of  the  SDSMA  representative  to  the  Rural 
Health  Conference.  The  motion  was  seconded  and  carried. 

V.  PROPOSED  1980-81  SOSMA  MEETING  SCHEDULE.  Dr. 
Tracy  moved  that  the  Council  accept  the  proposed  meeting 
schedule  for  1980-81. 

SCHEDULE  OF  COUNCIL  MEETINGS 
1980-1981 


Thursday 

September  1 1,  1980  12:30p.m. 


Friday 

September  12,  1980  9:30  a. m. 

Saturday 

November  22,  1980 

Friday  & Saturday 

April  10,  11,  1981 


South  Dakota  State  Medical 
Association  “TOP  BRASS” 
Conference 


Council  Meeting 
Holiday  Inn,  Sioux  Falls 


Council  Meeting 

Sioux  Falls 


Council  Meeting 

Sioux  Falls 


PROPOSED  SCHEDULE  OF  COMMISSION  MEETING 
1980-1981 

Saturday 

August  9,  1980  Commission  on  Scientific  Medicine 

Commission  on  Internal  Affairs, 
Communications  & Liaison 


Thursday 

September  1 1,  1980  Commission  on  Medical  Service 
Commission  on  Legislation  and 
Governmental  Relations 

Saturday 

January  10,  1981  Commission  on  Legislation  and 
Governmental  Relations 

Saturday 

January  17,  1981  Budget  and  Audit  Committee  and 
Executive  Commission 


Saturday 

March  21,  1981  Commission  on  Scientific  Medicine 

Commission  on  Medical  Service 
Commission  on  Internal  Affairs, 
Communications  & Liaison 

The  motion  was  seconded  and  carried. 

VI.  REPORT  OF  THE  BUDGET  AND  AUDIT  COMMITTEE. 
Dr.  Hamm  reported  that  the  CPA  audit  had  been  completed.  Dr. 

Hamm  moved  that  the  Council  accept  the  CPA  audit  as  re- 
ceived. The  motion  was  seconded  and  carried. 

VII.  DR.  WILLIAM  FULLER’S  GRANT  PROPOSAL  FOR 
MENTAL  HEALTH  SERVICES  IN  SOUTH  DAKOTA.  Dr. 
Buchanan  moved  that  the  South  Dakota  State  Medical  Associ- 
ation endorse  the  grant  proposal  submitted  by  Dr.  William 
Fuller.  The  motion  was  seconded  and  carried. 

VIII.  LETTER  FROM  DR.  HEINRICHS  REGaRDWG  CHILD 
ABUSE  QUESTION  ON  CLAIM  FORMS.  Dr.  Odland  moved 
that  the  Council  accept  the  letter  from  Dr.  Heinrichs  for 


information.  The  motion  was  seconded  and  carried. 

IX.  WESTERN  PHYSICIANS  PURCHASING  ASSOCIATION. 
Mr.  Johnson  staled  that  the  South  Dakota  State  Medical  Associ- 
ation has  been  extended  an  invitation  to  rejoin  the  W'esiern 
Physicians  Purchasing  Association.  Dr.  Bartron  moved  that  at 
such  time  as  the  South  Dakota  State  Medical  Association  re- 
ceives repayment  of  its  loan  to  the  WPPA,  the  Council  will 
consider  the  invitation  to  rejoin.  The  motion  was  seconded  and 
carried. 

X.  The  Council  received  a letter  from  Senator  Larry 
Pressler  noting  the  State  Medical  Association’s  con- 
vention and  his  concern  for  health  care  issues. 

XL  RESOLUTION  FROM  THE  GRIEVANCE  COM- 
MITTEE CONCERNING  INDIAN  HEALTH  CARE  IN 
SOUTH  DAKOTA.  Dr.  Tracy  presented  the  resolution  to 
the  Council  from  the  Grievance  Commission.  Dr.  Bell 
moved  that  the  Council  submit  this  resolution  to  the 
House  of  Delegates.  The  motion  was  seconded  and  car- 
ried. 

XII.  MEDICAL  SCHOOL  REPORT.  Dr.  Hollerman  pre- 
sented information  on  the  zero  based  budget  procedure 
for  the  Medical  School  for  the  Council’s  information. 

XIII.  HONORARY  MEMBERSHIP.  Dr.  Bartron  moved 
that  the  Council  name  Dr.  Harry  Bartron,  Watertown, 
an  honorary  member.  The  motion  was  seconded  and 
carried.  Dr.  Lushbough  moved  that  the  Council  name 
Dr.  Myron  Tank,  Brookings,  an  honorary  member.  The 
motion  was  seconded  and  carried. 

XIV.  TIME  FOR  SECOND  HOUSE  OF  DELEGATES 
MEETING.  Dr.  Barrett  moved  that  the  Second  House  of 
Delegates  meeting  convene  at  8:30  a.m.  rather  than 
9:30  a.m.  The  motion  was  seconded  and  carried. 

Mr.  Johnson  announced  the  location  of  hospitality 
rooms  and  the  time  and  location  for  the  doctors’  stag 
party.  Dr.  Odland  welcomed  the  Councilors  to  Aberdeen. 
The  meeting  adjourned  at  4:00  p.m. 


SECOND  COUNCIL  MEETING 
MINUTES 

10:30  A.M.  Sheraton  Motor  Inn 

Sunday,  June  1, 1980  Aberdeen,  South  Dakota 

The  meeting  was  called  to  order  by  Dr.  Richard  Gere, 
Chairman.  Those  present  for  roll  call  were  Doctors  Win- 
ston B.  Odland,  Bruce  Lushbough,  Durward  Lang,  Jo- 
seph Hamm,  William  Taylor,  G.  E.  Tracy,  Richard  Gere, 
Howard  Saylor,  Duane  Reaney,  B.  C.  Gerber,  G.  Robert 
Bartron,  A.  A.  Lamport,  Jr.,  R.  C.  Jahraus,  David  Bu- 
chanan, W.  O.  Rossing,  Jay  Hubner,  Frank  Messner, 
Roger  Millea,  Robert  Ferrell,  M.  George  Thompson, 
James  Wunder,  Eldon  Bell,  commission  chairman,  James 
Larson,  and  guests,  Russell  Harris,  M.D.  and  Dennis 
Johnson,  M.D. 

Dr.  Tracy  moved  to  dispense  with  the  reading  of  the 
minutes  of  the  previous  meeting  inasmuch  as  they  will  be 
published  and  distributed.  The  motion  was  seconded  and 
carried. 

Dr.  Gere  noted  that  the  new  councilors  seated  include 
Guy  Tam,  M.D.  and  Larry  Sittner,  M.D.,  both  from  Dis- 
trict 7. 

I.  ELECTION  OF  CHAIRMAN  OF  THE  COUNCIL.  Dr. 
Saylor  nominated  Dr.  Richard  Gere  as  chairman.  Dr. 

Tracy  moved  that  nominations  cease  and  a unanimous 
ballot  be  cast  for  Dr.  Gere.  The  motion  was  seconded 
and  carried. 
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II.  PEDIATRIC  SOCIETY  COMPUTER  PROPOSAL 
FOR  IMMUNIZATION  RECORDS.  The  Council  had 
requested  that  Dr.  E.  H.  Heinrichs  appear  during  this 
meeting  to  discuss  his  request  for  reconsideration  of  this 
proposal.  However,  Dr.  Heinrichs  was  unable  to  attend 
and  Dr.  G.  E.  Tracy  presented  a brief  report  on  his  behalf. 
Dr.  Heinrichs  requested  that  a representative  from  the 
Commission  on  Medical  Service  be  designated  to  meet 
with  the  Pediatric  Society  concerning  this  proposal  and 
then  report  back  to  the  Council.  Dr.  Tracy  moved  that 
the  Council  accept  this  suggestion  and  that  a member  of 
the  Commission  on  Medical  Service  be  designated  to 
meet  with  representatives  of  the  Pediatric  Society.  The 
motion  was  seconded  and  carried. 

III.  RABIES  VACCINE.  The  Council  received  informa- 
tion from  Dr.  Robert  Hayes  concerning  a new  rabies  vac- 
cine from  France  which  will  be  available  for  purchase  by 
the  state  of  South  Dakota.  The  Council  directed  that  this 
matter  be  referred  to  the  Commission  on  Scientific 
Medicine. 

The  meeting  adjourned  at  10:45  a.m. 


REMARKS  BY  FRANK  JIRKA,  M.D. 

Immediately  following  adjournment  of  the  Council 
meeting  Dr.  Frank  Jirka,  a member  of  the  AMA  Board  of 
Trustees,  addressed  members  of  the  South  Dakota  State 
Medical  Association.  Dr.  Jirka  provided  information  on 
the  reorganization  of  the  AMA  headquarters,  he  re- 
viewed AMPAC  and  its  association  with  the  AMA.  He 
discussed  legislative  activities  and  encouraged  physicians 
to  become  active  members  of  SoDaPAC  and  AMPAC  to 
ensure  their  voice  in  government.  Dr.  Jirka  reviewed 
AMA  legal  activities  and  stated  this  is  an  area  which 
demands  more  attention  from  the  AMA  staff  on  a con- 
tinuing basis.  He  discussed  the  joint  efforts  of  the  AMA 
and  the  American  Hospital  Association  concerning  cost 
containment,  and  stated  the  primary  concern  of  the  AMA 
and  the  efforts  of  its  staff  are  directed  to  ensuring  physi- 
cians the  freedom  to  choose  where  to  practice  and  how  to 
practice  medicine  with  the  best  interests  of  their  patients 
in  mind. 


MINUTES  OF  THE  FIRST  HOUSE  OF 
DELEGATES  MEETING 

8:30  A.M.  Sheraton  Motor  Inn 

May  30, 1980  Aberdeen,  South  Dakota 

The  meeting  was  called  to  order  at  8:30  a.m.  by  Dur- 
ward  Lang,  M.D.,  Speaker  of  the  House.  Present  for  roll 
call  were  the  following  delegates:  Drs.  D.  B.  Reaney,  W. 

B.  Odland,  Bruce  Lushbough,  Joseph  Hamm,  Durward 
Lang,  William  R.  Taylor,  G.  E.  Tracy,  Russell  Harris,  B. 

C.  Gerber,  G.  R.  Bartron,  A.  A.  Lampert,  Jr.,  R.  C. 
Jahraus,  David  Buchanan,  R.  G.  Gere,  Paul  Aspaas,  Wil- 
liam Rossing,  Denny  Ortmeier,  F.  Messner,  A.  J.  Barrett, 
Roger  Millea,  R.  L.  Ferrell,  M.  G.  Thompson,  James 
Wunder,  Eldon  Bell,  J.  A.  Eckrich,  Jr.,  J.  D.  Bachmeyer, 
B.  G.  Welge,  James  Larson,  James  Rud,  Curtis  Wait,  J. 
B.  Davis,  E.  A.  Hofer,  G.  M.  Huet,  Walter  Baas,  Dennis 
Johnson,  Gerald  Loos,  Rodney  Parry,  Lowell  Hyland, 
Bill  Church,  R.  E.  VanDemark,  Robert  Talley,  Jay  Hub- 
ner,  John  Willcockson,  William  Jones,  Myron  Jerde, 
Dale  Berkebile,  N.  R.  Whitney,  Ray  Burnette,  Louis 
Hogrefe,  James  Ryan,  E.  A.  Johnson. 


Dr.  Barrett  moved  to  dispense  with  the  reading  of  the 
minutes  of  the  last  meeting  inasmuch  as  they  have  been 
published  in  the  South  Dakota  Journal  of  Medicine. 
The  motion  was  seconded  and  carried. 

Dr.  Duane  Reaney,  president  of  the  South  Dakota 
State  Medical  Association  presented  the  following 
awards: 

C.  B.  Alford  Award— John  T.  Elston,  M.D. 

Past  President’s  Award— Russell  Harris,  M.D. 
Community  Service  Award— E.  A.  Johnson,  M.D. 
Distinguished  Service  Award— Warren  Jones,  M.D. 
Mrs.  Bruce  Lushbough,  Auxiliary  AMA-ERF  Chair- 
man, presented  a check  to  Charles  Hollerman,  M.D., 
Dean  of  the  USD  School  of  Medicine,  representing  con- 
tributions from  South  Dakota  physicians  and  their  wives 
to  AMA-ERF  on  behalf  of  the  School  of  Medicine. 

Appointments  to  the  Nominating  Committee  were 
made  by  Dr.  Reaney,  president  of  the  State  Medical 
Association.  Those  appointments  were  announced  as  fol- 
lows: 

District  #1— J.  A.  Eckrich,  Jr.,  M.D. 

District  #2— James  Rud,  M.D. 

District  #3  — A.  A.  Lampert,  Jr.,  M.D. 

District  #4— R.  C.  Jahraus,  M.D. 

District  #5  — David  Buchanan,  M.D. 

District  #6— Charles  Monson,  M.D. 

District  #7— W.  O.  Rossing,  M.D. 

District  #8— Jay  Hubner,  M.D. 

District  #9— A.  J.  Barrett,  M.D. 

District  #10— Louis  Hogrefe,  M.D. 

District  #11  —James  Ryan,  M.D.,  Chairman 
District  #12— E.  A.  Johnson,  M.D. 

Appointments  to  the  remaining  reference  committees 
had  been  made  by  the  Speaker  of  the  House  of  Delegates. 
Those  appointments  were  announced  as  follows: 
Reference  Committee  on  Credentials,  Resolutions  and 
Memorials,  and  Reports  of  Officers  and  Councilors 
O.  M.  Jerde,  M.D.,  Chairman 
John  Willcockson,  M.D. 

John  B.  Davis,  M.D. 

Reference  Committee  on  Reports  of  Commissions  on 
Medical  Service,  Legislation  and  Governmental  Rela- 
tions 

Walter  Baas,  M.D.,  Chairman 
Curtis  Wait,  M.D. 

Lowell  Hyland,  M.D. 

Reference  Committee  on  Reports  of  Commissions  on 
Scientific  Medicine,  Internal  Affairs,  Communications 
and  Liaison 

James  F.  Wunder,  M.D. 

Winston  Odland,  M.D. 

B.G.  Welge,  M.D. 

Reference  Committee  on  Reports  of  Special  Com- 
mittees and  Miscellaneous  Business 
Robert  Ferrell,  M.D. 

Frank  Messner,  M.D. 

G.  M.  Huet,  M.D. 


The  Speaker  of  the  House  then  referred  the  various  resolu- 
tions and  Bylaw  amendments  to  the  following  reference  com- 
mittees: 

Resolution  #1,  concerning  Equitable  Risk  Classifications  in 
Medical  Liability  Premiums,  submitted  by  the  South  Dakota  So- 
ciety of  Internal  Medicine,  to  Reference  Committee  on  Reports 
of  Special  Committees  and  Miscellaneous  Business,  (refer  to 
minutes  of  Second  House  of  Delegates  meeting  for  final  action ) 
Resolution  #2,  concerning  Continuing  Medical  Education  Re- 
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quirement  for  Membership,  submitted  by  the  Watertown  Dis- 
trict Medical  Society,  to  Reference  Committee  on  Reports  of  the 
Commissions  on  Scientific  Medicine  and  Internal  Affairs,  Com- 
munications and  Liaison,  (refer  to  minutes  of  Second  House  of 
Delegates  meeting  for  final  action) 

Bylaw  Revision  #1,  concerning  Revising  Continuing  Medical 
Education  Requirement  for  Membership,  submitted  by  the 
Council,  to  Reference  Committee  on  Reports  of  the  Com- 
missions on  Scientific  Medicine  and  Internal  Affairs,  Com- 
munications and  Liaison,  (refer  to  minutes  of  Second  House  of 
Delegates  meeting  for  final  action) 

Bylaw  Revision  #2,  concerning  Redefinition  of  Associate 
Members,  submitted  by  the  Council,  to  Reference  Committee 
on  Reports  of  Special  Committees  and  Miscellaneous  Business, 
(refer  to  minutes  of  the  Second  House  of  Delegates  meeting  for 
final  action) 

Bylaw  Revision  #3,  concerning  Representation  of  Associate 
Members  as  Voting  Members  of  the  Council,  House  of  Dele- 
gates and  Commissions,  submitted  by  the  Council,  to  Reference 
Committee  on  Reports  of  Special  Committees  and  Miscellane- 
ous Business,  (refer  to  minutes  of  Second  House  of  Delegates 
meeting  for  final  action) 

Bylaw  Revision  #4,  concerning  Enlarging  the  Executive  Com- 
mission, submitted  by  the  Council,  to  Reference  Committee  on 
Reports  of  Special  Committees  and  Miscellaneous  Business,  (re- 
fer to  minutes  of  Second  House  of  Delegates  meeting  for  final 
action) 

Resolution  #3,  concerning  Indian  Health  Care,  submitted  by 
the  Grievance  Committee,  to  Reference  Committee  on  Reports 
of  Special  Committees  and  Miscellaneous  Business,  (refer  to 
minutes  of  Second  House  of  Delegates  meeting  for  final  action) 

Dr.  Dennis  Johnson  moved  to  dispense  with  the  reading  of  the 
reports  of  the  President,  President  Elect,  Vice-President,  Secre- 
tary-Treasurer, Delegate  and  Alternate  Delegate  to  the  AM  A, 
Executive  Secretary,  Speaker  of  the  House,  Councilor  at  Large 
and  Chairman  of  the  Council  and  Councilors  inasmuch  as  they 
have  been  published  in  the  Handbook.  The  motion  was  sec- 
onded and  carried. 

Dr.  Lang  then  referred  the  remaining  reports  in  the  Handbook 
to  the  appropriate  reference  committees. 

Mr.  Johnson  made  several  announcements  concerning  the 
events  to  follow  for  the  remainder  of  the  annual  meeting. 

The  meeting  adjourned  at  9:1 5 a m. 


MINUTES  OF  THE  SECOND  HOUSE  OF 
DELEGATES  MEETING 

9:00  a.m.  Sheraton  Motor  Inn 

Sunday,  June  1, 1980  Aberdeen,  South  Dakota 

The  meeting  was  called  to  order  by  Durward  Lang,  M.D., 
Speaker  of  the  House. 

Present  for  roll  call  were  Doctors  Duane  Reaney,  Winston 
Odland,  Bruce  Lushbough,  Joseph  Hamm,  Durward  Lang,  W. 
R.  Taylor,  G.  E.  Tracy,  Russell  Harris,  B,  C.  Gerber,  G.  Robert 
Bartron,  A.  A.  Lampert,  Jr.,  R,  C.  Jahraus,  David  Buchanan,  R. 
G.  Gere,  William  Rossing,  Frank  Messner,  A.  J.  Barrett,  Roger 
Millea,  Robert  Ferrell,  M.  George  Thompson,  James  Wunder, 
Eldon  Bell,  Jay  Bachmayer,  Barry  Welge,  A.  C.  Vogele,  James 
Rud,  James  Larson,  John  B.  Davis,  E.  A.  Hofer,  William  Huet, 
Walter  Baas,  Dennis  Johnson,  Gerald  Loos,  Rodney  Parry,  Bill 
Church,  Robert  Talley,  R.  E.  Van  Demark,  Jay  Hubner,  Wil- 
liam Jones,  Myron  Jerde,  Dale  Berkebile,  N.  R.  Whitney,  Lee 
Ahrlin,  James  Kunz,  Louis  Hogrefe,  James  Ryan,  and  E.  A, 
Johnson. 

Dr.  Buchanan  moved  to  dispense  with  the  reading  of  the  min- 
utes of  the  previous  meeting  inasmuch  as  they  will  be  published. 
The  motion  was  seconded  and  carried. 

The  report  of  the  Nominating  Committee  was  read  by  Dr. 
James  Ryan. 

REPORT  OF  THE  NOMINATING  COMMITTEE 

The  Nominating  Committee  submits  the  following  recom- 
mendations for  the  consideration  of  the  House  of  Delegates: 


COUNCILORS 
Aberdeen  District  #1 
B.  C.  Gerber,  M.D.  (3  year  term) 

Watertown  District  #2 
G.  Robert  Barton,  M.D.  (3  year  term) 

Pierre  District  #4 
R.  C.  Jahraus,  M.D.  (3  year  term) 

Sioux  Falls  District  #7 
Guy  Tam,  M.D.  (3  year  term) 

Larry  Sittner,  M.D.  (3  year  term) 

Yankton  District  #8 
Frank  Messner,  M.D.  (3  year  term) 

Black  Hills  District  #9 
A.  J.  Barrett,  M.D.  (3  year  term) 

ALTERNATE  COUNCILORS 
Aberdeen  District  #I 
G.  H.  Steele,  M.D.  (3  year  term) 

Watertown  District  #2 
James  C.  Larson,  M.D.  (3  year  term) 

Pierre  District  #4 
M.  R.  Cosand,  M.D.  (3  year  term) 

Sioux  Falls  District  #7 
Richard  Tschetter,  M.D.  (3  year  term) 

Lowell  Hyland,  M.D.  (3  year  term) 

Yankton  District  #8 
John  Willcockson,  M.D.  (3  year  term) 

OFFICERS 
President  Elect 
Bruce  Lushbough,  M.D. 

Vice  President 
Durward  Lang,  M.D. 

Speaker  of  the  House 
Howard  Saylor,  M.D. 

AMA  Delegate 
Gerald  Tracy,  M.D. 

AMA  Alternate  Delegate 
Russell  Harris,  M.D. 

ANNUAL  MEETING  SITE 
1981-Sioux  Falls-May  28,  29,  30  31 

1982  — Rapid  City 

1983  — Watertown 

The  Nominating  Committee  would  recommend  that  the  loca- 
tion of  further  annual  meetings  be  rotated  with  the  meeting 
being  held  every  third  year  in  Rapid  City  and  Sioux  Falls,  and  an 
additional  site  to  be  considered  from  other  South  Dakota  com- 
munities who  have  adequate  convention  facilities  available. 

Respectfully  submitted, 

NOMINATING  COMMITTEE 

James  E.  Ryan,  M.D.,  Chairman 

J.  A.  Eckrich,  Jr.,  M.D. 

James  A.  Rud,  M.D. 

A.  A.  Lampert,  Jr.,  M.D. 

R.  C.  Jahraus,  M.D. 

David  Buchanan,  M.D. 

W.  O.  Rossing,  M.D. 

Jay  Hubner,  M.D. 

A.  J.  Barrett,  M.D. 

Louis  Hogrefe,  M.D. 

E.  A. Johnson,  M.D. 

Dr.  Larson  moved  to  accept  the  report  of  the  Nominating  Com- 
mittee. The  motion  was  seconded  and  carried. 


The  Speaker  called  for  nominations  from  the  floor  for  the 
officer  and  councilor  positions.  Dr.  Barrett  moved  that  nom- 
inations cease  and  a unanimous  ballot  be  cast  for  the  nominees 
submitted  by  the  Nominating  Committee  for  councilors,  al- 
ternate councilors  and  officers.  The  motion  was  seconded  and 
carried. 

The  report  of  the  Reference  Committee  on  Credentials,  Res- 
olutions and  Memorial  and  Reports  of  Officers  and  Councilors 
was  read  by  Dr.  Myron  Jerde. 
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SUPPOSITORIES/CREAM  WITH  HYDROCORTISONE  ACETATE 


#1  prescribed  hemorrhoidal  prodijjct 
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ANUSOL-HC  SUPPOSITORIES 

Hemorrhoidal  Suppositories 

ANUSOL-HC®  CREAM 

Rectal  Cream  with  Hydrocortisone  Acetate 

Caution:  Federal  law  prohibits  dispensing  without 
prescription. 

Description:  Each  Anusol-HC  Suppository  contains  hydrocor- 
tisone acetate,  10  0 mg;  bismuth  subgallate,  2.25%;  bismuth 
resorcin  compound,  1.75%;  benzyl  benzoate,  1 2%,  Peruvian 
balsam,  1.8%;  zinc  oxide,  110%;  also  contains  the  following 
inactive  ingredients:  dibasic  calcium  phosphate,  and  certified 
coloring  in  a hydrogenated  vegetable  oil  base 
Each  gram  of  Anusol-HC  Cream  contains  hydrocortisone 
acetate,  5.0  mg;  bismuth  subgallate,  22  5 mg,  bismuth 
resorcin  compound,  17  5 mg,  benzyl  benzoate,  12  0 mg, 
Peruvian  balsam,  18.0  mg;  zinc  oxide,  110.0  mg;  also  contains 
the  following  inactive  ingredients:  propylene  glycol,  propyl- 
paraben, methylparaben,  polysorbate  60  and  sorbitan 
monostearate  in  a water-miscible  base  of  mineral  oil,  glyceryl 
stearate  and  water 

Indications:  Anusol-HC  Suppositories  and  Anusol-HC  Cream 
are  adjunctive  therapy  for  the  symptomatic  relief  of  pain  and 
discomfort  in:  external  and  internal  hemorrhoids,  proctitis, 
papillitis,  cryptitis,  anal  fissures,  incomplete  fistulas  and  relief  of 
local  pain  and  discomfort  following  anorectal  surgery. 
Anusol-HC  Cream  is  also  indicated  for  pruritus  ani. 


Anusol-HC  is  especially  indicated  when  inflammation  is 
present  After  acute  symptoms  subside,  most  patients  can  be 
maintained  on  regular  Anusol®  Suppositories  or  Ointment. 
Contraindications:  Anusol-HC  Suppositories  and  Anusol-HC 
Cream  are  contraindicated  in  those  patients  with  a history  of 
hypersensitivity  to  any  of  the  components  of  the  preparations. 
Warnings:  The  safe  use  of  topical  steroids  during  pregnancy 
has  not  been  fully  established.  Therefore,  during  pregnancy, 
they  should  not  be  used  unnecessarily  on  extensive  areas,  in 
large  amounts  or  for  prolonged  periods  of  time. 

Precautions:  Symptomatic  relief  should  not  delay  definitive 
diagnoses  or  treatment. 

If  irritation  develops,  Anusol-HC  Suppositories  and 
Anusol-HC  Cream  should  be  discontinued  and  appropriate 
therapy  instituted 

In  the  presence  of  an  infection  the  use  of  an  appropriate 
antifungal  or  antibacterial  agent  should  be  instituted.  If  a 
favorable  response  does  not  occur  promptly,  the  cortico- 
steroid should  be  discontinued  until  the  infection  has  been 
adequately  controlled. 

Care  should  be  taken  when  using  the  corticosteroid 
hydrocortisone  acetate  in  children  and  infants 

Anusol-HC  is  not  for  ophthalmic  use. 

Dosage  and  Administration:  Anusol-HC  Suppositories  — 
Adults:  Remove  toil  wrapper  and  insert  suppository  into  the 
anus.  Insert  one  suppository  in  the  morning  and  one  at 


bedtime  for  3 to  6 days  or  until  inflammation  subsides.  Then 
maintain  patient  comfort  with  regular  Anusol  Suppositories. 

Anusol-HC  Cream  — Adults:  After  gentle  bathing  and 
drying  of  the  anal  area,  remove  tube  cap  and  apply  to  the 
exterior  surface  and  gently  rub  in.  For  internal  use,  attach  the 
plastic  applicator  and  insert  into  the  anus  by  applying  gentle 
continuous  pressure.  Then  squeeze  the  tube  to  deliver 
medication.  Cream  should  be  applied  3 or  4 times  a day  for  3 
to  6 days  until  inflammation  subsides.  Then  maintain  patient 
comfort  with  regular  Anusol  Ointment. 

NOTE:  If  staining  from  either  of  the  above  products  occurs, 
the  stain  may  be  removed  from  fabric  by  hand,  or  machine 
washing  with  household  detergent. 

How  Supplied:  Anusol-HC  Suppositories—  boxes  of  12 
(N  0047-0089-12)  and  boxes  of  24  (N  0047-0089-24)  in 
silver  foil  strips  with  Anusol-HC  W/C  printed  in  black, 

Anusol-HC  Cream  — one-ounce  tube  (N  0047-0090-01) 
with  plastic  applicator. 

Store  between  59°-86°  F (15°-30°  C). 

Full  information  is  available  on  request 
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REPORT  OF  THE  REFERENCE  COMMITTEE  ON 

CREDENTIALS.  RESOLUTIONS  AND  MEMORIALS 
AND  REPORTS  OF  OFFICERS  AND  COUNCILORS 

The  following  delegates,  alternates,  officers  and  councilors  of 
the  South  Dakota  State  Medical  Association  were  present:  Doc- 
tors Duane  Reaney,  Winston  Odland,  Bruce  Lushbough,  Joseph 
Hamm,  Durward  Lang,  William  Taylor,  Gerald  Tracy,  Russell 
Harris,  Bernard  Gerber,  G.  Robert  Bartron,  A.  A.  Lamport,  Jr., 
R.  C.  Jahraus,  David  Buchanan,  R.  G.  Gere,  Paul  Aspaas,  Wil- 
liam Rossing,  Frank  Messner,  A.  J.  Barrett,  N.  R.  Whitney, 
Roger  Millea,  Robert  Ferrell,  M.  George  Thompson,  James 
Wunder,  J.  A.  Eckrich,  Jr.,  J.  D.  Bachmayer,  B.  G.  Welge,  James 
Larson,  James  Rud,  John  B.  Davis,  Emil  Hofer,  William  Huet, 
Walter  Baas,  Dennis  Johnson,  Gerald  Loos,  Rodney  Parry,  Low- 
ell Hyland,  Bill  Church,  Robert  Van  Demark,  Robert  Talley,  Jay 
Hubner,  John  Willcockson,  William  Jones,  Myron  Jerde,  Ray 
Burnett,  Louis  Hogrefe,  James  E.  Ryan,  E.  A.  Johnson,  and 
Dale  Berkebile. 

A quorum  was  present  for  the  meeting  of  the.  House  of  Dele- 
gates. Total  registration  for  the  convention  is  242  including  141 
physicians,  15  guests,  73  Auxiliary  members  and  13  sponsors. 

The  Committee  submits  the  following  resolutions  for  the  con- 
sideration of  the  House  of  Delegates: 

WHEREAS,  the  Aberdeen  District  Medical  Society,  the  Aber- 
deen District  Auxiliary,  the  Watertown  District 
Auxiliary,  and  the  Whetstone  Valley  District  Med- 
ical Auxiliary  members  have  been  so  thorough  in 
making  arrangements  for  the  success  of  the  com- 
bined meeting  of  our  99th  anniversary, 

BE  IT  RESOLVED,  that  the  South  Dakota  State  Medical  Associ- 
ation give  its  voice  in  appreciation  and  thanks  to 
the  local  physicians  in  the  Aberdeen  District  and 
the  members  of  the  Aberdeen  District  Auxiliary, 
the  Watertown  District  Auxiliary  and  the  Whet- 
stone Valley  District  Auxiliary. 

WHEREAS,  the  management  of  the  Sheraton  Motor  Inn  has 
been  so  cooperative  in  providing  facilities  for  the 
success  of  the  99th  annual  meeting  of  the  South 
Dakota  State  Medical  Association, 

BE  IT  RESOLVED,  that  the  South  Dakota  State  Medical  Associ- 
ation extend  its  thanks  and  appreciation  to  the 
Sheraton  Motor  Inn. 

WHEREAS,  the  Aberdeen  American  News,  The  Round  Up, 
The  Comet,  KABY  TV,  KDLO  TV,  KABR  radio, 
KKAA  radio  and  KSDN  radio  have  been  most  co- 
operative in  presenting  the  public  news  of  the  99th 
annual  meeting  of  the  South  Dakota  State  Medical 
Association, 

BE  IT  RESOLVED,  that  the  South  Dakota  State  Medical  Associ- 
ation extend  its  thanks  to  the  Aberdeen  American 
News,  The  Round  Up,  The  Comet,  KABY  TV, 
KDLO  TV,  KABR  radio,  KKAA  radio  and  KSDN 
radio. 

WHEREAS,  the  Aberdeen  Country  Club  has  been  most  co- 
operative in  providing  facilities  for  the  Thursday 
evening  stag  party  and  the  Auxiliary  luncheon  on 
Saturday, 

BE  IT  RESOLVED,  that  the  South  Dakota  State  Medical  Associ- 
ation extend  its  thanks  and  appreciation  to  the 
Aberdeen  Country  Club, 

BE  IT  RESOLVED,  THAT  $50  be  donated  to  the  South  Dakota 
Medical  School  Endowment  Association  in  mem- 
ory of  the  following  physicians  who  died  during  the 
past  year: 

M.  A.  Auld,  M.D. 

C.  B.  Murdy,  M.D. 

The  Committee  reviewed  the  reports  of  the  officers  and  coun- 
cilors and  recommends  they  be  accepted  as  submitted. 

The  Committee  would  also  like  to  recognize  the  outstanding 
work  and  ability  of  our  Executive  Secretary,  Robert  Johnson  and 
his  staff  during  the  last  year  in  conducting  the  South  Dakota 
State  Medical  Association. 


Respectfully  submitted, 

REFERENCE  COMMITTEE  ON  CREDENTIALS,  RES- 
OLUTIONS AND  REPORTS  OF  OFFICERS  AND 
COUNCILORS 

O.  Myron  Jerde,  M.D.,  Chairman 
John  Willcockson,  M.D. 

John  B.  Davis,  M.D. 

Dr.  Dennis  Johnson  moved  to  accept  the  report  of  the  Refer- 
ence Committee  on  Credentials,  Resolutions  and  Memorials 
and  Reports  of  Officers  and  Councilors.  The  motion  was  sec- 
onded and  carried. 

Dr.  Lang  introduced  Dr.  Frank  Jirka,  a member  of  the  AMA 
Board  of  Trustees,  to  the  House.  Dr.  Jirka  discussed  the  need  for 
and  the  benefits  provided  by  organized  medicine  through  the 
American  Medical  Association  and  encouraged  all  physicians  to 
actively  participate  in  all  levels  of  organized  medicine.  He 
stressed  the  importance  of  participation  by  all  so  that  the  direc- 
tion taken  by  organized  medicine  is  one  established  by  a majority 
and  not  just  a few. 

Dr.  Jirka  presented  to  Dr.  T.  J.  Wrage,  Jr.,  SoDaPAC  Chair- 
man, the  AMPAC-SoDaPAC  Award  for  first  place  for  the  ratio 
of  members  to  potential.  Dr.  Wrage  addressed  the  House  briefly, 
thanking  those  members  for  joining  SoDaPAC  and  encouraging 
all  physicians  to  join  and  to  promote  SoDaPAC  among  their 
colleagues. 

The  report  of  the  Reference  Committee  on  Reports  of  the 
Commission  on  Medical  Service  and  the  Commission  on  Legis- 
lation and  Governmental  Relations  was  read  by  Dr.  Walter  Baas. 

REPORT  OF  THE  REFERENCE  COMMITTEE  ON 
REPORTS  OF  THE  COMMISSION  ON  MEDICAL 
SERVICE  AND  THE  COMMISSION  ON  LEGISLATION 
AND  GOVERNMENTAL  RELATIONS 

The  Reference  Committee  carefully  reviewed  the  report  of  the 
Commission  on  Legislation  and  Governmental  Relations.  The 
Reference  Committee  recommends  the  acceptance  of  the  report 
of  the  Commission  on  Legislation  and  Governmental  Relations 
and  would  like  to  commend  the  Commission  for  their  work  and 
efforts  during  the  year. 

The  Reference  Committee  reviewed  the  report  of  the  Com- 
mission on  Medical  Service. 

The  Reference  Committee  recommends  the  acceptance  of  the 
report  of  the  Commission  on  Medical  Service  and  would  like  to 
commend  the  Commission  for  their  work  and  efforts  during  the 
year. 

Respectfully  submitted, 

REFERENCE  COMMITTEE  ON  REPORTS  OF  THE 
COMMISSION  ON  MEDICAL  SERVICE  AND  THE 
COMMISSION  ON  LEGISLATION  AND  GOVERN- 
MENTAL RELATIONS 
Walter  Baas,  M.D.,  Chairman 
Curtis  Wait,  M.D. 

Lowell  Hyland,  M.D. 

Dr.  David  Buchanan  moved  to  accept  the  report  of  the  Refer- 
ence Committee  on  Reports  of  the  Commission  on  Medical 
Service  and  the  Commission  on  Legislation  and  Governmental 
Relations.  The  motion  was  seconded  and  carried. 

The  report  of  the  Reference  Committee  on  Reports  of  the 
Commissions  on  Scientific  Medicine  and  Internal  Affairs,  Com- 
munications and  Liaison  was  read  by  Dr.  James  Wunder. 

REPORT  OF  THE  REFERENCE  COMMITTEE  ON 

REPORTS  OF  THE  COMMISSIONS  ON  SCIENTIFIC 
MEDICINE  AND  INTERNAL  AFFAIRS 
COMMUNICATIONS  AND  LIAISON 

The  Reference  Committee  considered  the  report  of  the  Com- 
mission on  Scientific  Medicine.  The  Reference  Committee  rec- 
ommends the  acceptance  of  this  report. 

The  Reference  Committee  considered  the  report  of  the  Com- 
mission on  Internal  Affairs,  Communications  and  Liaison.  The 
Reference  Committee  recommends  the  acceptance  of  this  report 
with  one  addition;  that  the  name  of  Carson  Murdy,  M.D.  be 
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added  to  the  list  of  member  physicians  who  died  during  the  past 
year.  The  Reference  Committee  considered  Bylaw  Revision  #1, 
submitted  by  the  Council,  revising  the  CME  requirements  for 
membership. 

BYLAW  REVISION#! 

ARTICLE  III 
Membership 

Section  1.  Requirements 

This  Association  shall  consist  of  (a)  active  members,  (b)  life 
members,  and  (c)  associate  members,  all  of  whom  shall  be  doc- 
tors of  medicine  and/or  osteopathy  and  licensed  in  the  State  of 
South  Dakota  or  permitted  to  practice  herein  under  the  pro- 
visions of  the  Medical  Practice  Act;  or  enrolled  in  an  approved 
school  of  medicine  in  the  State  of  South  Dakota.  Active  mem- 
bers of  the  Association  shall  be  ( (required  to  complete  1 50  hours 
of  defined  continuing  medical  education  credits  over  each  three 
year  period  of  time  for  maintaining  membership  such  specified 
hours  to  be  approved  by  a recognized  accrediting  body.  The 
Continuing  Medical  Education  Committee  of  the  South  Dakota 
State  Medical  Association  shall  have  the  privilege  of  waiving  this 
requirement  when  due  cause  can  be  shown  by  the  member. 
Accumulation  of  such  credit  hours  shall  begin  January  1,  1979.)) 
(((encouraged  to  obtain  continuing  medical  education.))) 

The  Reference  Committee  recommends  that  this  Bylaw 
change  not  be  adopted. 

The  Reference  Committee  considered  Resolution  #2,  sub- 
mitted by  the  Watertown  District  Medical  Society,  concerning 
the  CME  requirement  for  membership.  The  Reference  Commit- 
tee recommends  that  the  suggested  revision  be  amended  to  read 
as  follows: 

ARTICLE  III 
Membership 

Section  1.  Requirements 

This  Association  shall  consist  of  (a)  active  members,  (b)  life 
members,  and  (c)  associate  members,  all  of  whom  shall  be  doc- 
tors of  medicine  and/or  osteopathy  and  licensed  in  the  State  of 
South  Dakota  or  permitted  to  practice  herein  under  the  pro- 
visions of  the  Medical  Practice  Act;  or  enrolled  in  an  approved 
school  of  medicine  in  the  State  of  South  Dakota.  Active  mem- 
bers of  the  Association  shall  be  expected  to  complete  45  hours  of 
Category  I,  or  comparable  prescribed  hours  by  specialty  societies 
of  continuing  medical  education  credits  over  each  three  year 
period  of  time.  The  Continuing  Medical  Education  Committee  of 
the  South  Dakota  State  Medical  Association  shall  have  the  privi- 
lege of  waiving  this  requirement  when  due  cause  can  be  shown 
by  the  member.  Accumulation  of  such  credit  hours  shall  begin 
January  1,  1981.  A 5%  random  audit  of  the  active  membership  of 
the  Association  shall  be  conducted  triannually  beginning  in  1984 
to  determine  the  compliance  with  Section  1,  Article  III  of  these 
Bylaws. 

The  Reference  Committee  recommends  the  adoption  of  this 
Bylaw  revision. 

Respectfully  submitted, 

REFERENCE  COMMITTEE  ON  REPORTS  OF  COM- 
MISSIONS ON  SCIENTIFIC  MEDICINE,  INTERNAL 
AFFAIRS,  COMMUNICATIONS  AND  LIAISON 
James  Wunder,  M.D.,  Chairman 
B.  G.  Welge,  M.D. 

Winston  Odland,  M.D. 

Lee  Ahrlin,  M.D. 

Dr.  Robert  Ferrell  moved  to  accept  that  section  of  the  report 
pertaining  to  the  Commission  on  Scientific  Medicine.  The  mo- 
tion was  seconded  and  carried. 

Dr.  William  Taylor  moved  to  accept  that  section  of  the  report 
pertaining  to  the  Commission  on  Internal  Affairs,  Com- 
munications and  Liaison.  The  motion  was  seconded  and  car- 
ried. 

Dr.  Joseph  Hamm  moved  to  accept  that  section  of  the  report 
pertaining  to  Bylaw  Revision  #1.  The  motion  was  seconded  and 
carried. 

Dr.  G.  E.  Tracy  moved  to  accept  the  first  sentence  of  the 


report  pertaining  to  Resolution  #2,  bylaw  revision,  Article  III, 
Section  1.  The  motion  was  seconded  and  carried. 

Dr.  Russell  Harris  moved  to  accept  the  second  sentence  of 
the  report  pertaining  to  Resolution  #2,  bylaw  revision.  Article 
HI,  Section  1,  and  to  delete  the  third  sentence.  The  motion  was 
seconded  and  carried. 

Dr.  Nathaniel  Whitney  moved  to  accept  the  remainder  of  the 
report  pertaining  to  Resolution  2,  bylaw  revision.  Article  HI, 
Section  1.  The  motion  was  seconded  and  carried. 

The  Amendment  to  the  Bylaws  was  adopted  in  its  amended 
form  as  follows; 

ARTICLE  III 
Membership 

Section  1.  Requirements 

This  Association  shall  consist  of  (a)  active  members,  (b)  life 
members,  and  (c)  associate  members,  all  of  whom  shall  be  doc- 
tors of  medicine  and/or  osteopathy  and  licensed  in  the  State  of 
South  Dakota  or  permitted  to  practice  herein  under  the  pro- 
visions of  the  Medical  Practice  Act;  or  enrolled  in  an  approved 
school  of  medicine  in  the  State  of  South  Dakota.  Active  mem- 
bers of  the  Association  shall  be  expected  to  complete  45  hours  of 
Category  1,  or  comparable  prescribed  hours  by  specialty  societies 
of  continuing  medical  education  credits  over  each  three  year 
period  of  time.  Accumulation  of  such  credit  hours  shall  begin 
January  1,  1981.  A 5%  random  audit  of  the  active  membership  of 
the  Association  shall  be  conducted  triannually  beginning  in  1984 
to  determine  the  compliance  with  Section  1,  Article  III  of  these 
Bylaws. 

The  report  of  the  Reference  Committee  on  Reports  of  Special 
Committees  and  Miscellaneous  Business  was  read  by  Dr.  Robert 
Ferrell. 

REPORT  OF  THE  REFERENCE  COMMITTEE  ON 
REPORTS  OF  SPECIAL  COMMITTEES  AND 
MISCELLANEOUS  BUSINESS 

The  Reference  Committee  reviewed  the  report  of  the  Com- 
mittee for  Continuing  Medical  Education.  The  Reference  Com- 
mittee recommends  adoption  of  this  report. 

The  Reference  Committee  reviewed  the  report  of  the 
Grievance  Commission.  The  Reference  Committee  recom- 
mends adoption  of  this  report.  The  Reference  Committee  re- 
viewed a resolution  from  the  Grievance  Commission  and  the 
Council  concerning  Indian  health  care  in  South  Dakota.  The 
Reference  Committee  recommended  this  resolution  be  amend- 
ed as  follows  and  adopted  by  the  House  of  Delegates: 

“WHEREAS,  a recent  complaint  has  brought  to  the  attention 
of  the  South  Dakota  State  Medical  Association  the 
continued  inadequacies  of  the  health  care  of  the 
Indian  population  in  South  Dakota  at  Indiana 
Health  Service  hospitals, 

THEREFORE,  BE  IT  RESOLVED,  we,  the  South  Dakota 
State  Medical  Association,  request  that  a complete 
evaluation  of  Indian  Health  Services  in  South 
Dakota  be  undertaken  by  the  United  States  De- 
partment of  Health  and  Human  Services  so  that 
corrective  measures  can  be  taken  immediately.” 

The  Reference  Committee  reviewed  the  report  of  the  Long 
Range  Planning  Committee.  The  Reference  Committee  recom- 
mends adoption  of  this  report. 

The  Reference  Committee  reviewed  the  report  of  the  South 
Dakota  Political  Action  Committee.  The  Reference  Committee 
recommends  adoption  of  this  report. 

The  Reference  Committee  reviewed  the  report  of  the  South 
Dakota  Medical  School  Endowment  Association.  The  Reference 
Committee  recommends  adoption  of  this  report. 

The  Reference  Committee  reviewed  Resolution  #1.  The  Ref- 
erence Committee  recommends  this  resolution  be  amended  as 
follows  and  adopted  by  the  House  of  Delegates: 

“WHEREAS,  the  risk  of  medical  malpractice  action  to  any 
particular  category  of  physicians  is  variable  and 
dynamic,  requiring  frequent  study  and  updating 
of  loss  experience  data;  and 
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W'HHRHAS,  there  is  general  agreement  that  metlieal  liability 
insurance  premiums  should  rellect  the  actual 
cost  and  risk  of  providing  insurance  to  any  par- 
ticular category  or  group, 

TllF.RHI-()Rl'.,  lU:  U RliSClLVHD,  that  the  South  Dakota 
State  Medical  Association  supports  the  concept 
that  premium  schedules  for  medical  liability  in- 
surance should  be  based  on  the  actual  cost  and 
risk  of  providing  that  insurance  to  each  individu- 
al group  or  category,  and  that  the  methods  em- 
ployed by  the  major  carriers  in  South  Dakota  be 
more  uniformly  applied  throughout  the  United 
States.” 

The  Reference  Committee  reviewed  Rylaw  Revision  #2.  The 
Reference  Committee  recommends  the  adoption  of  Bylaw  Re- 
vision #2.  The  Reference  Committee  recommends  dues  for  As- 
sociate members  as  follows:  Students  — SIO  annually;  Interns  and 
Residents  — $20. 

The  Reference  Committee  reviewed  Bylaw  Revision  #3.  The 
Reference  Committee  recommends  the  adoption  of  Bylaw  Re- 
vision #3. 

The  Reference  Committee  reviewed  Bylaw  Revision  #4.  The 
Reference  Committee  recommends  the  adoption  of  Bylaw  Re- 
vision #4. 

Respectfully  submitted, 

REF-ERENCE  COMMITTEE  ON  REPORTS  OF  SPECIAL 
COMMITTEES  AND  MISCELLANEOUS  BUSINESS 
Robert  Ferrell,  M.D.,  Chairman 
Frank  Messner,  M.D. 

Wm.G.  M.  lluet,  M.D. 

Dr.  R.  C.  Jahraus  moved  to  accept  that  section  of  the  report 
pertaining  to  the  Committee  for  Continuing  Medical  Education 
and  the  report  of  the  Grievance  Commission.  The  motion  was 
seconded  and  carried. 

Dr.  William  Rossing  moved  that  the  resolved  part  of  the 
resolution  #3  on  Indian  health  care  in  South  Dakota  be  amend- 
ed to  state, 

THEREFORE  BE  IT  RESOLVED,  we,  the  South  Dakota 
State  Medical  Association,  request  that  a com- 
plete evaluation  of  care  at  Indian  Health  Services 
hospitals  in  South  Dakota  be  undertaken  by  the 
United  States  Department  of  Health  and  Human 
Services  so  that  corrective  measures  can  be  taken 
immediately. 

The  motion  was  seconded  and  carried.  Dr.  James  Ryan  moved 
that  the  resolution  as  amended  be  adopted.  The  motion  was 
seconded  and  carried. 

Dr.  Jay  Bachmayer  moved  to  accept  those  sections  of  the 
reference  committee  report  pertaining  to  reports  of  the  Long 
Range  Planning  Committee,  the  South  Dakota  Political  Action 
Committee,  and  the  South  Dakota  Medical  School  Endowment 
Association.  The  motion  was  seconded  and  carried. 

Dr.  Nathaniel  Whitney  moved  to  accept  the  reference  com- 
mittee report  regarding  Resolution  #1.  The  motion  was  sec- 
onded and  carried. 

Dr.  Roger  Millea  moved  to  accept  the  reference  committee 
report  pertaining  to  Bylaw  Revision  #2,  #3,  and  #4. 

BYLAW  REVISION  #2 

TO;  House  of  Delegates 

South  Dakota  State  Medical  Association 
FROM:  The  Council 

SUBJECT:  Redefining  ASSOCIATE  MEMBERS 

ARTICLE  III 
Membership 

Section  2.  Categories 

c:  ASSOCIATE  MEMBERS  are  those  ((serving  on  active 
commissioned  duty  in  the  armed  forces  of  the  Unites  States 
or  in  an  approved  intern  or  residency  program  in  South 
Dakota,  or  enrolled  in  an  approved  school  of  medicine  in 
the  State  of  South  Dakota.  They  shall  not  be  required  to  pay 


membership  dues  and  shall  receive  the  Journal  of  the 
Association.  They  shall  not  have  a vote  nor  will  their  mem- 
bership be  counted  in  apportionment  of  delegates  from 
their  component  societies.))  (((in  an  approved  intern  or 
residency  program  in  South  Dakota,  or  enrolled  in  an 
approved  school  of  medicine  in  the  State  of  South  Dakota. 
They  shall  pay  dues  and  vote  but  shall  not  be  counted  in  the 
apportionment  of  delegates  or  councilors  from  their  com- 
ponent society.))) 

BYLAW  REVISION  #3 
TO:  House  of  Delegates 

South  Dakota  State  Medical  Association 
FROM:  The  Council 

SUBJECT:  Representation  of  Associate  Members  as  Voting 
Members  of  the  Council,  House  of  Delegates  and 
Commissions 

ARTICLE  VI 
Governing  Body 

Section  2.  Composition 

The  House  of  Delegates  shall  be  composed  of  (1)  delegates 
elected  by  the  component  societies  being  entitled  to  elect  one 
delegate  for  each  20  active  and  life  members  in  good  standing,  or 
fraction  thereof,  who  enjoy  all  the  rights  and  privileges  of  mem- 
bership, provided  each  component  society  shall  be  entitled  to 
elect  at  least  one  delegate,  (2)  the  officers  of  the  Association 
enumerated  in  Article  VII,  Section  La.  of  these  Bylaws,  (((and 
(3)  one  student  delegate  from  each  class  of  an  approved  school 
of  medicine  in  the  State  of  South  Dakota  and  one  resident  dele- 
gate or  one  intern  delegate  provided  at  least  50  percent  of  the 
eligible  individuals  in  such  classifications  are  associate  members 
of  the  South  Dakota  State  Medical  Association.))) 

ARTICLE  VIII 
Council 

Section  1.  Composition 

The  Council  shall  consist  of  the  Councilors,  the  President,  the 
President  Elect,  the  Vice  President,  the  immediate  Past  Presi- 
dent, (Councilor  at  Large),  the  Speaker  of  the  House  of  Dele- 
gates, the  Secretary-Treasurer  of  the  Association,  ((and))  the 
Delegate(s)  and  Alternate  Delegate(s)  to  the  American  Medical 
Association,  (((and  one  appointed  representative  of  the  Associ- 
ate members  provided  each  classification  has  a minimum  of  50 
percent  of  the  eligible  individuals  as  Association  members  of  the 
South  Dakota  State  Medical  Association.  The  appointment  shall 
be  made  annually  and  the  representative  so  named  shall  be  a 
current  member  of  the  State  Association.)))  A majority  of  its 
members  shall  constitute  a quorum.  The  Council  shall  elect  a 
Chairman  of  the  Council  at  the  close  of  the  last  general  session  of 
the  meeting  to  serve  for  one  year. 

ARTICLE  X 
Commissions 

Section  2.  Standing  Commissions 

(((c:  Each  commission  may  have  one  voting  Associate  mem- 
ber providing  that  group  has  a minimum  of  50  percent  of 
those  eligible  as  Associate  members  of  the  South  Dakota 
State  Medical  Association.))) 

BYLAW  REVISION  #4 

TO:  House  of  Delegates 

South  Dakota  State  Medical  Association 

FROM;  The  Council 

SUBJECT;  Enlarging  Executive  Commission 

ARTICLE  X 
Commissions 

Section  4. 

In  addition  to  the  foregoing  Commissions,  there  shall  be  an 
Executive  Commission  and  a Grievance  Commission,  a Creden- 
tials Commission  and  a Professional  Liability  Commission. 
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a:  Executive  Commission— the  Executive  Commission  shall 
consist  of  the  President,  President-Elect,  Vice  President, 
Secretary-Treasurer,  Speaker  of  the  House,  Councilor  at 
Large,  ((and))  Chairman  of  the  Council,  (((AMA  Dele- 
gate(s)  and  AMA  Alternate  Delegate(s).))) 

and  to  establish  associate  member  dues  at  $10  annually  for 
students  and  $20  annually  for  interns  and  residents.  The  mo- 
tion was  seconded  and  carried. 

Dr.  Reaney  addressed  the  House  briefly  thanking  the  mem- 
bers for  their  assistance  throughout  the  year,  and  particularly  the 
assistance  which  he  received  from  the  executive  secretary,  Mr. 
Robert  Johnson. 

Dr.  Lang  administered  the  Oath  of  Office  to  incoming  presi- 
dent, Dr.  Winston  B.  Odiand.  Dr.  Reaney  then  presented  the 
Presidential  Medallion  to  Dr.  Odiand. 

Dr.  Odiand  pledged  his  efforts  to  working  for  the  good  of  the 
physicians  and  their  patients  during  his  year  as  president  and  to 
doing  his  best  for  all  citizens  in  South  Dakota. 

Dr.  Lang  introduced  the  new  officer  to  the  House:  AMA  Al- 
ternate Delegate,  Russell  Harris,  M.D.;  AMA  Delegate,  Gerald 
E.  Tracy,  M.D.;  Speaker  of  the  House,  Howard  Saylor,  M.D.; 
Vice  President,  Durward  Lang,  M.D.;  and  President  Elect,  Bruce 
Lushbough,  M.D. 

It  was  announced  that  a brief  Council  meeting  would  be  held 
immediately  following  the  House  of  Delegates. 

The  meeting  adjourned  at  10:20  a.m. 


REPORT  OF  THE  PRESIDENT 

It  is  a pleasure  to  submit  this  report  from  the  Presidential 
office  as  the  year  has  been  a successful  one  for  your  Association. 

For  future  presidential  hopefuls,  I would  remind  you  that  the 
office  offers  excitement,  yet  can  become  rather  boring.  The  tedi- 
um is  always  present,  yet  the  rewards  are  numerous.  Countless 
hours  are  spent  in  meetings,  yet  even  more  hours  are  spent 
watching  the  countryside  through  a car  window  as  you  speed  to 
another  medical  meeting.  And  when  you  think  you  cannot  make 
another  decision,  your  staff  or  Medical  Association  Committee 
will  steer  you  to  the  right  course  of  action. 

I have  been  proud  of  the  Association’s  activities  during  the 
year,  realizing  full  well  that  mine  was  only  a very  small  part 
played  in  these  actions. 

The  Association  membership  has  increased  over  previous 
years  and  must  continue  this  trend.  Change  in  the  bylaws  will 
allow  students  a chance  to  join  in  decisions  that  will  affect  them 
in  the  future  and  encourage  them  to  join  in  the  fight  for  free 
enterprise  medicine  when  they  graduate. 

Although  the  Association  did  not  succeed  in  every  legislative 
action  we  supported  in  1980,  most  were  passed  to  our  satisfac- 
tion. We  must  continue,  however,  to  guard  against  the  forces 
that  would  erode  the  freedom  and  practice  of  good  medicine  by 
enactment  of  spurious  permissive  legislation. 

During  the  year,  I have  had  the  enjoyable  privilege  of  visiting 
every  district.  The  hospitality  has  been  superb,  and  these  visi- 
tations will  hold  some  of  the  fondest  memories  for  me  during  my 
tenure  as  President. 

Other  memorable  activities  included  attending  the  Annual  and 
Interim  Sessions  of  the  American  Medical  Association,  each  of 
which  was  invaluable  in  its  information  regarding  the  many 
facets  of  medicine,  political,  socio-economic,  scientific  and  edu- 
cational. 

I have  so  many  people  to  thank  for  this  most  gratifying  experi- 
ence. I would  start  with  the  staff  at  Sioux  Falls,  add  all  who  have 
served  as  officers  and  committee  members,  and  finally  thank  my 
own  associates  who  so  generously  carried  my  workload  on  the 
many  days  1 was  absent  from  regular  duties. 

I would  wish  Dr.  Winston  Odiand  well,  and  am  confident  we 
will  do  well  under  his  guidance  in  the  coming  year. 

Respectfully  submitted, 
Duane  B.  Reaney,  M.D. 

President 

The  Reference  Comminee  reviewed  the  Report  of  the  President  and 
recommended  its  acceptance  as  submitted. 


REPORT  OF  THE  PRESIDENT-ELECT 

As  President-Elect  of  the  South  Dakota  State  Medical  Associa- 
tion, I attended  the  meetings  of  th,e  House  of  Delegates,  the 
Council  and  the  Executive  Committee,  the  proceedings  of  which 
have  been  published. 

I also  served  on  the  liaison  committee  dealing  with  the  Depart- 
ment of  Health,  the  South  Dakota  University  School  of  Medicine 
and  the  South  Dakota  State  Medical  Association.  I see  some 
deep  and  unresolved  differences  of  opinion  in  this  committee 
largely  dealing  with  ( 1 ) the  philosophy  of  who  should  administer 
and  deliver  medical  care,  (2)  the  acceptance  by  the  Health  De- 
partment of  a growing  involvement  with  the  Federal  Bureaucra- 
cy in  the  affairs  of  the  State  Health  Department  and  (3)  the  role 
of  the  School  of  Medicine  in  both  of  these  areas.  In  the  current 
trend,  these  differences  will  cause  a widening  gap  in  the  coopera- 
tion between  the  physicians  of  South  Dakota  and  our  state  insti- 
tutions. 

We  are  drawing  closer  and  closer  to  the  bottorn  line  which 
determines  just  who  is  responsible  for  caring  for  sick  people  in 
South  Dakota.  It  would  be  unfortunate,  indeed,  when  this  point 
is  reached  we  find  that  we  have  given  this  responsibility  to  those 
who  are  unqualified.  1 urge  all  the  physicians  of  our  organization 
to  examine  closely  any  contracts  entered  upon  with  branches  of 
the  government  to  ensure  that  such  contracts  do  not  breach  the 
trust  their  patients  have  in  them,  breach  the  integrity  of  the 
jurisdiction  of  the  private  physician  and  breach  the  trust  and 
cooperation  between  one  physician  and  another. 

Respectfully  submitted, 
Winston  Bryant  Odiand,  M.D. 

President-Elect 

The  Reference  Committee  reviewed  the  Report  of  the  President-Elect 
and  recommended  its  acceptance  as  submitted. 


REPORT  OF  THE  VICE  PRESIDENT 

It  has  been  a privilege  to  serve  as  Vice  President  of  the  State 
Medical  Association  during  the  past  year. 

I have  attended  the  Council  meetings  regularly  and  have  also 
attended  meetings  of  the  Executive  Committee  of  the  South 
Dakota  State  Medical  Association,  Executive  Committee  meet- 
ings of  the  School  of  Medicine  of  the  University  of  South  Dakota 
as  a representative  of  the  South  Dakota  State  Medical  Associa- 
tion. 

I was  also  in  attendance  at  the  annual  meeting  of  the  American 
Medical  Association  in  December  of  1979.  I will  attempt  to  make 
myself  available  in  any  way  I can  in  the  coming  year  to  make  the 
voice  of  the  South  Dakota  State  Medical  Association  heard  clear- 
ly as  it  serves  its  members. 

Respectfully  submitted 
B.  C.  Lushbough,  M.D. 

Vice  President 

The  Reference  Committee  reviewed  the  Report  of  the  Vice  President 
and  recommended  its  acceptance  as  submitted. 


REPORT  OF  THE  SECRETARY-TREASURER 

The  Secretary-Treasurer  has  attended  the  quarterly  meetings 
of  the  Council  and  the  meetings  of  the  Executive  Commission 
held  since  the  last  report  to  the  House  of  Delegates  on  June  8, 
1979. 

At  intervals  through  the  year,  the  Secretary-Treasurer  has 
conferred  with  the  Executive  Secretary  on  matters  relating  to  the 
financial  status  and  fiscal  planning  for  the  Association.  Informa- 
tion considered  to  be  pertinent  has  been  presented  to  the  Council 
for  consideration. 

With  the  Executive  Secretary  and  the  staff,  the  annual  budget 
was  prepared  and  submitted  to  the  Executive  Commission  for 
subsequent  review  by  the  Budget  Committee  and  the  House  of 
Delegates. 

The  Secretary-Treasurer  represents  the  Association  on  the 
Advisory  Committee  to  the  Office  of  the  Commissioner  of 
Higher  Education  for  the  administration  of  the  Health  Pro- 
fessions Loan  Fund  of  the  Board  of  Regents.  In  that  capacity,  he 
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has  participated  in  the  regular  meetings  and  telephone  confer- 
ences of  the  group  during  the  past  year.  The  House  of  Delegates 
is  advised  that  the  South  Dakota  Legislature  made  signillcant 
changes  in  the  Health  Professions  Loan  Fund  during  its  1979-80 
session.  All  positions  (“slots”)  of  Health  Professions  students 
were  eliminated  at  all  teaching  institutions.  Funding  for  veterina- 
ry medicine  slots  at  the  Kansas  State  University  were  to  be  con- 
tinued for  one  more  year  because  of  a prior  contract  between 
that  University  and  the  Board  of  Regents. 

The  Professions  Loan  Fund  was  reduced  from  Three  Hundred 
Fifty  Thousand  Dollars  ($350,000)  to  Three  Hundred  Thousand 
Dollars  ($300,000)  for  the  coming  year. 

Respectfully  submitted 

Joseph  N.  Hamm,  M.D. 

Secretary-Treasurer 

The  Reference  Contmificc  reviewed  the  Report  of  the  Secretary-Treas- 
urer and  recommended  its  acceptance  as  submitted. 

REPORT  OF  THE  CHAIRMAN  OF  THE  COUNCIL 

The  Council  of  the  South  Dakota  State  Medical  Association 
met  quarterly  during  the  past  year. 

Attendance  of  the  Councilors  remains  good,  and  the  districts 
are  to  be  commended  on  the  Councilors  they  have  elected  to 
serve  their  districts. 

The  matters  that  must  be  attended  to  by  the  Council  seem  to 
increase  each  year,  but  I feel  that  with  the  very  able  work  the 
Commissions  do,  it  has  enabled  the  Council  to  handle  various 
matters  quite  satisfactorily. 

The  Executive  Secretary  and  his  office  are  also  to  be  com- 
mended for  their  usual  outstanding  help. 

Respectfullv  submitted, 
R.G.Gere,  M.D. 

Chairman  of  the  Council 
The  Reference  Committee  reviewed  the  Report  of  the  Chairman  of  the 
Council  and  recommended  its  acceptance  as  submitted. 

REPORT  OF  THE  AMA  DELEGATE 

The  South  Dakota  State  Medical  Association’s  delegation  to 
the  AMA  attended  the  Annual  Meeting  in  Chicago,  Illinois  in 
July  1979  and  the  Interim  Meeting  in  Honolulu,  Hawaii  in  De- 
cember 1979.  In  attendance  at  these  meetings  were  W.  R.  Taylor, 
M.D.,  Delegate;  Gerald  Tracy,  M.D.,  Alternate  Delegate;  Du- 
ane Reaney,  M.D.,  President;  and  Robert  Johnson,  Executive 
Secretary.  Increased  assistance  and  input  was  received  from  oth- 
er members  of  the  State  Medical  Association  during  1979,  and  it 
is  hoped  that  such  input  will  increase  each  year.  Such  assistance 
has  been  greatly  appreciated  by  the  official  AMA  Delegation. 

Detailed  reports  have  been  sent  to  each  member  of  the  Associ- 
ation following  the  Annual  and  Interim  meetings  and  will  not  be 
repeated  at  this  time. 

It  has  been  a pleasure  to  represent  the  South  Dakota  State 
Medical  Association  during  the  past  several  years. 

Respectfully  submitted, 
W.  R.  Taylor,  M.D. 

AMA  Delegate 

The  Reference  Committee  reviewed  the  Report  of  the  AMA  Delegate 
and  recommended  Its  acceptance  as  submitted. 


REPORT  OF  THE  ALTERNATE  AMA  DELEGATE 

As  Alternate  AMA  Delegate,  I attended  national  AMA  meet- 
ings and  had  the  opportunity  to  see  first  hand  the  function  of  the 
American  Medical  Association  and  sit  in  as  Alternate  Delegate 
on  several  of  the  sessions  and  on  several  of  the  voting  sessions 
plus  the  caucuses  with  particularly  Minnesota  reviewing  all  the 
material  that  was  to  be  discussed  at  a later  meeting  of  the  House 
of  Delegates. 

Also  as  Alternate  AMA  Delegate,  I have  attended  most  of  the 
Council  meetings  and  all  other  meetings  which  require  the  at- 
tendance of  the  Alternate  Delegate. 

It  was  my  extreme  pleasure  to  serve  in  this  capacity,  allowing 
one  to  gain  further  insight  into  the  vast  importance  of  the  AMA 


to  the  individual  clinical  practicing  physician  in  his  community 
with  the  many  AMA  controversies  with  federal  intervention. 
Federal  Trade  Commission  attempted  intervention,  and  the 
great  support  which  the  AMA  gives  to  us  as  a group  and  as 
individual  physicians. 

Respectfully  submitted, 
Gerald  E.  Tracy,  M.D. 
Alternate  Delegate 

The  Reference  Committee  reviewed  the  report  of  the  Alternate  AMA 
Delegate  and  recommended  its  acceptance  as  submitted. 


REPORT  OF  THE  SPEAKER  OF  THE  HOUSE 

I presided  at  the  first  and  second  meetings  of  the  House  of 
Delegates  at  the  1979  annual  meeting  held  in  Rapid  City,  South 
Dakota. 

I attended  all  the  meetings  of  the  Council  and  the  Executive 
Commission  during  the  past  year. 

Respectfully  submitted, 
Durward  Lang,  M.D. 
Speaker  of  the  House 

The  Reference  Committee  reviewed  the  Report  of  the  Speaker  of  the 
House  and  recommended  its  acceptance  as  submitted 


REPORT  OF  THE  COUNCILOR  AT  LARGE 

During  the  past  year,  my  activities  on  behalf  of  the  Medical 
Association  have  been  attendance  and  participation  at  Council 
meetings.  Executive  Commission  meetings,  and  as  a part  of  the 
South  Dakota  delegation  to  the  interim  AMA  meeting.  My 
association  with  the  men  you  have  elected  to  these  bodies  has 
been  a positive  experience  I will  never  forget.  The  membership 
of  this  Association  is  to  be  congratulated  on  its  good  judgment  in 
selecting  them.  They  are  concerned  about  good  medical  care  for 
the  people  of  South  Dakota  and  dedicated  to  its  preservation  and 
improvement. 

I thank  you  all  for  allowing  me  to  be  a part  of  this  group  over 
the  past  few  years.  I also  want  to  say  a special  thank  you  to  the 
staff  of  this  organization.  Most  loyal  and  dedicated  people  you 
couldn’t  find.  1 know  that  Duane  Reaney  has  found  this  to  be  so 
during  his  tenure  as  President  this  past  year,  and  Winston 
Odland  will  have  the  same  experience  next  year. 

In  closing,  I will  rest  the  cliche  to  say  it  has  been  an  honor  and 
a privilege.  Thank  you. 

Respectfully  submitted, 
Russell  Harris,  M.D. 

Councilor  at  Large 

The  Reference  Committee  reviewed  the  Report  of  the  Councilor  at 
Large  and  recommended  its  acceptance  as  submitted. 

REPORT  OF  THE  EXECUTIVE  COMMISSION 

The  Executive  Committee  consisted  of  Duane  Reaney,  M.D., 
Winston  Odland,  M.D.,  Bruce  Lushbough,  M.D.,  Joseph 
Hamm,  M.D.,  Russell  Harris,  M.D.,  Durward  Lang,  M.D.  and 
Richard  Gere,  M.D. 

An  innovative  session  in  the  form  of  a retreat  was  held  in  July 
of  1979.  This  session  was  originally  planned  by  immediate  Past- 
President  Russell  Harris,  M.D.  and  proved  to  be  a very  pro- 
ductive session  in  which  the  commisssion  was  able  to  plan  for  the 
fiscal  year. 

The  Executive  Commission  met  routinely  prior  to  each  Coun- 
cil meeting,  and  also  was  involved  in  a total  of  four  conference 
calls  regarding  immediate  and  somewhat  emergency  situations 
which  arose  during  the  year.  The  Executive  Commission  also 
functioned  as  the  Budget  and  Audit  Committee  of  the  South 
Dakota  State  Medical  Association. 

Respectfully  submitted, 
Duane  B.  Reaney,  M.D. 

Chairman 
Executive  Commission 
The  Reference  Committee  reviewed  the  Report  of  the  Executive  Com- 
mission and  recommended  its  acceptance  as  submitted. 
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REPORT  OF  THE  EXECUTIVE  SECRETARY 

During  this  past  year.  Dr.  Reaney  and  I have  had  the  op- 
portunity of  renewing  old  acquaintances  and  establishing  new 
friendships  while  making  our  district  visits.  For  the  past  eight 
years,  1 have  always  looked  forward  to  visiting  each  of  the  twelve 
districts  with  enthusiasm,  and  this  year  was  no  exception.  Once 
again,  I would  like  to  extend  our  thanks  and  sincere  appreciation 
for  the  gracious  hospitality  shown  us  during  our  visits.  At  the 
time  of  this  report.  Dr.  Reaney  and  I have  visited  all  twelve 
districts.  I strongly  support  all  District  Medical  Societies’  con- 
tinued efforts  in  assisting  their  members  in  district  affairs  and 
projects  which  benefit  both  the  medical  profession  and  the  pub- 
lic. Through  your  participation  at  the  district  and  state  levels  of 
organized  medicine,  your  Association  will  know  better  your 
needs  and  how  to  meet  those  needs. 

1 have  been  extremely  pleased  with  the  attendance  of  the  vari- 
ous Commissions  and  Committees  this  year.  The  members  have 
spent  numerous  hours  away  from  their  family  and  practices  to 
deliberate  and  prepare  recommendations  for  the  Council  and 
House  of  Delegates.  With  the  multitude  of  issues  being  pre- 
sented to  us  from  various  sources  in  both  the  private  and  public 
sectors,  the  hours  have  been  long  but  productive.  My  heartfelt 
thanks  goes  to  these  individuals  for  a job  well  done. 

It  is  quite  evident  that  a great  percentage  of  our  time  is  being 
devoted  to  the  complex  and  burdensome  bureaucratic  programs 
emanating  from  our  state  and  national  capitols.  Plato  has  said 
“.  . . that  it  is  the  punishment  of  wise  men  who  do  not  participate 
in  the  affairs  of  government  to  live  under  the  government  of 
unwise  men.”  The  health  care  system,  as  we  know  it  in  the 
United  States,  is  changing,  and  if  we  are  to  survive  as  a pro- 
fession, we  must  recognize  this  trend  and  assume  a leadership 
role  in  defining  the  direction  of  change;  but  we  also  must  be 
willing  to  put  our  foot  down  and  say  “no  more.”  One  frustrating 
example  where  increased  governmental  interference  will  result 
in  higher  costs  to  the  patient  is  the  new  Medicaid  Management 
Information  System  proposed  by  the  Department  of  Social  Wel- 
fare. We  have  been  working  closely  with  the  Clinic  Managers 
Association  in  attempting  to  persuade  the  Department  to  im- 
plement use  of  the  AMA  standard  claim  form.  Another  concern 
of  mine,  which  would  have  far-reaching  effects  on  hospitals, 
nursing  homes  and  ultimately  South  Dakota  physicians,  is  the 
federally-mandated  Appropriateness  Reviews  of  existing  institu- 
tional health  services.  The  service  reviews  conducted  by  SHPDA 
and  HSA  include;  Pediatric,  Obstetric  and  General  Hospital 
(medical/surgical)  services.  I would  certainly  be  remiss  if  I did 
not  extend  a special  thanks  to  Doctors  Sattler,  Massa  and  Hohm, 
who  have  diligently  given  their  time  and  expertise  in  the  health 
planning  process  and  to  the  many  other  physicians  who  have 
served  on  local  health  planning  committees. 

Once  again,  the  Medical  Association  saw  a very  vigorous  Leg- 
islative Session.  More  noticeable  this  year  than  in  the  past  was 
the  degree  of  organization  presented  to  the  Legislature  by  our 
opponents.  They  organized  early,  established  their  stands  on 
issues  and  obtained  early  commitments  from  the  legislators.  It  is 
important  that  we  all  make  a concerted  effort  in  contacting  and 
establishing  a rapport  with  our  legislators.  It  is  equally  important 
that  we  organize  our  legislative  positions  early  in  the  year  and  let 
our  membership  know  what  those  stands  are  so  that  each  doctor 
can  inform  his  legislators  on  issues  affecting  medicine.  Although 
the  1980  Legislative  summary  is  stated  in  this  handbook,  I would 
like  to  draw  your  attention  to  a bill  sponsored  by  the  Association. 
HB-1220  was  introduced  to  limit  the  unwarranted  authority  of 
the  Board  of  Nursing  to  require  mandatory  continuing  education 
for  renewal  of  licensure.  If  their  authority  to  promulgate  such 
rules  had  been  left  unchallenged,  a dangerous  precedent  would 
have  been  established;  a precedent  detrimental  to  all  physicians, 

I am  convinced.  I would  like  to  take  this  opportunity  to  thank  Dr. 
Haas,  Chairman  of  the  Commission  on  Legislation  and  Govern- 
mental Relations,  for  his  help  in  preparing  our  legislative  pro- 
gram; to  the  members  of  the  Commission  for  their  constructive 
assistance;  and  lastly  but  not  least,  to  you,  the  physician,  and 
your  spouse,  thank  you  for  the  support  you  gave  our  legislative 
program  this  last  session. 


1980  is  an  election  year.  SoDaPAC  provides  us  with  a vital 
avenue  in  which  the  medical  profession’s  voice  may  be  heard. 
The  support  that  you  have  given  has  been  overwhelming,  and  I 
urge  you  this  year  to  become  sustaining  members,  as  your  right 
to  the  private  practice  of  medicine  is  being  constantly  attacked 
from  many  sectors.  Equally  as  important,  I encourage  you  and 
your  spouse  to  become  actively  involved  in  the  political  process 
by  donating  your  time  and  service  to  local  candidates  who  would 
defend  the  private  practice  of  medicine  in  the  state  legislature. 

Membership  recruitment  and  retention  committees  are  cur- 
rently being  initiated  in  all  the  districts  with  the  intent  being  that 
peer  contact  is  more  effective  than  a general  mailing  to  the  non- 
member. To  meet  the  constant  challenges  facing  organized 
medicine  today  and  most  probably  tomorrow,  your  best  inter- 
ests, and  your  patients’  can  best  be  served  through  in- 
volvement—yours.  I would  appreciate  any  suggestions  you  might 
have  that  would  further  benefit  the  Association  in  this  area. 

I would  like  to  take  this  opportunity  to  thank  all  the  Com- 
missions and  their  chairmen  for  their  dedication  and  productive 
discussion  in  handling  the  affairs  of  the  Association.  With  their 
able  guidance  and  foresight,  the  affairs  of  the  Association  are 
able  to  run  in  an  efficient  manner,  and  I commend  their  determi- 
nation in  tackling  the  many  problems  we  face.  To  the  Association 
Officers  and  Councilors,  my  heartfelt  thanks;  and  to  Dr.  Reaney 
whose  leadership  and  hard  work  has  truly  set  an  example  for  the 
staff  and  myself,  I would  like  to  extend  a very  special  “job  well 
done.” 

Respectfully  submitted, 
Robert  D.  Johnson 
Executive  Secretary 

The  Reference  Committee  reviewed  the  Report  of  the  Executive  Secre- 
tary. The  Committee  would  like  to  recognize  the  outstanding  work  and 
ability  of  our  Executive  Secretary,  Robert  Johnson,  and  his  staff  dur- 
ing the  past  year  in  conducting  the  South  Dakota  State  Medical 
Association. 


REPORT  OF  THE  FIRST  DISTRICT  COUNCILOR 

The  Aberdeen  District  Medical  Society  held  its  first  meeting  of 
the  season  on  September  5,  1979.  The  scientific  program  was 
presented  by  Dr.  Robert  VanTassel,  cardiologist  at  the  Universi- 
ty of  Minnesota  and  University  of  South  Dakota.  His  topic  was 
“The  Current  Medical  and  Surgical  Approach  to  Coronary  Arte- 
ry Disease.”  The  annual  visitation  by  the  President  of  the  South 
Dakota  State  Medical  Association,  Dr.  Duane  Reaney,  and  the 
Executive  Secretary,  Mr.  Robert  Johnson,  was  at  our  October  3, 
1979  meeting.  A current  update  was  presented  on  the  activities 
of  the  South  Dakota  State  Medical  Association  and  the  AMA. 

Dr.  Leon  Sabath,  Professor  of  Medicine  and  Chief  of  Infec- 
tions Disease  Section  at  the  University  of  Minnesota,  presented  a 
talk  at  the  November  6,  1979  meeting  entitled  “Newer  Anti- 
biotics.” A nominating  committee  was  appointed.  Dr.  Myron 
Fahrenwald  was  accepted  as  a transfer  from  the  Huron  District 
Society. 

The  December  meeting  was  held  on  the  5th  of  the  month,  and 
our  annual  election  of  officers  took  place.  Dr.  John  Christopher 
was  elected  president;  Dr.  Carlton  Kom,  Secretary.  Other  com- 
mittees were  also  appointed. 

Dr.  Kohlar  of  Omaha  presented  the  February  program  on 
“Legionnaire’s  Disease.”  At  that  meeting.  Dr.  B.  C.  Gerber  was 
re-elected  as  Councilor  and  Dr.  G.  H.  Steele  was  re-elected  as 
Alternate  Councilor. 

Dr.  Richard  Morris,  Clinical  Professor  at  the  University  of 
Minnesota,  presented  a talk  at  the  March  5,  1980  meeting  enti- 
tled “Recent  Advances  in  Asthma  Therapy.”  Delegates  to  the 
annual  meeting  elected  are:  Dr.  J.  A.  Eckrich,  Jr.,  Dr.  Jay  Bach- 
mayer  and  Dr.  Barry  Welge.  Alternate  Delegates  elected  are  Dr. 
A.  C.  Vogele,  Dr.  Juan  Chavier  and  Dr.  Thomas  Bunker.  Dr. 
Murdy  was  voted  unanimously  an  honorary  membership  in  the 
Aberdeen  District  Medical  Society. 

Dr.  Charles  Kallick,  head  of  the  Infectious  Diseases  Unit  at 
Cook  County  Hospital  and  the  University  of  Illinois,  presented  a 
paper  on  “Anaerobic  and  Mixed  Infections”. 
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The  district  noted  the  recent  passing  of  Dr.  Carson  B.  Murdy,  a 
longtime  member  of  the  medical  profession  in  this  community. 
.A  suitable  donation  was  made  to  the  Carson  B.  Murdy  Memorial 
Fund. 

The  May  7,  1980  meeting  is  designed  to  be  a business  meeting 
only,  without  scientific  presentation. 

Respectfully  submitted, 
B.  C.  Gerber,  M.D. 

Councilor,  First  District 
The  Reference  Committee  reviewed  the  Report  of  the  First  District 
Councilor  and  recommended  its  acceptance  as  submitted. 

REPORT  OF  THE  SECOND  DISTRICT  COL  NCILOR 

The  Watertown  [district  Medical  Society  held  its  regular  meet- 
ing in  September  of  1979,  at  which  time  they  welcomed  as  new 
members  to  the  Society,  Dr.  Robert  Harms,  Dr.  Paul  Frazer,  and 
Dr.  Paul  Larson. 

■At  that  time,  the  District  Medical  Society  introduced  a resolu- 
tion from  the  District  to  the  Council  of  the  State  Medical  .Associ- 
ation which  included; 

BE  IT  FURTHER  RESOLV  ED  that  a program  of  public  relations 
and  publicity  for  the  Medical  School  be  established 
on  a statewide  basis  similar  to  the  program  utilized 
in  helping  to  initiate  the  degree  granting  Medical 
School,  and 

BE  IT  FURTHER  RESOLVED  that  any  of  the  pattern  or  format 
utilized  by  the  Bar  .Association  in  aiding  the  law 
school  be  studied  and  any  applicable  portion  be 
used  as  indicated. 

This  meeting  was  attended  by  the  wives  and  was  primarily  a 
social  meeting. 

The  meeting  in  October  included  a program  by  Mr.  Jim  Popkin 
on  "Antibiotic  Sensitivity”  with  a newly  developed  process 
called  minimal  inhibitory  concentration  and  its  possible  applica- 
tion in  the  Watertown  area. 

At  the  November  6 meeting,  Mr.  Herb  Sprengle,  Executive 
Director  of  the  South  Dakota  Health  Systems  Agency,  presented 
printed  handouts  to  the  physicians  and  talked  about  the  HS  A and 
the  various  components  of  it  in  South  Dakota.  He  talked  about 
HSA,  SHCC,  DOH,  SHPDA  and  SAC. 

On  December  4,  election  of  officers  took  place  and  the  new 
officers  were: 

President  - Bernie  Hanson,  M.D. 

Vice  President  - B.  J.  Desai,  M.D. 

Secretary-Treasurer  - Gerald  E.  Tracy,  M.D. 

Delegate  for  Two  Years-  J.  C.  Larson,  M.D. 

Alternate  Delegates  - Bob  Harms,  M.D. 

(J.  Larson.  M.D.) 

- Parry  Nelson,  M.D. 

(J.  Rud,  M.D.) 

Censor  for  3 Year  Term-  A1  Heupel,  M.D. 

There  was  no  other  business  carried  on  at  this  meeting. 

On  January  8,  1980,  a program  was  presented  by  Dr.  G. 
Robert  Bartron  with  an  update  on  the  Medical  School  and  with  a 
final  motion  that  each  physician  in  the  Watertown  District  write  a 
letter  to  his  or  her  own  legislator.  Codington  County  or  other 
counties,  as  well  as  the  chairman  and  other  representatives  of  the 
Appropriations  Committee.  The  physicians  should  also  be  asked 
to  contact  five  non-medical  individuals  and  ask  them  to  write 
letters  of  support  for  additional  funding  for  the  Medical  School. 
Dr.  Larson  also  discussed  his  membership  on  the  Sub-.Area 
Council  of  the  HSA  as  it  related  to  the  Estelline  Hospital  and 
stated  that  he  was  personally  opposed  at  the  present  time  to 
reopening  the  Estelline  Hospital  and  that  this  would  remain  his 
position  unless  he  was  informed  to  do  otherwise  by  the  District 
Medical  Society.  PSRO  was  suggested  as  a topic  for  a later  Dis- 
trict Medical  Meeting.  There  was  discussion  ofSoDaPAC,  and  it 
was  requested  that  the  Watertown  District  donate  SlOO  for  the 
support  of  1980  SoDaPAC  for  specific  uses,  not  candidate  sup- 
port. This  passed  and  the  check  was  later  submitted. 

The  regular  meeting  was  held  on  February  5 and  the  scientific 
meeting  was  Dr.  Ross  Tucker,  Associate  Professor  of  Medicine 
at  the  Mayo  Clinic  and  Consultant  in  the  Division  of  Nephrology 


and  Internal  Medicine  at  Mayo  Clinic,  and  his  program  presenta- 
tion was  "Treatment  of  Renal  Failure  Without  Dialysis.”  There 
was  a report  of  the  January  Council  meeting  given  by  Councilor 
Dr.  G.  Robert  Bartron  with  (1)  Update  on  malpractice  in  South 
Dakota;  (2)  Council  discussion  of  emergency  medical  center 
categories  and  criteria;  (3)  Student  representation  on  the  Council 
at  the  House  of  Delegates;  (4)  South  Dakota  Pediatric  Society 
recommendation  to  the  Council  that  newborn  testing  include  not 
only  PKU  but  also  test  for  hypothyroidism.  It  was  noted  that 
several  members  of  the  District  are  already  accomplishing  this. 

The  March  meeting  was  held  on  March  4.  This  was  the  annual 
visitation  of  the  President  of  the  South  Dakota  State  Medical 
Association,  Dr.  Duane  Reaney.  He  gave  an  excellent  presenta- 
tion. Mr.  Robert  Johnson,  Executive  Secretary  of  the  State  Med- 
ical Association,  gave  an  update  in  reference  to  Welfare  reim- 
bursement, malpractice,  national  legislation,  chiropractic  law- 
suits, and  some  concern  about  signing  government  contracts 
without  careful  reading,  and  offering  help  from  the  State  Medical 
.Association  office  when  questions  did  arise.  Also.  Mr.  Kevin 
Loge  was  present  as  a guest  for  this  meeting. 

Respectfully  submitted, 

G.  Robert  Bartron.  M.D. 

Councilor,  Second  District 
The  Reference  Committee  reviewed  the  Report  of  the  Second  District 
Councilor  and  recommended  Its  acceptance  as  submitted. 


REPORT  OF  THE  THIRD  DISTRICT  COUNCILOR 

As  Councilor  of  the  Third  District  Medical  Society,  1 am  re- 
porting on  the  following  meetings  held  in  our  district  the  past 

year: 

July  24,  1979:  The  meeting  was  called  to  discuss  resolutions 
pertaining  to  the  June  Slate  Medical  Association 
annual  meeting. 

August  1979:  Report  on  the  State  Medical  .Association  annual 
meeting  held  in  June  by  Alternate  Delegate  Dr.  Joe 
Muggly  and  election  of  A.  A.  Lampert.  Jr.  as  the 
Councilor  for  the  Third  District  to  succeed  Dr. 
Lushbough. 

September  27,  1979:  A meeting  to  discuss  the  .AM.A  Code  of 
Ethics  to  the  members  especially  concerning  the 
lawsuits  brought  by  the  chiropractors.  The  "Im- 
paired Physician's  Program”  was  also  thoroughly 
discussed. 

October  18,  1979:  This  was  the  meeting  when  our  State  Presi- 
dent, Dr.  Duane  Reaney,  spoke.  He  was  accompa- 
nied by  Mr.  Bob  Johnson,  Executive  Secretary  of 
the  South  Dakota  Slate  Medical  .Association.  They 
detailed  what  was  going  on  across  the  state  regard- 
ing current  activities  of  the  State  Medical  .Associa- 
tion. 

December  6,  1979:  Our  Annual  Meeting:  Officers  for  the 
forthcoming  year  were:  President— Dr.  Homer 
Stensrud;  V'ice  President  — Dr.  Donald  Scheller; 
Secretary-Treasurer  — Dr.  James  Appelwick;  Cen- 
sors—Dr  Joe  Muggly,  Dr.  C.  S.  Roberts  and  Dr 
Saul  Friefeld;  Councilor— Dr.  .Art  Lampert;  Dele- 
gates—Dr.  Joe  Muggly  and  Dr.  Curtis  Wait;  Al- 
ternates—Dr.  Homer  Stensrud  and  Dr.  Donald 
Scheller.  There  was  also  a brief  report  from  the 
previous  Council  meeting. 

February  14,  1980:  There  was  a scientific  program  presented  by 
Dr.  Rod  Parry,  a pulmonary  medicine  specialist  of 
the  University  of  South  Dakota  Medical  School 
and  the  V.  A.  Hospital. 

Respectfully  submitted, 
■Arthur  A.  Lampert,  Jr.,  M.D. 
Councilor,  Third  District 

The  Reference  Committee  reviewed  the  Report  of  the  Third  District 

Councilor  and  recommended  its  acceptance  as  submitted. 
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REPORT  OF  THE  FOURTH  DISTRICT  COUNCILOR 

The  annual  meeting  of  the  Fourth  District  Medical  Society  was 
held  on  Tuesday,  January  8,  1980.  At  this  time,  the  following 
officers  were  elected:  President  — John  B.  Davis,  M.D.;  Vice 
President  — Hubert  Werthmann,  M.D.;  and  Secretary-Treasur- 
er—M.  R.  Cosand,  M.D.  Dr.  John  B.  Davis  was  also  elected  as  a 
Delegate,  and  Dr.  R.  C.  Jahraus  was  nominated  for  the  office  of 
Councilor.  The  annual  meeting  was  held  in  conjunction  with  the 
presidential  visit  of  Duane  Reaney,  M.D.  of  Yankton,  South 
Dakota.  The  remainder  of  the  program  was  devoted  to  a discus- 
sion of  legislative  proposals  by  Bob  Johnson,  Executive  Secre- 
tary. 

Throughout  the  past  year,  frequent  CME  meetings  have  been 
held  in  cooperation  with  the  In-Service  Education  Department  of 
St.  Mary’s  Hospital.  The  speakers,  for  the  most  part,  have  been 
from  the  University  of  South  Dakota  School  of  Medicine.  Most 
of  the  programs  have  been  accredited  for  Category  I CME.  The 
programs  have  been  as  follows: 

March  13,  1979  “Prophylactic  Use  of  Antibiotics” 

Donald  Humphreys,  M.D. 

April  24,  1979  “Prolonged  Rupture  of  Membranes” 

Steve  Johnson,  M.D. 

July  24,  1979  “Cancer  of  the  Breast” 

Robert  Quinn,  M.D. 

September  13,  1979  “Respiratory  Shock” 

Phillip  Hoffsten,  M.D. 

Videotape  entitled  “Antibiotic  Update” 
from  Emory  University 
October  23,  1979  “Problem  in  Diabetes” 

Robert  Bonner,  M.D. 

November  27,  1979  “Alcohol  Crisis  in  the  Unborn” 

(“Infant  Alcohol  Syndrome”) 

Willis  Sutliff,  M.D. 

February  7,  1980  “Seizures  in  Children” 

Alan  Kelts,  M.D. 

March  18,  1980  “Psychotropic  Medications” 

Charles  Lord,  M.D. 

Again  this  year  the  entire  district  membership  cooperated  in 
examination  of  junior  and  senior  high  athletes  in  Pierre  and  Ft. 
Pierre  Schools. 

New  members  added  to  the  district  this  year  are  J.  B.  Davis, 
M.D.,  P.  E.  Hoffsten,  M.D.  and  Lester  Krawitt,  M.D. 

Respectfully  submitted, 

R.  C.  Jahraus,  M.D. 
Councilor,  Eourth  District 
The  Reference  Committee  reviewed  the  Report  of  the  Fourth  District 
Councilor  and  recommended  its  acceptance  as  submitted. 


REPORT  OF  THE  FIFTH  DISTRICT  COUNCILOR 

As  Councilor  from  the  Fifth  District  Medical  Society,  I have 
attended  each  meeting  of  the  Council  and  attempted  to  bring  the 
pertinent  information  back  to  my  district. 

A district  meeting  was  held  on  May  30,  1979  to  bring  the 
district  up  to  date  on  convention  resolutions  and  select  delegates. 
The  membership  resignation  of  Dr.  Arlin  Zastrow  was  accepted 
as  he  moved  from  the  city. 

On  October  4,  1979,  the  district  met  in  Wessington  Springs, 
South  Dakota  and  inspected  new  hospital  facilities  during  our 
program.  The  program  consisted  of  Dr.  Reaney  who  gave  his 
presidential  speech;  Dr.  Hollerman  who  reported  on  the  medical 
school;  and  Robert  Johnson  of  the  State  Medical  Association. 
Memberships  of  Doctors  Dennis  Cavanaugh  and  H.  Kapur  were 
accepted. 

The  meeting  of  December  4,  1979  was  held  in  Huron  with  a 
large  group  in  attendance  to  hear  a program  by  Dr.  William  Huet 
on  applications  of  Ultrasound. 

Our  most  recent  meeting  of  March  27,  1980  also  drew  a good 
crowd.  The  program  scheduled  failed  to  show  because  of  weather 
conditions.  The  problem  in  Miller,  South  Dakota  was  discussed 
regarding  the  County  Hospital  staff  membership  request  with  Dr. 


DeGeest.  The  group  also  discussed  new  forms  pending  with  the 
Department  of  Health  for  Title  19  recipients. 

Respectfully  submitted, 
David  Buchanan,  M.D. 
Councilor,  Fifth  District 
The  Reference  Committee  reviewed  the  Report  of  the  Fifth  District 
Councilor  and  recommended  its  acceptance  as  submitted. 


REPORT  OF  THE  SIXTH  DISTRICT  COUNCILOR 

The  Sixth  District  Medical  Society  of  the  South  Dakota  State 
Medical  Association  held  three  meetings  throughout  the  year. 

Four  new  physicians  were  welcomed  into  our  community,  and 
all  of  them  have  indicated  they  would  become  members  of  the 
District  Society  and  the  South  Dakota  State  Medical  Association. 

Officers  were  elected  in  January  and  remained  the  same  as  last 
year  with  the  exception  of  R.  D.  Hockett,  M.[3.  assuming  the 
position  of  Secretary-Treasurer. 

Respectfully  submitted, 

R.  G.  Gere,  M.D. 

Councilor,  Sixth  District 
The  Reference  Committee  reviewed  the  Report  of  the  Sixth  District 
Councilor  and  recommended  its  acceptance  as  submitted. 


REPORT  OF  THE  SEVENTH  DISTRICT  COUNCILOR 

The  Seventh  District  Medical  Society  met  regularly  on  the  first 
Tuesday  evening  of  each  month  during  the  past  year,  excluding 
the  months  of  June,  July  and  August.  A large  segment  of  the 
programs  during  1979  centered  around  the  feasibility  study  of 
the  Sioux  Health  Maintenance  Study  Group  in  an  effort  to 
inform  the  membership  about  the  HMO  concept.  A plan  to  spon- 
sor an  IPA  model  HMO  by  the  Seventh  District  was  rejected  in  a 
ballot  during  this  period.  Other  subjects  discussed  included 
informational  material  on  the  impact  of  Surgi-Centers  on  the 
economics  of  health  care  delivery,  relationships  of  the  University 
of  South  Dakota  Medical  School  to  the  practicing  physician  com- 
munity, and  the  ways  in  which  local  physicians  and  the  Seventh 
District  Medical  Society  could  assist  the  Sioux  Falls  Department 
of  Health  in  providing  screening  health  care  to  indigent  and  low- 
income  members  of  the  community  without  hiring  a federally- 
sponsored  fulltime  physician. 

Dr.  Duane  Reaney,  SDSMA  President,  visited  the  mem- 
bership during  the  month  of  November.  Dr.  Dennis  Johnson 
was  elected  President  of  the  Society  and  assumed  office  in  Janu- 
ary 1980. 

Respectfully  submitted, 

William  O.  Rossing,  M.D. 

Councilor,  Seventh  District 
The  Reference  Committee  reviewed  the  Report  of  the  Seventh  District 
C ouncilor  and  recommended  its  acceptance  as  submitted. 


REPORT  OF  THE  EIGHTH  DISTRICT  COUNCILOR 

The  Eighth  District  Medical  Society  met  April  12,  1979.  Busi- 
ness meeting  was  brief,  but  there  was  discussion  regarding  physi- 
cian review  of  surgical  procedures  including  thyroidectomy  and 
cholecystectomy  in  regard  to  over-utilization.  Alternate  Dele- 
gates to  the  State  Medical  convention  were  chosen  and  they  were 
Dr.  Fletcher  and  Dr.  Blum. 

The  second  meeting  was  held  May  29,  1979.  Dr.  Russell  Har- 
ris, President  of  the  South  Dakota  State  Medical  Association, 
was  present  and  gave  an  address  to  the  group  concerning  the 
current  problems  facing  both  the  State  Association  and  medicine 
in  general.  Mr.  Robert  Johnson,  Executive  Secretary,  also 
addressed  the  group  discussing  problems  with  Blue  Shield 
boards,  national  health  insurance  and  also  some  medical  school 
problems.  Dr.  Ted  Sattler  gave  a report  describing  the  establish- 
ment of  Grievance  Committees  within  the  state.  A resolution 
was  read  by  Dr.  Reaney  for  medical  society  support  for  the  med- 
ical school  to  be  presented  at  the  annual  meeting.  This  was 
passed.  A resolution  was  also  read  by  Dr.  Hoizwarth  regarding 
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high  risk  pregnancy  clinics,  and  the  resolution  was  adopted  and 
sent  to  the  state  meeting.  Dr.  Held  was  re-elected  as  Councilor 
from  the  Eighth  District. 

The  third  meeting  was  held  September  12,  1979.  There  was 
discussion  involving  the  Impaired  Physician  Committee  and 
Grievance  Committee.  It  was  decided  that  the  olTicers  of  the 
Eighth  District  Medical  Society  would  serve  on  the  Impaired 
Physician  Committee.  Dr.  William  Dendinger  was  appointed  as 
the  Eighth  District  member  to  the  Grievance  Committee.  Dr. 
Fletcher  was  reappointed  to  serve  on  the  Southeast  Council  of 
Government  for  another  term.  I7r.  Hollerman  presented  a dis- 
cussion of  AH  EC. 

The  fourth  meeting  was  held  December  19,  1979.  New  busi- 
ness included  discussion  of  the  MECO  Program.  A membership 
recruitment  committee  was  discussed.  It  was  felt  that  the  Execu- 
tive Committee  consisting  of  our  present  officers  would  do  this 
function.  A Legislative  Committee  was  also  adopted  to  contact 
legislators  within  our  district  to  give  physician  views  on  pertinent 
legislation.  Dr.  John  Kalish  was  accepted  into  the  Eighth  District 
Medical  Society.  Dr.  William  Quick  was  appointed  to  the  AHEC 
.Advisory  Committee.  Dr.  Hussain  gave  a scientific  presentation 
on  plastic  surgery. 

Respectfully  submitted, 

Frank  D.  Messner,  M.D. 

Councilor,  Eighth  District 
The  Re/'erence  Comminee  reviewed  the  Report  of  the  Eighth  District 
Councilor  and  recommended  the  acceptance  of  the  report  as  sub- 
mitted. 


REPORT  OF  THE  NINTH  DISTRICT  COUNCILOR 

The  Black  Hills  District  Medical  Society  held  regular  business 
meetings  throughout  the  year.  The  December  meeting  was  a 
social  meeting  with  members  of  the  local  Bar  Association. 

Officers  for  the  1980-81  year  are: 

H.  Lee  Ahrlin,  M.D. — President 
N.  R.  Whitney,  M.D  — Vice  President 
A.  J.  Barrett,  M.D -Secretary-Treasurer 
The  district  nominated  A.  J.  Barrett,  M.D.  for  a three  year 
Councilor  term  and  N.  R.  Whitney,  M.D.  for  a three  year  Al- 
ternate Councilor  term. 

Respectfully  submitted, 

A.  J.  Barrett,  M.D. 
Councilor,  Ninth  District 

The  Reference  Committee  reviewed  the  Report  of  the  Ninth  District 
Councilor  and  recommended  its  acceptance  as  submitted. 


REPORT  OF  THE  ELEVENTH  DISTRICT  COUNCILOR 

In  the  past  year,  six  meetings  of  the  Eleventh  District  Medical 
Society  were  held.  The  meeting  in  September  featured  the  scien- 
tific program  conducted  by  Dr.  O’Keefe,  a Bismarck  radiologist, 
who  spoke  on  mammography  and  the  CAT  scanner. 

The  October  1979  meeting  featured  a scientific  program  con- 
cerning diagnosis  and  treatment  of  ear,  nose  and  throat  prob- 
lems. 

The  November  1979  meeting  had  a scientific  presentation  by 
Dr.  Ray  Miller  on  the  diagnosis  and  treatment  of  wrist  and  hand 
injuries. 

The  January  1980  meeting  was  conducted  by  the  South  Dakota 
State  Medical  Association’s  President,  Dr.  Duane  B.  Reaney  of 
Yankton,  who  discussed  recent  topics  of  interest  to  our  society 
including  upcoming  legislation  of  interest. 

The  February  1980  meeting  featured  a scientific  program  pre- 
sented by  Dr.  Ben  Henderson  and  Upjohn  Laboratories  in  a 
discussion  of  Shock  Lung. 

The  March  1980  meeting  featured  a scientific  program  pre- 
sented by  Dr.  Perry  concerning  a discussion  of  “Antibiotics 
1980.’’  This  meeting  was  accredited  for  CME  credits. 

New  officers  for  1980  were  elected.  President,  J.  E.  Ryan, 
M.D.;  Vice  President,  James  Collins,  M.D.;  Secretary,  Leonard 


Linde,  M.D.;  Delegate,  James  Ryan,  M.D.;  Alternate  Delegate, 
Leonard  Linde,  M.D. 

Respectfully  submitted, 

James  E.  Wunder,  M.D. 

Councilor,  Eleventh  District 
The  Reference  Committee  reviewed  the  Report  of  the  Eleventh  District 
Councilor  and  recommended  its  acceptance  as  submitted. 

REPORT  OF  THE  TWELFTH  DISTRICT  COUNCILOR 

The  following  meetings  of  the  Whetstone  District  Medical  So- 
ciety were  held  in  1979; 

On  July  11,  1979,  the  Whetstone  Valley  District  Medical  Socie- 
ty meeting  was  held  at  The  Galley  in  Webster.  Mr.  Terry  Martell, 
Sales  Representative  of  Searle  Laboratories,  conducted  a discus- 
sion on  Chronic  Renal  Failure. 

On  October  17,  1979,  the  Whetstone  Valley  District  Medical 
Society  met  at  the  Gunner’s  Pub  in  Sisseton  with  Rosholt-Sisse- 
ton  group  as  hosts.  Executive  Secretary,  Robert  Johnson,  and 
Duane  Reaney,  President  of  the  State  Medical  Association,  at- 
tended the  meeting. 

Dr.  Eldon  E.  Bell  received  a Continuing  Medical  Education 
Certificate. 

Respectfully  submitted, 

Eldon  E.  Bell,  M.D. 

Councilor,  Twelfth  District 
The  Reference  Committee  reviewed  the  Report  of  the  Twelfth  District 
Councilor  and  recommended  Its  acceptance  as  submitted. 


REPORT  OF  THE  COMMISSION  ON  LEGISLATION 
AND  GOVERNMENTAL  RELATIONS 

The  Commission  met  twice  during  this  past  year;  the  first 
meeting  being  held  on  Saturday,  September  8,  1979. 

The  Commission  felt  that  the  SDSMA  should  recommend  to 
the  South  Dakota  High  School  Athletic  Association  a change  in 
physical  exams  for  student  athletes  either  to  a one  time  thorough 
exam  followed  by  completion  of  a brief  history  form  each  year  or 
to  a thorough  exam  every  three  years  followed  by  completion  of 
a brief  history  form  annually. 

The  Commission  received  a request  from  a registered  radio- 
logic  technologist  to  endorse  licensure  for  all  radiologic  tech- 
nologists in  the  state.  However,  the  Commission  members  did 
not  feel  licensure  for  radiologic  technologists  was  necessary;  that 
in  fact  potential  equipment  hazards  are  the  responsibility  of  the 
Health  Department,  and  the  diagnostic  quality  of  the  films  is  the 
responsibility  of  the  physician. 

The  concept  of  mandatory  seat  belt  use  for  children  was  dis- 
cussed by  the  Commission  and  accepted  for  information  only. 

The  Commission  recommended  repeal  of  the  PKU  testing  law; 
however,  this  was  not  accepted  by  the  Council. 

Information  on  surgi-centers  was  presented  to  the  Commis- 
sion; however,  the  Commission  deferred  action  until  specific 
legislation  could  be  drafted  and  submitted  to  the  Commission 
and  the  Association’s  attorney  for  review. 

The  1980  legislative  program  was  discussed  by  the  Commis- 
sion and  would  be  finalized  at  the  next  meeting. 

A subcommittee  to  study  a catastrophic  illness  program  had 
been  gathering  information  and  indicated  they  would  report  to 
the  Commission  at  the  January  meeting. 

The  second  meeting  of  the  Commission  was  held  on  Saturday, 
January  5,  1980. 

The  subcommittee  to  study  a catastrophic  illness  program  re- 
ported to  the  Commission.  Subsequently,  the  Commission 
adopted  this  report  which  in  essence  states  that  catastrophic 
health  insurance  coverage  is  available  commercially  in  South 
Dakota,  and  therefore  at  this  time  there  is  little  need  for  a state 
government  program. 

The  Commission  again  discussed  policy  for  student  athletic 
physical  exams  and  recommended  that  these  exams  be  ad- 
ministered every  three  years;  at  the  beginning  of  junior  high  or 
7th  grade  and  the  beginning  of  high  school  or  10th  grade  with  a 
history  form  to  be  completed  annually.  A subcommittee  was 
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appointed  to  study  and  formulate  an  initial  health  questionnaire 
and  an  interim  health  questionnaire. 

Representatives  of  the  South  Dakota  Division  of  Drugs  and 
the  Pharmaceutical  Association  met  with  the  Commission  to 
discuss  proposed  changes  in  the  drug  law  to  allow  for  a registra- 
tion fee,  physician  telephone  availability  to  pharmacists  and  phy- 
sician assistants  prescribing  controlled  drugs. 

The  Commission  reviewed  two  proposed  bills  which  provide 
that  malt  beverage  revenues  be  used  for  funding  county  poor 
relief  systems.  It  was  the  members’  feeling  that  the  SDSMA  take 
no  position  on  these  bills  as  proposed. 

Proposed  legislation  to  establish  the  SHCC  and  to  abolish  the 
Public  Health  Advisory  Committee  was  reviewed.  The  Commis- 
sion recommended  endorsement  of  legislation  to  abolish  the 
Public  Health  Advisory  Committee  but  did  not  understand  the 
need  to  recognize  the  SHCC  statutorily  and  did  not  recommend 
endorsement  of  such  legislation. 

The  Commission  also  received  information  and  discussed  the 
draft  regulations  for  national  health  planning  goals,  comments 
on  health  insurance  from  Louisiana  State  Medical  Association, 
and  observations  from  an  Arizona  state  representative. 

The  Commission  will  be  gathering  information  and  making  a 
recommendation  concerning  the  need  for  minimal  standards  for 
health  insurance  policies  sold  in  South  Dakota. 

Following  is  the  finalized  1980  legislative  program  adopted  by 
the  Commission: 

Sponsored  Bills 

1.  Legislation  requiring  imprinting  on  solid  dosage  forms  sold 
in  South  Dakota. 

2.  Repeal  section  of  Nurse  Practice  Act  which  allows  the  Nurs- 
ing Board  to  require  continuing  education  for  maintenance 
of  nurse  license. 

Endorsed  Bills 

1.  USDSM  funding. 

2.  Amendments  to  drug  laws  regarding  terminology  “dis- 
pense” and  “distribute.” 

Opposed  Bills 

1.  Direct  third  party  reimbursement  to  paramedicals. 

2.  Repeal  section  of  drug  law  which  prohibits  the  Division  of 
Drugs  from  charging  a registration  fee. 

Respectfully  submitted, 

Stephen  N.  Haas,  M.D. 

Chairman 

Commission  on  Legislation  and 

Governmental  Relations 

The  Reference  Committee  carefully  reviewed  the  Report  of  the  Com- 
mission on  Legislation  and  Governmental  Relations.  The  Reference 
Committee  recommends  the  acceptance  of  the  Report  of  the  Commis- 
sion on  Legislation  and  Governmental  Relations  and  would  like  to 
commend  the  Commission  for  their  work  and  efforts  during  the  year. 


REPORT  OF  THE  COMMISSION  ON  MEDICAL 
SERVICE 

The  fall  meeting  of  the  Commission  on  Medical  Service  met  at 
1:30  p.m.  on  Saturday,  September  8,  1979,  at  the  Sioux  Valley 
Education  Building,  Sioux  Falls,  South  Dakota.  The  meeting  was 
called  to  order  at  1:30  with  a quorum  being  present,  and  Perry 
Bauer,  the  Commission  student  representative,  was  also  present. 
Dr.  Jones  moved  that  the  minutes  of  the  previous  meeting  be 
accepted  as  published.  The  motion  was  seconded  and  carried. 

The  first  order  of  business  concerned  designation  of  a repre- 
sentative from  the  State  Medical  Association  to  attend  the  1980 
AM  A Rural  Health  Conference.  After  considerable  discussion,  it 
was  moved  by  Dr.  Jones  to  recommend  that  the  Council  approve 
designation  of  Dr.  Charles  D.  Monson  to  represent  the  SDSMA 
at  the  1980  Rural  Health  Conference  and  requested  that  the 
representative  be  granted  full  travel  allowance  and  a $75.00  per 
diem  for  the  two  day  meeting.  The  motion  was  seconded  and 
carried.  In  the  event  that  Dr.  Monson  could  not  attend,  the 
Commission  designated  Dr.  Curtis  Wait  as  alternate. 

The  second  order  of  business  concerned  the  uniform  policy 


and  the  reporting  forms  for  student  physical  examinations  at 
state  and  private  colleges.  This  matter  was  again  given  full  con- 
sideration and  discussion.  The  Commission  expressed  support  of 
Dr.  Heinrichs’  suggestions  and  felt  the  uniform  policy  would  be 
helpful.  It  was  moved  by  Dr.  Javurek  that  the  Commission  ask 
Dr.  Heinrichs  to  develop  a concise  reporting  form  which  would 
be  most  appropriate  for  students  at  these  institutions  and  submit 
it  to  the  Commission  for  their  review  and  recommendation.  The 
motion  was  seconded  and  carried. 

The  third  order  of  business  was  a consideration  of  an  updated 
report  of  the  National  Health  Service  Corp  submitted  by  Dr. 
Richard  Baker.  The  Commission  noted  that  it  is  expensive  to 
place  National  Health  Service  Corp  physicians  and  physician 
assistants,  and  expressed  concern  that  the  physician  assistants 
were  being  placed  in  isolated  rural  areas  away  from  physician 
supervision.  It  was  moved  by  Dr.  Swisher  that  the  Commission 
recommend  that  the  South  Dakota  State  Medical  Association 
(SDSMA)  oppose  a placement  of  physician  assistants  by  the 
NHSC  in  remote  areas  of  the  state  without  the  direct  supervision 
of  a physician.  The  motion  was  seconded  and  carried. 

In  the  next  order  of  business,  Mr.  John  Jones  of  the  Depart- 
ment of  Health  gave  a report  on  the  Advance  Life  Support  Sys- 
tem of  the  Emergency  Medical  Service  Program  and  recognized 
the  cooperative  effort  of  all  who  have  made  this  a successful 
program  to  date.  Mr.  Jones  reviewed  the  EMS  proposal  for  the 
northeast  region  and  requested  Association  endorsement.  Fol- 
lowing discussion,  it  was  moved  by  Dr.  Jones  that  the  Commis- 
sion on  Medical  Service  recommend  that  the  SDSMA  accept  the 
Emergency  Medical  Service  proposal  for  the  northeast  region 
and  recommend  that  implementation  of  this  program  begin  as 
soon  as  possible.  The  motion  was  seconded  and  carried. 

In  the  next  order  of  business,  Guy  Tam,  M.D.,  a member  of 
the  Sioux  Health  Maintenance  Group,  reported  to  the  Commis- 
sion on  the  final  Board  of  Directors  meeting  of  that  group.  He 
stated  that  the  board  felt  an  HMD  would  be  able  to  meet  final 
obligations  within  five  years;  however,  he  stated  that  no  identifi- 
able group  of  physicians  was  willing  to  consider  the  contracting  of 
the  federally  funded  HMD  and,  therefore,  HMD  was  not  feasible 
in  the  Sioux  Falls  area.  Dr.  Tam  also  reported  that  the  Seventh 
District  Medical  Society  voted  not  to  consider  or  participate  in 
HMD  activities  at  that  time.  It  was  also  noted  that  representa- 
tives of  business  and  labor  have  formed  a Prairie  Land  HMD 
study  group  for  the  single  purpose  of  establishing  an  HMO.  The 
report  was  accepted  for  information  only. 

In  the  next  order  of  business,  the  Rural  Infant  Program  grant 
being  administered  by  Dr.  Stanley  M.  Graven,  with  the  purpose 
to  reduce  infant  deaths  in  isolated  rural  areas  of  the  state  by 
utilizing  expertise  from  the  Medical  School  and  the  Health  De- 
partment, was  discussed.  No  action  was  taken  and  this  was  re- 
ferred to  the  Council  and  the  State  Health  Department  for  their 
comments. 

The  next  order  of  business  concerned  third  party  reimburse- 
ment to  nurse  practitioners  and  physician  assistants.  The  Com- 
mission was  informed  that  it  is  anticipated  legislation  will  be 
introduced  to  allow  reimbursement  directly  to  allied  health  per- 
sonnel, and  the  Commission  on  Legislation  recommended  that 
the  SDSMA  oppose  this  legislation.  Action:  Dr.  Swisher  moved 
to  affirm  the  position  of  the  Commission  on  Legislation  and 
Governmental  Relations  to  oppose  this  type  of  legislation.  The 
motion  was  seconded  and  carried. 

In  the  final  order  of  business,  the  Commission  discussed  the 
importance  of  developing  rapport  and  open  communication  with 
local  legislators  through  some  type  of  district  society  legislative 
committees.  It  was  moved  by  Dr.  Swisher  that  the  Commission 
recommend  to  the  Council  that  each  district  society  be  encour- 
aged to  appoint  a legislative  committee  whose  members  would 
be  informed  of  SDSMA  policy  and  positions  and  who  could 
effectively  communicate  these  policies  to  the  local  legislators. 
The  motion  was  seconded  and  carried. 

The  meeting  adjourned  at  3:45  p.m. 

The  spring  meeting  of  the  Commission  on  Medical  Service  was 
held  on  Saturday,  March  22,  1980,  beginning  at  9:30  a.m.  and 
held  at  the  Howard  Johnson  Motor  Lodge,  Sioux  Falls,  South 
Dakota. 
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The  meeting  was  called  to  order  with  a quorum  present.  Dr. 
Rud  moved  that  the  minutes  of  the  previous  meeting  be  accept- 
ed as  published  and  distributed.  The  motion  was  seconded  and 
carried. 

In  the  first  order  of  business,  the  update  on  National  Health 
Service  Corp  personnel  of  South  Dakota  was  discussed.  The 
Commission  expressed  concerns  about  the  number  of  dollars 
involved  in  the  NHSC  program  and  also  the  longevity  of  the 
NHSC  personnel  in  that  particular  locality.  The  Commission  rec- 
ommended that  a letter  be  sent  to  Dr.  Baker  inviting  him  to  the 
next  meeting  of  the  Commission  to  further  explain  the  seeming- 
ly high  amount  of  funds  being  spent  on  this  program  and  also  the 
length  of  stay  of  the  NHSC  personnel  after  being  placed  in  a 
designated  area. 

The  second  order  of  business  concerned  discussion  on  moni- 
toring government  negotiated  fee  schedules.  It  was  the  feeling  of 
the  Commission  that  the  Association  should  not  become  in- 
volved in  negotiating  a fee  schedule  at  this  time.  The  Commis- 
sion also  felt  that  the  new  coding  system  CPT-4,  as  presented  by 
the  AMA,  was  satisfactory.  Dr.  Javurek  informed  the  Commis- 
sion that  a film  explaining  the  CPT-4,  was  available,  and  it  would 
be  of  value  to  show  at  a state  or  district  meeting.  The  Commis- 
sion stated  that  they  would  continue  to  monitor  this  situation  as 
additional  information  is  made  available. 

The  next  order  was  a discussion  of  manpower  growth  of  allied 
health  groups.  The  Commission  expressed  great  concern  regard- 
ing the  proposed  “physician  glut”  coming  to  South  Dakota  with- 
in the  next  five  years.  The  Commission  suggested  that  the  Med- 
ical Association  be  more  cautious  about  getting  involved  and 
encouraging  new  programs  in  our  state.  Dean  Hollerman  made 
available  the  list  of  allied  health  programs  in  the  state  and 
informed  the  Commission  that  he  would  be  recommending  to 
the  LCME  that  class  sizes  at  USDSM  be  cut  from  65  to  50 
students,  and  possibly  40.  Action:  The  Commission  suggested 
that  the  Medical  Association  prepare  a breakdown  of  allied 
health  groups  by  specialty  and  area  for  a further  review  at  the 
Commission’s  next  meeting.  The  motion  was  seconded  and  car- 
ried. 

In  the  next  order  of  business,  the  Commission  received 
information  on  the  Improved  Child  Health  Project,  which  is  a 
federally  funded  program  administered  by  the  Health  Depart- 
ment, and  reviewed  the  Rural  Infant  Care  Program,  which  will 
be  funded  by  the  Robert  Wood  Johnson  Foundation  and  ad- 
ministered through  the  department  of  OB/Gyn  of  the  School  of 
Medicine.  The  RICP  had  previously  been  submitted  to  the  sub- 
committee of  this  Commission  and  the  Executive  Commission 
for  review.  Dr.  Hollerman  informed  the  Commission  of  a project 
entitled  “BAD  SMOKE”,  which  is  a study  to  be  funded  by 
federal  monies  with  proposed  administration  through  the  Health 
Department  and  Medical  School.  Dr.  Hollerman  indicated  to  the 
Commission  that  the  Medical  School  would  not  get  involved 
with  the  proposal  as  drafted  because  of  the  brief  planning  time 
allotted  and  because  he  does  not  want  to  over-commit  the  Med- 
ical School  financially  at  this  point. 

In  the  next  order  of  business,  a report  on  the  EMS  northeast 
regional  proposal  was  brought  back  to  the  Commission  following 
action  by  the  Council  at  their  meeting  in  January.  To  date,  there 
has  been  no  request  from  the  contacted  hospitals,  but  we  antici- 
pate further  communication.  Since  it  appears  that  some  form  of 
program  would  be  beneficial  for  the  state  to  endorse,  the  chair- 
man brought  up  as  a recommendation  an  alternate  plan  for  con- 
sideration by  physicians  and  hospital  staff  personnel  in  the  north- 
east region.  This  would  be  to  follow  the  American  College  of 
Surgeons  1979  Update  for  Multiple  Trauma  Management.  This 
update  has  just  been  completed  and  printed  under  the  auspices  of 
the  Committee  on  Trauma  of  the  American  College  of  Surgeons. 
Dr.  Tam  moved  that  the  Commission  recommend  for  considera- 
tion as  an  alternate  plan  for  the  northeast  area  the  American 
College  of  Surgeons  1979  Update  for  Multiple  Trauma  Manage- 
ment. The  motion  was  seconded  and  carried. 

In  the  next  order  of  business,  discussion  on  proposed  com- 
puterized immunization  record  program  of  the  South  Dakota 
Pediatric  Society  was  presented  by  Dr.  Gerald  Loos.  This  pro- 
posal has  been  previously  reviewed  and  accepted  by  the  South 


Dakota  Chapter  of  the  Academy  of  Pediatrics  and  the  South 
Dakota  Pediatric  Society.  This  system  is, now  in  use  in  New 
Mexico  and  New  Hampshire.  It  does  have  information  available 
which  would  begin  at  birth  and  no  waiting  until  child  reaches 
school  age.  The  information  is  available  at  any  location  through  a 
WATS  line.  Dr.  Javurek  moved  that  the  Commission  recom- 
mend to  the  Council  that  the  SDSMA  endorse  the  concept  of 
this  program.  The  motion  was  seconded  and  carried. 

In  the  next  order  of  business,  the  Commission  reviewed  a 
request  from  the  Department  of  Home  Economics,  South  Dako- 
ta State  University,  regarding  a burn  study  questionnaire.  The 
department  is  requesting  that  the  Medical  Association,  by  a letter 
of  endorsement,  encourage  completion  of  the  burn  study  ques- 
tionnaire which  they  are  submitting  to  hospitals  in  South  Dakota. 
The  Department  of  Home  Economics  has  decided  to  proceed 
with  the  study,  despite  previous  Council  action  not  to  endorse 
this  project.  After  discussion,  the  Commission  recommended 
that  the  Council  reaffirm  its  previous  action  not  to  endorse  this 
project.  The  motion  was  seconded  and  carried. 

In  the  next  order  of  business,  USDSM  grant  proposal  sub- 
mitted by  Dr.  William  C.  Fuller  was  reviewed.  During  discus- 
sion, it  was  found  that  this  grant  request  had  not  gone  through 
the  previously  requested  chain  of  command  and  the  Dean  was 
not  appraised  of  this  before  its  presentation  to  the  Commission. 
The  Commission  recommended  that  Dr.  Fuller  be  informed  that 
the  Commission  on  Medical  Service  would  not  take  action  on 
this  grant  proposal  until  it  had  been  reviewed  and  approved  by 
the  administration  of  the  Medical  School  first.  The  motion  was 
seconded  and  carried. 

In  the  last  order  of  business,  the  Commission  reviewed  the 
request  from  the  South  Dakota  Foundation  for  Medical  Care 
concerning  the  Foundation’s  review  as  to  medical  necessity  of 
services  provided  in  those  cases  where  fiscal  agents  were  unable 
to  make  this  determination  themselves.  It  was  felt  that  while 
this  involved  physician  medical  decisions,  it  could  also  cause 
adverse  public  relations,  was  costly  and  time  consuming  and 
could  jeopardize  the  intent  of  PSRO.  Dr.  Tam  moved  that  the 
South  Dakota  Foundation  for  Medical  Care  not  become  in- 
volved in  such  a program.  The  motion  was  seconded  and  defeat- 
ed with  a vote  of  4-3. 

There  being  no  further  business,  the  meeting  adjourned  at 
12:00  noon. 

Respectfully  submitted, 

H.  L.  Saylor,  Jr.,  M.D. 

Chairman 

Commission  on  Medical  Service 
The  Reference  Committee  reviewed  the  Report  of  the  Commission  on 
Medical  Service.  The  Reference  Committee  recommends  the  accept- 
ance of  the  Report  of  the  Commission  on  Medical  Service  and  would 
like  to  commend  the  Commission  for  their  work  and  efforts  during  the 
year. 


REPORT  OF  THE  COMMISSION  ON 
SCIENTIFIC  MEDICINE 

The  Commission  on  Scientific  Medicine  met  on  two  occasions 
during  the  year  1979-80.  The  first  of  these  meetings  occurred  on 
September  8,  1979,  and  the  business  delegated  by  the  Council  to 
the  Commission  on  Scientific  Medicine  was  considered. 

The  first  of  these  requested  review  of  the  continuing  medical 
education  requirement  for  membership.  This  was  discussed  at 
length  at  the  Commission  level.  The  reference  committee  of  the 
miscellaneous  business  and  special  committees  had  referred  the 
subject  back  to  the  Commission  for  restudy  and  evaluation.  Af- 
ter considerable  deliberation,  the  Commission  recommended  to 
the  Council  of  the  State  Medical  Association  that  they  continue 
to  require  a specific  number  of  Category  I continuing  medical 
education  hours  for  membership  and  that  these  hours  be  amast 
over  three  year  periods  and  that  January  1,  1981  be  the  starting 
date.  After  this  was  submitted  to  the  Council  and  subsequently  at 
the  spring  meeting,  the  action  of  the  Council  with  regard  to  this 
was  reviewed.  Subsequently  at  the  meeting  of  March  22,  1980, 
the  Commission  accepted  the  recommendation  of  the  Council 
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that  the  bylaws  be  changed  to  remove  this  requirement  for  mem- 
bership in  the  South  Dakota  State  Medical  Association, 

The  major  priority  of  the  Commission  on  Scientific  Medicine  is 
funding  for  the  scientific  program  of  the  annual  meeting.  This 
was  considered  at  both  the  fall  and  the  spring  meeting  of  the 
Commission  and  was  duly  implemented  with  the  presentation  of 
a program  which  hopefully  will  be  very  helpful  to  the  mem- 
bership. The  Commission  on  Scientific  Medicine  was  delegated 
the  responsibility  of  dealing  with  a resolution  submitted  to  the 
House  of  Delegates.  After  due  consideration  at  the  Commission 
level,  it  was  submitted  to  the  South  Dakota  Pediatric  Association 
and  the  recommendation  was  accepted.  This  recommendation  is 
attached. 

At  the  spring  meeting  of  the  Commission,  they  recommended 
to  the  Council  that  the  Association  adopt  a policy  similar  to  the 
South  Dakota  Family  Practice  Association  policy  on  speaker 
honorariums.  A copy  of  these  is  attached. 

The  Commission  also  acted  on  a recommendation  from  the 
South  Dakota  Pediatric  Society  with  regard  to  the  management 
of  juvenile  diabetes.  The  Commission  did  not  feel  it  was  in  a 
position  to  set  a standard  of  care  for  South  Dakota  through  the 
State  Medical  Association,  and  that  although  we  cannot  quarrel 
with  the  content  of  the  paper,  there  were  some  questions  raised 
as  to  the  covering  letter  which  indicated  these  were  standards  of 
care,  whereas  the  title  of  the  paper  was  “Recommendations  for 
Care.” 

Also  considered  were  recommendations  from  the  Pediatric- 
Society  with  regard  to  PKU  and  seatbelt  legislation  for  children. 
It  was  the  recommendation  of  the  Commission  to  the  Council 
that  a statement  be  submitted  to  the  Pediatric  Society  indicating 
that  the  charge  of  the  Commission  on  Scientific  Medicine  is  to 
educate  and  not  legislate.  The  Commission  has  recommended 
this  information  be  submitted  as  an  educational  tool  for  the 
South  Dakota  Journal  of  Medicine  for  publication  but  does  not 
feel  it  is  appropriate  for  the  South  Dakota  State  Medical  Associa- 
tion to  endorse  legislative  programs  of  this  type. 

With  regard  to  the  PKU,  it  was  felt  it  would  be  appropriate  for 
the  South  Dakota  State  Medical  Association  to  support  repeal  of 
the  law  rather  than  risk  the  liability  of  exposure  to  a law  without 
adequate  funding,  which  has  been  very  difficult  to  enforce.  Much 
preliminary  discussion  has  been  held  with  regard  to  the  centen- 
nial meeting  of  the  South  Dakota  State  Medical  Association 
meeting  to  be  held  in  1981,  The  Commission  will  be  working 
closely  with  the  Council  and  the  President  with  regard  to  making 
this  a very  proper  and  appropriate  meeting  for  the  membership 
of  the  South  Dakota  State  Medical  Association. 

Respectfully  submitted, 

James  C.  Larson,  M.D. 

Chairman 

Commission  on  Scientific  Medicine 
The  Reference  Committee  considered  the  Report  of  the  Commission 
on  Scientific  Medicine.  The  Reference  Committee  recommended  the 
acceptance  of  this  report. 


South  Dakota  Pediatric  Society  and 
South  Dakota  Chapter  of  AAP 
January  29,  1980 

To  the  Commission  on  Scientific  Medicine 
of  the  South  Dakota  State  Medical  Association 
Dr,  James  Larson,  Chairman 

Dear  Colleagues: 

A copy  of  a suggested  resolution  to  support  the  aims  of 
INFACT  was  referred  by  your  Commission  to  the  South  Dakota 
Pediatric  Society  and  the  South  Dakota  Chapter  of  the  American 
Academy  of  Pediatrics  for  input.  The  following  summary  of  the 
background  and  the  problem  as  well  as  our  recommendation 
were  approved  by  the  Executive  Committee  of  our  organization 
and  are  submitted  for  your  perusal. 

Background: 

INFACT  is  an  organization  backed  by  almost  200  religious 
groups  of  all  denominations,  operating  out  of  the  basement  of  a 


religious  center  near  the  University  of  Minnesota.  Their  budget 
in  1978  was  $29,000. 

NESTLE  Alimentana  Co.  is  a multinational  corporation  with 
headquarters  in  Vevey,  Switzerland.  Its  annual  revenues  from 
sales  of  all  sorts  of  food  produce  are  estimated  several  billion 
dollars. 

Nestle  is  the  world’s  largest  producer  of  baby  formulas,  ac- 
counting for  1/3  to  2/3  of  the  $1.5  billion  in  annual  industry  sales 
worldwide. 

Nestle  has  allegedly  advertised  and  promoted  powdered  infant 
formula  sales  in  undeveloped  countries  (Africa,  Asia,  Latin 
America)  in  a manner  that  was  designed  to  convince  mothers 
that  the  packaged  product  is  an  acceptable  substitute  for  breast 
feeding  of  newborn  children.  In  part,  this  campaign  was  sup- 
posedly to  have  included  benefits  for  professionals  and  sales 
people  posing  as  “milk-nurses.” 

Due  to  the  fact  that  in  these  underdeveloped  countries  prob- 
lems existed  with  sanitation,  refrigeration  and  sterilization,  it  is 
assumed  that  spoiled  and  contaminated  formula  caused  illnesses 
and  deaths.  In  many  cases,  the  cost  of  the  product  consumed  an 
inordinate  amount  of  the  family  income,  which  then  led  to  over- 
dilution and  malnutrition. 

Because  Nestle  is  based  in  Europe,  it  is  not  susceptible  to 
legislation  or  litigation  in  this  country.  And  that’s  why  INFACT 
started  the  “Boycott  Nestle”  in  order  to  convince  the  company 
to  act  more  responsible. 

Only  a few  products  are  distributed  under  the  company’s  cor- 
porate name  in  the  United  States;  Nestle  Crunch  candy  bars, 
Nestea  instant  tea,  and  Nescafe  instant  coffee.  The  following  is 
an  additional  list  of  affiliated  or  subsidiary  firms;  Libby,  McNeill 
and  Libby  canned  foods,  Stouffer  frozen  foods.  Tasters’  Choice 
coffee,  Beringer  Brothers  wines,  Crosse  and  Blackwell  specialty 
foods,  L’Oreal  cosmetics  and  Deer  Park  Mountain  Spring  water. 

In  1978,  a Senate  Subcommittee,  chaired  by  Senator  Edward 
M.  Kennedy  conducted  hearings  on  the  subject  without  coming 
to  conclusions. 

Problem: 

Nestle  has  been  accused  of  the  described  promotion  and  sales 
techniques  in  the  Third  World.  Allegedly,  it  continues  to  do  so  at 
the  present. 

The  company  has  only  subsidiary  firms  in  this  country,  none  of 
them  in  the  infant  formula  business.  They  have  no  legal  prob- 
lems in  the  United  States.  The  proposed  boycott,  besides  from 
being  questionable  legally  and  difficult  to  carry  out,  would  hit 
organizations  and  persons  who  have  no  influence  to  change 
Nestle’s  attitude. 

Why  is  “powdered”  milk  singled  out?  Powdered  milk  formula 
is  the  indicated  substitute  feeding  for  the  occasionally  missed 
breast  feeding;  and,  if  prepared  in  portions  for  one  feeding  only, 
less  likely  subject  to  spoiling  due  to  the  lack  of  refrigeration  and 
contamination;  provided  the  original  water  was  clean.  Liquid 
formula,  concentrated  or  not,  would  be  more  dangerous  in  these 
respects  and  more  expensive. 

If  a mother  in  underdeveloped  countries  is  unable  to  nurse  for 
any  reason  and  wet  nurses  are  not  available,  how  does  INFACT 
propose  to  feed  these  babies?  Could  it  be  that  in  summary  the 
formula  has  saved  more  babies  than  it  possibly  made  sick  or 
killed?  Contaminated  water  is  dangerous  to  infants,  no  matter  if 
given  straight  or  in  milk. 

The  central  question  remains,  therefore,  unanswered  (from 
the  Senate  Hearings  1978):  “Can  a product  which  required  clean 
water,  good  sanitation,  adequate  family  income  and  a literate 
parent  to  follow  printed  instructions,  be  properly  and  safely  used 
in  areas  where  water  is  contaminated,  sewage  runs  in  the  streets, 
poverty  is  severe,  and  illiteracy  is  high?” 

Recommendations : 

The  South  Dakota  Pediatric  Society  and  the  South  Dakota 
Chapter  of  the  AAP  urges  that  the  South  Dakota  State  Medical 
Association  and  its  members  go  on  record  “to  encourage  breast 
feeding  of  newborn  infants  whenever  appropriate,  and  to  educate 
mothers  about  the  superiority  of  breast  milk  as  a source  of  infant 
nutrition. 
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We  recommend  further  that  the  above  statement  be  printed 
and  distributed  through  the  Grabbag,  and  furthermore  that  the 
INFACT  resolution  be  tabled  because  of  being  counter-pro- 
ductive, unenforceable  and  based  on  uncertain  or  questionable 
evidence.  This’shall,  however,  not  be  interpreted  that  physicians, 
as  individuals,  cannot  join  the  Nestle  Boycott. 

Sincerely  yours, 

E.  H.  Heinrichs,  M.D. 

President,  South  Dakota  Pediatrics  Society 
Chairman,  South  Dakota  Chapter  of  AAP 


SDAFP  POLICY  ON 

BLACK  HILLS  SEMINAR  SPEAKER  HONORARIA 

1.  SDAFP  will  pay  a speaker  S200/day  for  each  day  of  pres- 
entations. 

A.  Maximum  prepared  talks  expected: 

1)  Three  in  one  day. 

2)  Four  in  two  days. 

B.  Additional  format  that  may  be  requested  from  time  to 
time,  in  addition  to  prepared  talks,  with  no  increase  in 
honorarium: 

1)  Panel  discussions. 

2)  Q & A periods. 

3)  Informal  luncheon  leader. 

4)  Informal  small  group  session. 

5)  Other  similar  activities. 

2.  SDAFP  will  pay  equivalent  round  trip  “coach”  airfare. 
Ground  mileage  will  be  paid  at  a rate  of  21  C/mile,  but  not  to 
exceed  equivalent  “coach”  airfare. 

3.  SDAFP  will  not  pay  additional  amounts  for  room,  meals,  and 
other  incidental  expenses,  including  auto  rentals.  These  are 
allowed  for  in  the  honorarium. 

4.  This  policy  will  be  sent  to  all  potential  speakers  by  the  Secre- 
tary-Treasurer, so  there  will  be  no  confusion  as  to  financial 
arrangements. 


REPORT  OF  THE  COMMISSION  ON  INTERNAL 

AEFAIRS, 

COMMUNICATIONS  AND  LIAISON 

The  Commission  met  twice  during  the  last  year.  Both  meetings 
were  held  in  Sioux  Falls.  The  Commission  considered  medical 
student  and  intern/resident  involvement  in  the  South  Dakota 
State  Medical  Association  and  made  recommendations  to  the 
Council  regarding  establishment  of  dues  for  those  membership 
categories  and  also  recommendations  regarding  voting  repre- 
sentation from  each  of  the  categories  above.  This  item  was 
considered  by  the  Council  and  subsequently  referred  back  to  the 
Commission  for  further  definition  and  recommendations  to  the 
Commission,  then  forwarded  to  the  House  of  Delegates  as  pro- 
posed by  law  revisions. 

The  Commission  reviewed  a copy  of  the  survival  guide  as 
proposed  by  the  Seventh  District  Medical  Society  and  Seventh 
District  Medical  Auxiliary  to  be  included  in  the  telphone  directo- 
ry and  recommended  to  the  Council  that  this  program  be  im- 
plemented in  South  Dakota. 

The  Commission  recommended  to  the  Council  that  a sub- 
committee of  the  Commission  be  appointed  to  work  out  the 
details  of  the  public  information  program  which  would,  hopeful- 
ly, improve  media  relationships  and  provide  positive  input  for 
the  news  media. 

The  Commission  considered  a proposed  cancer  information 
system  for  the  State  of  South  Dakota  and  recommended  to  the 
Council  that  the  program  be  accepted  and  endorsed  by  the  South 
Dakota  State  Medical  Association. 

The  Commission  reviewed  the  present  membership  recruit- 
ment program  utilized  by  the  South  Dakota  State  Medical 
Association  and  recommended  to  the  Council  that  each  of  the 
local  district  medical  societies  set  up  committees  or  assign  a per- 
son to  be  in  charge  of  recruitment  of  new  members  within  the 
district  medical  society.  The  Commission  also  recommended 


that  a personal  visit  be  made  by  a member  physician  to  pro- 
spective non-members. 

The  Commission  recommended  to  the  Council  that  the  Med- 
ical Association  publish  a membership  directory  of  physicians. 

The  Commission  reviewed  the  present  financial  status  of  the 
Health  Career  Loan  Fund  and  also  the  present  and  future  im- 
plications of  the  Truth-in-Lending  Law.  It  was  subsequently  rec- 
ommended to  the  Medical  Auxiliary  that  this  fund  be  used  to 
establish  a scholarship  and  that  the  interest  earned  each  year  be 
used  to  grant  scholarships  and  that  the  principal  remain  intact. 

The  Commission  also  reviewed  a proposed  meeting  schedule 
which  would  include  three  regularly  scheduled  Commission 
meetings  on  Friday  morning,  a “top  brass”  session  on  Friday 
afternoon  and  a Council  meeting  which  would  take  place  on 
Saturday.  It  was  the  recommendation  to  the  Council  that  this 
format  be  attempted  on  a trial  basis  and  that  plans  be  made  to 
implement  the  proposal  for  the  fall  of  1980. 

Dr.  Merritt  Auld  of  Yankton  died  in  February  of  this  past  year. 

The  Health  Career  Loan  Fund  reported  the  following  activity 
in  the  past  twelve  months: 

Balance  in  Savings  Account 

March  1,  1979  

Income 

Interest  S2,177.12 

Principal 1,926.17 

Total  Income  $4,103.29 

Transferred  from 

Money  Market  Cert 2,000.00 

$6,103.29 


Expenses 

Loans  (11) 5,500.00 


Balance  in  Savings  3-1-80 

Assets 

Money  Market  Cert $10,000.00 

Savings  Account  6,242.62 

$16,242.62 

Outstanding  Loans  13,804.22 

Total  Assets  $30,046.84 

During  the  year,  the  Commission  reviewed  each  of  the  finan- 
cial reports  of  the  South  Dakota  State  Medical  Association,  the 
Journal  account  and  Building  Fund.  The  Budget  and  Audit  Com- 
mittee (consisting  of  the  Executive  Committee  and  the  Chair- 
man of  this  Commission)  reviewed  a budget  for  the  fiscal  year 
1980-81.  The  budget  was  submitted  to  the  Council  and  approved 
for  transmittal  to  the  House  of  Delegates.  The  proposed  budget 
is  attached  as  part  of  this  report. 

Respectfully  submitted, 
Lawrence  W.  Finney,  M.D. 

Chairman 

Commission  on  Internal  Affairs, 
Communications  & Liaison 
The  Reference  Committee  considered  the  Report  of  the  Commission 
on  Internal  Affairs,  Communications  and  Liaison.  The  Reference 
Committee  recommends  the  acceptance  of  this  report  with  one  addi- 
tion: that  the  name  of  Carson  Miirdy,  M.  D.  be  added  to  the  list  of 
member  physicians  who  died  during  the  past  year. 

BUDGET  1979-80 

SOUTH  DAKOTA  STATE  MEDICAL  ASSOCIATION 
GENERAL  FUND 
INCOME 

BUDGETED  PROPOSED 

ITEM  79-80  80-81 

State  Dues  $145,000.00  $150,000.00 

Annual  Meeting  14,000.00  15,000.00 


$ 5,639.33 


6,103.29 

$11,742.62 

5,500.00 

$ 6,242.62 
$ 6,242.62 
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Refunds  & Misc. 

4,000.00 

4,000.00 

Car  Reimbursement 

250.00 

252.00 

Continuing  Med.  Ed. 

1,000.00 

1,000.00 

Salary  Reimbursement 

7,800.00 

9,300.00 

Other  Programs 

7th  District  Salary  Reim 

1,200.00 

1,350.00 

Equip.  Repl.  Fund 

— 

2,400.00 

AAFP  Salary  Reim. 

1,200.00 

1,500.00 

Collection  Service 

1,000.00 

2,000.00 

Interest 

5,000.00 

6,500.00 

WPPA 

750.00 

— 

$181,200.00 

EXPENSES 

$193,302.00 

BUDGETED 

PROPOSED 

ITEM 

79-80 

80-81 

Salaries 

$ 87,000.00 

$ 90,000.00 

Social  Security 

5,500.00 

6,000.00 

Legal  Audit 

5,500.00 

6,000.00 

Telephone 

3,500.00 

3,500.00 

Office  Supplies 

6,500.00 

6,500.00 

Dues  & Sub. 

600.00 

900.00 

Physicians’  Travel 

7,250.00 

9,000.00 

Annual  Meeting 

15,000.00 

15,000.00 

Public  Relations 

5,000.00 

4,000.00 

Journal  Subsidy 

5,000.00 

5,000.00 

Postage 

4,500.00 

5,000.00 

Miscellaneous 

100.00 

100.00 

Legislation 

3,000.00 

5,500.00 

Car  Expense 

1,200.00 

1,200.00 

Staff  Travel 

8,500.00 

10,000.00 

Insurance 

1,500.00 

1,200.00 

Retire/Fringe  Benefits 

13,000.00 

16,000.00 

Taxes 

200.00 

200.00 

Aux.  Newsletter 

800.00 

800.00 

Employment  Tax 

200.00 

400.00 

CME 

800.00 

800.00 

Income  Tax 

1,000.00 

1,000.00 

Replacement  of  Equip. 

2,000.00 

2,000.00 

$177,150.00 

$190,100.00 

Reserve 

3,550.00 

3,202.00 

$181,200.00 

$193,302.00 

BUILDING  FUND 

INCOME 

BUDGETED 

PROPOSED 

ITEM 

79-80 

80-81 

Foundation  Rent 

$10,800.00 

$11,880.00 

Bd.  of  Exam.  Rent 

2,400.00 

2,400.00 

Interest  Income 

7,500.00 

7,600.00 

$20,700.00 

EXPENSES 

$21,880.00 

BUDGETED 

PROPOSED 

ITEM 

79-80 

80-81 

Salaries,  Staff 

& 9,500.00 

$10,580.00 

Utilities 

2,600.00 

2,500.00 

Taxes  & Insurance 

4,200.00 

4,500.00 

Maint.  & Supplies 

3,200.00 

3,200.00 

Legal  & Audit 

1,200.00 

1,100.00 

$20,700.00 

JOURNAL 

INCOME 

$21,880.00 

BUDGETED 

PROPOSED 

ITEM 

79-80 

80-81 

Advertising 

$17,000.00 

$18,000.00 

Subscriptions 

1,200.00 

800.00 

Refunds 

720.00 

720.00 

Journal  Subsidy 

5,000.00 

5,000.00 

Miscellaneous 

500.00 

600.00 

Contribution 

— 

— 

$24,420.00 

EXPENSES 

25,120.00 

BUDGETED 

PROPOSED 

ITEM 

79-80 

80-81 

Salary,  Editor 

$ 720.00 

$ 720.00 

Salary,  Staff 

1,500.00 

1,500.00 

Legal  & Audit 

100.00 

100.00 

Travel 

— 

— 

Social  Security 

100.00 

100.00 

Telephone 

100.00 

100.00 

Postage 

1 ,000.00 

1,000.00 

Office  Sup.  & Print. 

20,900.00 

21,600.00 

$24,420.00 

$25,120.00 

REPORT  OF  THE  COMMITTEE  FOR 
CONTINUING  MEDICAL  EDUCATION 

The  basic  news  in  the  medical  accreditation  field  has  been  in 
the  withdrawal  of  the  AMA  from  the  LCCME  with  the  AMA 
now  taking  over  the  accreditation  process.  This  affects  us  on  a 
local  level  only  in  that  it  makes  it  much  easier  for  accreditation  to 
be  performed.  No  new  institutes  have  been  accredited  this  year, 
although  the  reaccreditation  of  the  Rapid  City  Regional  Hospitals 
was  accomplished. 

Respectfully  submitted, 

Gene  Koob,  M.D. 

Chairman 

Committee  for  Continuing 

Medical  Education 

The  Reference  Committee  reviewed  the  Report  of  the  Committee  for 
Continuing  Medical  Education  and  recommended  adoption  of  this 
report. 

REPORT  OF  THE  GRIEVANCE  COMMISSION 

As  Chairman  of  the  Grievance  Commission,  we  have  had  one 
meeting  following  the  annual  meeting  in  1979.  However,  many 
communications  have  been  circulated  to  various  members  of  the 
Commission,  and  we  have  handled  most  of  the  grievances 
against  physicians  in  hopefully  an  honest  and  efficient  manner 
and  will  continue  to  review  grievances  that  are  presently  before 
this  Commission. 

There  will  be  another  meeting  of  the  Grievance  Commission 
at  the  annual  meeting  in  1980  for  a final  resolution  of  some 
grievances  which  will  require  the  presence  of  all  members  of  the 
Commission  to  make  a final  conclusion. 

Respectfully  submitted, 

Gerald  E.  Tracy,  M.D. 

Chairman 

Grievance  Commission 
The  Reference  Committee  reviewed  the  Report  of  the  Grievance  Com- 
mission and  recommended  the  adoption  of  this  report. 


REPORT  OF  THE  LONG  RANGE 
PLANNING  COMMITTEE 

The  members  of  the  Committee  are  T.  H.  Sattler,  M.D., 
Chairman;  Karl  Wegner,  M.D.;  Dennis  Johnson,  M.D.;  Michael 
Pekas,  M.D.;  Charles  Tesar,  M.D.;  H.  J.  Stensrud,  M.D.;  W. 
Nicol  Guddal,  M.D.;  and  Jay  Bachmayer,  M.D. 

The  committee  met  on  October  2,  1979  and  April  8,  1980. 
Monitoring  the  previous  identified  primary  areas  of  study  con- 
tinues to  receive  the  major  attention  of  the  Committee.  Recom- 
mendations were  forwarded  to  the  respective  Commissions  and 
to  the  Council  of  the  State  Medical  Association. 

It  remains  vital  to  South  Dakota  health  planning  that  monitor- 
ing by  physician  members  of  the  South  Dakota  State  Medical 
Association  be  a serious  continuing  commitment.  The  physi- 
cians’ participation  on  the  HSA  Committees  and  Task  Forces  is 
essential. 

A new  area  of  expanded  responsibility  of  the  HSA  and  the 
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SHPOA  is  in  the  process  of  development.  This  is  termed  the 
"Appropriateness  Review”  program.  All  existing  institutional 
health  services  will  be  reviewed  according  to  the  criteria  of  avail- 
ability, accessibility,  acceptability,  continuity,  cost  and  quality.  It 
is  the  Committee's  recommendation  that  the  South  Dakota  State 
Medical  Association  take  an  active  role  in  monitoring  this  pro- 
gram. 

District  members  and  individual  hospital  staff  members  are 
urged  to  participate  in  the  Appropriateness  Review  studies. 

Complete  reports  are  on  file  with  the  Council  and  the  South 
Dakota  State  Medical  Association  office. 

Respectfully  submitted, 
T H.  Sattler,  M.D. 
Chairman 

The  Reference  Committee  reviewed  the  Report  of  the  Long  Range 
Planning  Committee.  The  Reference  Committee  recommended  adop- 
tion of  this  report. 

REPORT  OF  THE  SOUTH  DAKOTA  POLITICAL 
ACTION  COMMITTEE 

In  the  past  1 have  always  been  able  to  report  to  you  in  a 
positive  manner.  I must  do  differently  in  1980. 

For  whatever  reason  — the  economy,  increased  indifference  to 
political  activity,  or  disenchantment  with  SoDaPAC  activity- 
membership  is  the  lowest  at  this  stage  of  any  in  my  four  years  as 
Chairman. 

I must  remind  you  that  with  each  election  year,  our  future  is 
more  and  more  tied  up  with  government— at  all  levels. 

I must  remind  you  that  SoDaPAC  is  a single  interest  and 
bypartisan  organization.  We  are  interested  in  supporting  can- 
didates who  will  support  our  positions  with  their  votes,  regard- 
less of  their  political  affiliation.  These  candidates  will  not  always 
be  the  ones  we  would  support  as  individual  voters  when  consid- 
ered from  a broad  political  philosophical  view, 

I must  remind  you  that  political  activity  is  expensive  and  be- 
comes more  so  with  plloping  inflation,  like  everything  else. 

SoDaPAC’s  positive  effect  has  been  more  than  adequately 
documented  previously.  We  may  not  always  please  every  mem- 
ber in  our  selection  of  candidates  to  support,  but  the  great  major- 
ity we  have  supported  and  who  have  won  are  doing  a job  for  us— 
just  ask  our  lobbyists. 

I hope  that  we  can  say  when  1980  is  past  that  the  members  of 
SDSMA  and  its  Auxiliary  supported  SoDaPAC  and  AMPAC 
better  than  ever  before,  and  that  the  elections  of  this  crucial  year 
will  bear  fruit  in  even  greater  abundance  for  the  free  and  private 
practice  of  medicine  than  ever  before. 

Respectfully  submitted, 

T.  J,  Wrage,  Jr.,  M.D. 

Chairman 

The  Reference  Committee  reviewed  the  Report  of  the  South  Dakota 
Political  Action  Committee  and  recommended  adoption  of  this  report. 
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REPORT  OF  THE  ENDOWMENT  ASSOCIATION 

The  South  Dakota  Medical  School  Fndowment  Association 
has  continued  to  support  loans  to  students  at  the  University  of 
South  Dakota  School  of  Medicine. 

The  number  of  loans  has  obviously  increased  since  we  are  now 
giving  loans  to  four  classes  of  students  rather  than  to  the  pre- 
vious two.  While  there  are  a few  who  do  not  pay  on  schedule,  we 
are  happy  to  report  that  most  of  our  students  who  receive  money 
from  the  Endowment  Association  have  continued  to  repay  their 
indebtedness  on  time,  thus  beginning  to  show  some  good  de- 
signs towards  a revolving  fund  that  will  be  available  for  future 
students.  There  is  continued  need  for  support  of  the  Endowment 
Association  for  all  phases  of  help  to  the  University  of  South 
Dakota  School  of  Medicine,  but  particularly  to  the  student  loan 
fund  program. 

The  Endowment  Association  this  year  also  has  supported  the 
financial  development  of  the  South  Dakota  Medical  School 
Alumni  .Association,  and  much  more  will  be  heard  about  this  in 
the  coming  year.  An  Executive  Secretary  has  been  hired  for  the 
Medical  School  Alumni  Association. 

Repectfully  submitted, 

Gerald  E.  Tracy,  M.D. 

Chairman 

Endowment  Association 
The  Reference  Committee  reviewed  the  Report  of  the  South  Dakota 
Medical  School  Endowment  .Association  and  recommended  adoption 
of  this  repori. 


ANNUAL  MEETING 
MINUTES 

SOUTH  DAKOTA  MEDICAL  SERVICE,  INC. 

CORPORATE  BODY  MEETING 

May  30,  1980,  9:30  a.m. 

Sheraton  Motor  Inn,  Aberdeen,  South  Dakota 

Chairman  Aspaas  called  the  meeting  of  the  Corporate  Body  of 
South  Dakota  Medical  Service,  Inc.,  to  order  at  9:30  o'clock  a.m. 
on  May  30,  1980,  at  the  Sheraton  Motor  Inn,  in  Aberdeen, 
South  Dakota. 

Upon  roll  call,  the  following  members  of  the  Corporate  Body 
of  South  Dakota  Medical  Service,  Inc.,  were  present: 

Doctors  Duane  Reaney,  Winston  Odland,  Bruce  Lushbough, 
Joseph  Hamm,  Durward  Lang,  William  Taylor,  Gerald  Tracy, 
Russell  Harris,  Bernard  Gerber,  G.  Robert  Bartron,  A.  A.  Lam- 
pert,  Jr.,  R.  C.  Jahraus,  David  Buchanan,  R.  G.  Gere,  Paul 
Aspaas,  William  Rossing,  Frank  Messner,  A.  J.  Barrett,  N.  R. 
Whitney,  Roger  Millea,  Robert  Ferrell,  M.  George  Thompson, 
James  Wunder,  J.  A.  Eckrich,  Jr.,  J.  D.  Bachmayer,  B.  G.  Welge, 
James  Larson,  James  Rud,  John  B.  Davis,  Emil  Holer,  William 
Huet,  Walter  Baas,  Dennis  Johnson,  Gerald  Loos,  Rodney  Par- 
ry, Lowell  Hyland,  Bill  Church,  Robert  VanDemark,  Robert 
Talley,  Jay  Hubner,  John  Willcockson,  William  Jones,  Myron 
Jerde,  Ray  Burnett,  Louis  Hogrefe,  James  E.  Ryan,  E.  A.  John- 
son, and  Dale  Berkebile. 

A quorum  being  present,  the  Chairman  declared  the  annual 
meeting  of  the  Membership  of  the  Corporate  Body  of  South 
Dakota  Medical  Service,  Inc.,  to  be  duly  in  session  for  the  trans- 
action of  business. 

Dr.  G.  Robert  Bartron  moved  that  reading  of  the  minutes  of 
the  last  meeting  of  the  Corporate  Body,  being  the  1979  Annual 
Meeting,  be  waived,  the  same  having  been  published  in  the 
Corporate  Handbook  and  previously  mailed  to  each  member. 
Such  motion  was  seconded  by  Dr.  Durward  Lang.  Upon  voice 
vote,  the  same  was  approved  unanimously. 

Dr.  Aspaas,  Chairman  of  the  Board,  presented  the  Chairman’s 
message  to  the  Corporate  Body  as  contained  in  writing  in  the 
Delegate’s  Handbook.  He  emphasized  that  the  year  since  last 
June’s  Corporate  Body  Meeting  was  one  of  challenge  for  South 
Dakota  Blue  Shield.  The  non-exempt  employees  of  Blue  Shield 
voted  to  unionize;  for  the  first  time.  South  Dakota  Blue  Shield 
was  audited  by  IRS;  the  legislature  passed  mandated  benefits  for 
services  of  chiropractors,  optometrists,  physicians’  assistants. 
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nurse  practitioners  and  midwives;  and  the  Federal  Trade  Com- 
mission continues  to  investigate  the  board  makeup  of  Blue 
Shield  Plans  generally. 

He  stated  that  in  spite  of  the  foregoing.  South  Dakota  Blue 
Shield  did  strengthen  its  financial  condition  and  hopes  to  con- 
tinue to  offer  a quality  prepaid  health  plan  at  the  lowest  cost 
possible.  He  thanked  the  membership  for  their  cooperation. 

Mr.  Erickson  presented  the  Financial  Report  for  the  year  of 
1979  which  showed  Blue  Shield  paid  in  excess  of  $9  million  for 
claims  of  certificate  holders,  which  amounts  to  84.7%  of  Blue 
Shield’s  premium  income.  At  the  end  of  1979,  it  had  an  un- 
assigned surplus  of  $2,056,000  which  equals  slightly  more  than 
two  months  claims. 

Mr.  Erickson  reviewed  the  fiscal  matters  relating  to  Medicare. 

Dr.  Gerald  Tracy  moved  approval  of  the  Financial  Report. 
Such  motion  was  seconded  by  Dr.  Russell  Harris.  Upon  voice 
vote,  the  same  was  approved  unanimously. 

The  Chairman  called  for  the  report  of  the  Nominating  Com- 
mittee. The  Chairman  of  the  Nominating  Committee,  Dr.  E.  A. 
Johnson,  submitted  the  following  persons’  names  for  nomina- 
tion for  re-election  to  the  Board: 

John  Olson  of  Rapid  City,  South  Dakota 

Ralph  Nauman  of  Gettysburg,  South  Dakota 

John  Stransky,  M.D.,  of  Watertown,  South  Dakota 

Paul  Aspaas,  M.D.,  of  Dell  Rapids,  South  Dakota 
He  reported  that  all  four  of  the  persons  nominated  are  eligible 
for  a three-year  term. 

The  Chairman  called  for  nomination  by  members  of  the  Cor- 
porate Body  from  the  floor  for  offices  of  Blue  Shield  directors. 
No  nominations  were  made  from  the  Body. 

Dr.  Lushbough  moved  that  the  nominations  cease  and  that  the 
Secretary  be  instructed  to  cast  a unanimous  ballot  for  the  nom- 
inees, namely  John  Olson,  Ralph  Nauman,  John  Stransky, 
M.D.,  and  Paul  Aspaas,  M.D.  Such  motion  was  seconded  by  Dr. 
Reaney.  Upon  voice  vote,  such  motion  was  approved  unan- 
imously. 

The  Chairman  called  for  consideration  of  Old  Business.  There 
being  none,  he  called  for  consideration  of  any  New  Business. 

Dr.  Bernard  Gerber  asked  when  Blue  Shield  would  get  out  of 
the  dark  ages  and  go  to  a five  digit  CPT  instead  of  the  current 
four.  Mr.  Erickson  stated  that  South  Dakota  Blue  Shield  accepts 
five  digit,  four  digit  or  no  digit  descriptive  wording  on  its  private 
business.  Medicare  does  not  recognize  a five  digit  coding  system. 
They  establish  the  procedures  South  Dakota  Blue  Shield  must 
follow  in  acting  as  South  Dakota  Medicare  Carrier. 

Dr.  Gerber  also  asked  why  Blue  Shield  has  opposed  mental 
health  care. 

Mr.  Erickson  stated  that  South  Dakota  Blue  Shield  has  been  a 
leader  in  expanding  benefits  for  mental  health  care.  However,  he 
noted  that  Blue  Shield  did  oppose  paying  for  non-physician  pro- 
fessional services  in  mental  health  centers.  This  is  consistent  with 
the  long-standing  position  of  the  Board  of  Directors  that  Blue 
Shield  should  oppose  mandating  benefits  for  non-physician  pro- 
fessional services  because  of  the  cost  involved. 

Dr.  Gerber  said  that,  as  a member  of  the  South  Dakota  Mental 
Health  Board,  he  was  told  that  the  cost  of  including  mental 
health  centers  would  amount  to  a premium  increase  of  about  50C 
per  month.  Mr.  Erickson  stated  that  South  Dakota  Blue  Shield, 
the  South  Dakota  Employees  Insurance  Group  and  a number  of 
other  carriers  have  estimated  the  premium  cost  of  such  a pro- 
gram to  be  SI  5 per  month. 

Chairman  Aspaas  thanked  the  Corporate  Body  for  their  coop- 
eration on  Blue  Shield  Programs  throughout  the  past  year  and 
the  assistance  that  they  have  always  given  South  Dakota  Blue 
Shield. 

The  Chairman  asked  if  there  was  any  further  business  anyone 
cared  to  present.  There  being  no  further  business.  Dr.  Durward 
Lang  moved  that  the  meeting  be  adjourned.  Such  motion  was 
seconded  by  Dr.  Ortmeier.  Upon  voice  vote,  the  same  was 
approved  unanimously. 

The  meeting  was  duly  adjourned  at  10:30  o’clock  a.m. 

John  H.  Zimmer 
Secretary 


PRESIDENTIAL  OATH  OF  OFFICE 

I SOLEMNLY  SWEAR  THAT  I shall  carry  out  the  duties  of  the 
President  of  the  South  Dakota  State  Medical  Association  to  the 
best  of  my  ability.  I shall  strive  constantly  to  maintain  the  ethics 
of  the  medical  profession  and  to  promote  the  public  health  and 
welfare.  I shall  dedicate  myself  and  my  office  to  improving  health 
standards  and  to  the  task  of  bringing  increasingly  improved  med- 
ical care  to  the  people  of  South  Dakota.  I shall  uphold  the  Consti- 
tution and  Bylaws  of  the  AMA  and  the  South  Dakota  State 
Medical  Association.  I shall  champion  the  cause  of  freedom  in 
medical  practice  and  freedom  for  all  my  fellow  Americans. 

I do  solemnly  swear  that  1 will  discharge  the  duties  of  this 
office  to  be  best  of  my  ability,  so  help  me  God. 


DISTINGUISHED  SERVICE  AWARD 

Started  in  1951— T.  F.  Riggs,  M.D.,  Pierre 
(deceased) 

1952  — H.  Russell  Brown,  M.D.,  Watertown 
(deceased) 

1953—  Guy  Van  Demark,  M.D.,  Sioux  Falls 
(deceased) 

1954—  J.  C.  Ohlmacher,  M.D.,  Vermillion 
(deceased) 

1955  — R.  G.  Mayer,  M.D.,  Aberdeen 

(deceased) 

1956  — J.  C.  Ohlmacher,  M.D.,  Vermillion 

(deceased) 

1957  — W.  E.  Donahoe,  M.D.,  Sioux  Falls 

(deceased) 

1958  — Drs.  J.  C.  Hagin  (deceased),  M.  W.  Pang- 

burn  (deceased),  and  James  DeGeest,  Miller 

1958—  J.  F.  Brenckle,  M.D.,  Superior,  Wise, 
(deceased) 

1958  — Mrs.  Agnes  Holdridge,  Madison 

1959  — Walter  L.  Hard,  Ph.D.,  Vermillion 

1959—  Rev.  and  Mrs.  Robert  0.  Bates,  Sturgis 

1959—  R.  M.  Kilgard,  M.D.,  Watertown 

(HppphqpH I 

1960- L.  J.  Pankow,  M.D.,  Sioux  Falls 
(deceased) 

1961  —Gregg  M.  Evans,  Ph.D.,  Custer 

1962  — Edward  Shaw,  Ph.D.,  Vermillion  (deceased) 

1963  — Arthur  A.  Lampert,  M.D.,  Rapid  City 
1964— John  C.  Foster,  Phoenix,  Arizona 
1965  — A.  P.  Reding,  M.D.,  Marion 
1966— Mrs.  C.  Rodney  Stoltz,  Watertown 
1967  — Mrs.  William  Fish,  Watertown 

1968—  G.  J.  Bloemendaal,  M.D.,  Ipswich 

1969—  F.  W.  Haas,  M.D.,  Yankton  (deceased) 

1970—  Paul  Bunker,  M.D.,  Aberdeen  (deceased) 

1971—  E.T.  Lietzke,  M.D.,  Beresford  (deceased) 

1972—  C.  B.  MeVay,  M.D.,  Yankton 

1973—  G.  E.  Tracy,  M.D.,  Watertown 

1974—  J.  A.  Muggly,  M.D.,  Madison 

1975  — Harvey  Wollman,  Hitchcock 

1976  — R.  H.  Quinn,  M.D.,  Sioux  Falls 

1977  — E.  H.  Heinrichs,  M.D.,  Vermillion 

1978—  John  Olson,  Rapid  City,  and  Evans  Nord, 
Sioux  Falls 

1979—  Helen  Jane  Hare,  M.D.,  Rapid  City 

1980—  Warren  Jones,  M.D.,  Sioux  Falls 
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COMMUNITY  SERVICE  AWARD 

1961— R.  A.  Buchanan,  M.D.,  Huron  (deceased) 
1962  — Roland  F.  Hubner,  M.I).,  Yankton 

1963—  George  W.  Mills,  M.I).,  Wall  (deceased) 

1964—  John  C.  Hagin,  M.D.,  Miller  (deceased) 

1965  — Alonzo  P.  Peeke,  M.D.,  Volga 

1966  — Hugo  C.  Andre,  M.D.,  Vermillion  (de- 

ceased) 

1967— G.  Robert  Bartron,  M.D.,  Watertown 
1968  — M.  M.  Morrissey,  M.D.,  Pierre  (deceased) 

1969—  N.  J.  Sundet,  M.D.,  Kadoka  (deceased) 

1970—  W.  H.  Saxton,  M.D.,  Huron  (deceased! 

1971  —R.  E.  Van  Demark,  M.D.,  Sioux  Falls 
1972-R.  H.  Hayes,  M.D.,  Wall 

1973  — B.  F.  King,  M.D.,  Aberdeen  (deceased) 
1974— M.  C.  Tank,  M.D.,  Brookings 
1975  — Karl  Wegner,  M.D.,  Sioux  Falls 
1976— John  T.  Elston,  M.D.,  Rapid  City 
1977  — W.  F.  Stanage,  M.D.,  Yankton 

1978—  C.  S.  Roberts,  Jr.,  M.D.,  Brookings 

1979—  C.  J.  McDonald,  M.D.,  Sioux  Falls 

1980—  E.  A.  Johnson,  M.D.,  Milbank 


AESCULAPIUS  AWARD 

1966— Paul  R.  Leon,  M.D. 

Walter  Miller,  M.D.,  Aberdeen 
1968  — H.  Phil  Gross,  M.D.,  Sioux  Falls 


FIFTY  YEAR  CLUB  MEMBERS 

C.  V.  Auld,  Plankinton  (deceased) 

G.  J.  Bloemendaal,  M.D.,  Ipswich 

R.  A.  Buchanan,  M.D.,  Huron  (deceased) 

John  L.  Calene,  M.D.,  California  (deceased) 
Myrtle  Carney,  M.D.,  Ft.  Worth,  Texas 

J.  C.  Clark,  M.D.,  Sioux  Falls  (deceased) 

F.  L.  Class,  M.D.,  Huron  (deceased) 

M.  E.  Cogswell,  M.D.,  Wolsey  (deceased) 

J.  Cook,  M.D.,  Bonesteel  (deceased) 

Harold  L.  Crane,  M.D.,  Avon,  Conn,  (deceased) 

S.  A.  Donahoe,  M.D.,  Sioux  Falls  (deceased) 

W.  E.  Donahoe,  M.D.,  Sioux  Falls  (deceased) 

V.  W.  Embree,  M.D.,  Pierre  (deceased) 

W.  D.  Earrell,  M.D.,  Aberdeen  (deceased) 

R.  B.  Fleeger,  M.D.,  Lead  (deceased) 

R.  R.  Fisk,  M.D.,  Flandreau  (deceased) 

F.  W.  Freyberg,  M.D.,  Mitchell 

E.  E.  Gage,  M.D.,  Sioux  Falls  (deceased) 

D.  A.  Gregory,  M.D.,  Glasgow,  Mont. 

E.  H.  Grove,  M.D.,  Arlington  (deceased) 

J.  C.  Hagin,  M.D.,  Miller  (deceased) 

Lyle  Hare,  M.D.,  Spearfish  (deceased) 

J.  A.  Hohf,  M.D.,  Yankton  (deceased) 

E.  S.  Howe,  M.D.,  Deadwood  (deceased) 

A.  H.  Hovne,  M.D.,  Salem  (deceased) 

A.  S.  Jackson,  M.D.,  Rapid  City  (deceased) 

R.  J.  Jackson,  M.D.,  Hot  Springs  (deceased) 


J.  A.  Jacotel,  M.D.,  Milbank  (deceased) 

G.  T.  Jordan,  M.D.,  Verhiillion  (deceased) 

F.  F.  Keene,  M.D.,  Wessington  Springs  (deceased) 
J.  H.  Lloyd,  M.D.,  Mitchell 

0.  J.  Mabee,  M.D.,  Mitchell 

P.  V.  McCarthy,  M.D.,  Aberdeen  (deceased) 

G.  W.  Mills,  M.D.,  Wall  (deceased) 

B.  C.  Murdy,  M.  D.,  Aberdeen  (deceased) 

T.  F.  O’Toole,  M.D.,  Rapid  City  (deceased) 

N.  T.  Owen,  M.D.,  Rapid  City  (deceased) 

L.  L.  Parke,  M.D.,  Canton  (deceased) 

A.  P.  Peeke,  M.D.,  Volga 

M.  O.  Pemberton,  M.D.,  Deadwood  (deceased) 

R.  J.  Quinn,  M.D.,  Sioux  Falls  (deceased) 

F.  J.  Radusch,  M.D.,  California 

T.  B.  Ranney,  M.D.,  Aberdeen  (deceased) 

T.  F.  Riggs,  M.D.,  Pierre  (deceased) 

1.  R.  Salladay,  M.D.,  Ft.  Meade  (deceased) 

W.  H.  Saxton,  M.D.,  Huron  (deceased) 

H.  L.  Saylor,  M.D.,  Huron  (deceased) 

C.  E.  Sherwood,  M.D.,  Brookings  (deceased) 

F.  J.  Tobin,  M.D.,  Mitchell  (deceased) 

Leonard  W.  Tobin,  M.D.,  Mitchell 

J.  S.  Tschetter,  M.D.,  Huron  (deceased) 

F.  W.  Valkenaar,  M.D.,  Chancellor  (deceased) 

G.  E.  Van  Demark,  M.D.,  Sioux  Falls  (deceased) 

H.  P.  Volin,  M.D.,  Lennox  (deceased) 

C.  H.  Weishaar,  M.D.,  Aberdeen  (deceased) 

J.  R.  Westaby,  M.D.,  Madison  (deceased) 

G.  E.  Zimmerman,  M.D.,  Missoula,  Montana 

(HpppacpH) 


Environmental  control  for 

Allergy,  Asthma, 

Respiratory  Ailments: 
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Cleaner  Air: 
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KREISER'S,  INC. 
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Sioux  City, 
Iowa 
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IF  YOU'RE  MAD, 
CALL  PETER 

As  Vice  President  of  Public  and 
Professional  Relations,  one  of  Peter 
Galindo’s  responsibilities  is  to  pro- 
tect your  rights  with  regard  to  South 
Dakota  Blue  Shield  and  the  various 
programs  it  administers. 

We  believe  that  you  have  certain 
rights  such  as  the  right  to  speed,  ef- 
ficiency and  accuracy  in  claims  proc- 
essing. The  right  to  courteous  serv- 
ice. The  right  to  fair  treatment.  The 
right  to  a satisfactory  explanation  if 
a claim  is  turned  down,  or  if  the 
benefit  allowance  is  substantially 
reduced. 

And  if  your  rights  are  not  respected,  you  get  mad.  And  that’s  the  time  to  call 
Peter. 

He  will  investigate  the  matter  thoroughly.  If  the  problem  is  a result  of  our 
shortcomings,  it  is  Peter’s  job  to  see  that  steps  are  taken  to  prevent  it  from  hap- 
pening again. 

Peter  isn’t  here  to  answer  routine  questions  on  claim  filing,  we  have  a Field 
Representative  for  that.  Peter  is  here  for  when  you  get  “steamed  up’’  and  normal 
channels  don’t  work.  If  that  happens,  call  Peter  Galindo  at  336-1976. 

All  of  us  at  Blue  Shield  are  doing  our  best  to  see  that  you  never  have  to  call 
Peter. 

SOUTH  DAKOTA  BLUE  SHIELD 
1601  West  Madison  St. 

Sioux  Falls,  South  Dakota  57104 
336-1976 
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This  Is  Your  Medical  Association 

D 


Recently  appointed  to  the  Medical  Advisory  Com- 
mittee of  the  Crippled  Children’s  Hospital  and 
School  was  Richard  S.  Hosen,  M.D.,  Department 
of  Pediatrics,  Central  Plains  Clinic,  Sioux  Falls. 

♦ * * * 

The  Community  of  Philip  recently  honored  George 
J.  Mangulis,  M.D.  for  25  years  of  service  to  the 
area.  Most  of  this  time  he  was  the  only  physician. 
Governor  William  Janklow  issued  an  Executive 
Proclamation  recognizing  Dr.  Mangulis  for  his  serv- 
ice to  the  people  of  Philip  and  the  citizens  of  South 
Dakota,  and  for  the  respect,  honor  and  credit  he  has 
brought  to  his  profession. 

* * * * 

Sioux  Valley  Hospital,  Sioux  Falls,  has  named 
Robert  Henrickson,  M.D.,  Sioux  Falls,  as  the  new 
director  of  the  kidney  dialysis  unit.  As  director.  Dr. 
Henrickson  is  in  charge  of  both  chronic  dialysis  and 
in-  and  out-patient  care. 

* * * * 

Central  Plains  Clinic,  Sioux  Falls,  is  South  Dakota’s 
1980  winner  of  the  American  Legion’s  Employ  the 
Older  Worker  citation.  The  clinic  employs  185  per- 
sons with  60  employees  (32.4%)  being  at  least  45 
years  old. 


William  Sercl,  M.D.,  71,  of  Sioux  Falls,  died 
June  24.  He  was  born  in  Valparaiso,  Nebraska 
and  received  his  medical  degree  from  the  Univer- 
sity of  Nebraska,  College  of  Medicine  in  1932.  He 
completed  both  his  internship  and  residency  in 
obstetrics  at  St.  John’s  Hospital,  Cleveland, 
Ohio.  Dr.  Sercl  received  his  license  to  practice 
medicine  in  South  Dakota  in  1937  and  has  prac- 
ticed obstetrics  in  Sioux  Falls  since  that  time  until 
his  retirement. 

Survivors  include  his  wife  Dorothy;  one  son, 
John,  Sioux  Falls;  two  daughters,  Mrs.  William 
(Susan)  Logan,  Lakewood,  CO;  Janet  Sercl,  New 
York,  NY;  three  grandchildren;  one  brother, 
George,  Sioux  Falls;  one  sister,  Mrs.  Mary  Bam- 
ber,  Phoenix,  AZ. 


Steven  R.  Salmela,  M.D.  and  Michael  Pekas, 

M.D.,  Sioux  Falls,  were  guest  speakers  at  a meeting 
of  the  American  Association  of  Critical  Care  Nurses 
held  in  Sioux  Falls. 

* Jk  * * 

John  D.  Barker,  Jr.,  M.D.,  Sioux  Falls,  presented 
a paper  at  the  spring,  1980  meeting  of  the  Iowa 
Digestive  Disease  Society  held  in  Iowa  City,  Iowa. 

* * * ♦ 

Vichit  Vanadurongvan,  M.D.,  Lake  Preston,  re- 
cently became  Board  certified  in  General  Surgery. 

* ♦ ♦ * 


M.  L.  Spain,  M.D.,  78,  former  Rapid  City  resi- 
dent, died  at  his  home  in  Scottsdale,  AZ,  June  14. 
He  was  born  May  19,  1902  at  Petersville,  Iowa. 
Dr.  Spain  received  his  medical  degree  from  St. 
Louis  University  Medical  School  in  St.  Louis, 
MO.  He  did  graduate  work  at  Columbia  Universi- 
ty in  New  York  City.  He  practiced  ophthalmology 
and  otolaryngology  for  35  years  in  the  Hot 
Springs  and  Rapid  City  areas.  He  was  a consultant 
at  Homestake  Hospital  in  Lead  and  the  Veterans 
Administration  Center  in  Hot  Springs.  He  retired 
from  practice  in  1968  and  moved  to  Arizona  in 
1969. 

Dr.  Spain  is  survived  by  his  wife  Nola  of 
Scottsdale;  one  daughter,  Patricia  Spain  Ward  of 
Madison,  WI;  one  son,  Michale  of  Yuma,  AZ  and 
six  grandchildren. 

Continued  on  page  48 

YOUR  CONTRIBUTION 
IS  NEEDED  TO  THE 
SOUTH  DAKOTA 
MEDICAL  SCHOOL 
ENDOWMENT  FUND 


AUGUST  1 980 
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THE  AMERICAN  COLLEGE  OF 
PHYSICIANS  ANNUAL  MEETING 

DOWNTOWN  HOLIDAY  INN 
100  W.  8TH  STREET 
SIOUX  FALLS,  SD  57102 


SEPTEMBER  12, 13, 1980 


FRIDAY  MORNING-INTERNATIONAL  ROOM  EAST 
8:30-9:00  Registration  ($26.00) 

9:00-12:00  Annual  Business  Meeting,  South  Dakota  Society  of 
Internal  Medicine 

Myron  Jerde,  M.D.,  FACP,  President,  South 
Dakota  Society  of  Internal  Medicine 
John  D,  Abrums,  M.D.,  FACP,  Trustee,  Ameri- 
can Society  of  Internal  Medicine,  Albuquerque, 
NM 

12:00-1:15  Lunch,  International  Room  West 


FRIDAY  AFTERNOON-INTERNATIONAL  ROOM  EAST 
1:15-1:30  Scientific  Program 

Introductory  Remarks— Reuben  Bareis,  M.D., 
FACP,  Governor,  American  College  of  Physicians, 
South  Dakota 

Program  Moderator  — Ted  Sattler,  M.D.,  FACP, 
American  College  of  Physicians 


Diagnostic  Modalities  in  Evaluation  of  the  Jaundiced  Patient 
1:30-1:50  Oral  Cholecystography  and  Abdominal  Ultrasound— 
Daryl  Wierda,  M.D.,  Medical  X-ray  Center,  Sioux 
Falls 


1:50-2:10  Percutaneous  Cholangiography— Lynn  Henrickson, 
M.D.,  Medical  X-ray  Center,  Sioux  Falls 
2:10-3:00  Abdominal  Computerized  Tomography— Dzin- 
tars,  M.D.,  Medical  X-ray  Center,  Sioux  Falls 
2:30-3:00  Endoscopic  Retrograde  Cholangio-Pancrealography, 
An  Overview— iack  Barker,  M.D.,  Central  Plains 
Clinic,  Sioux  Falls 


3:00-3:20 

Introduction  and  Remarks 

Richard  J.  Reitemeier,  M.D.,  FACP,  Mayo  Clinic, 
Regent,  American  College  of  Physicians 

3:20-3:40 

Coffee  Break 

3:40-4:10 

Hyporeninic  Hypoaldosteronism— Robert  Henrick- 
son, M.D.,  Central  Plains  Clinic,  Sioux  Falls 

4:10-4:40 

Hyperkalemia:  Unusual  Causes,  David  Sandvik, 
M.D.,  Associate  Member,  American  College  of 
Physicians,  Rapid  City 

4:40-5:10 

Holistic  Medicine— Reuben  Bareis,  M.D.,  FACP, 
Rapid  City 

5:10 

Adjournment 

FRIDAY  EVENING-THE  NORTHLANDER 
RESTAURANT 

4200  S.  Minnesota  Ave. 

6:30-7:30 

Hospitality  Hour 

7:30 

Dinner 

Introduction  of  Guests 

The  Cost  of  Medical  Care— John  D.  Abrums,  M.D., 
FACP 

SATURDAY  MORNING-SIOUX  VALLEY  HOSPITAL 

EDUCATION  CENTER, 

18th  & Euclid  Streets 

Sioux  Falls,  SD 

8:30-9:00 

Registration  and  Continental  Breakfast 

9:00-12:00 

Symposium  on  Rheumatic  Diseases—  A\an  D.  Morris, 
M.D.,  Fellow,  American  College  of  Physicians, 
Sioux  Falls,  and  James  Engelbrecht,  M.D.,  Associ- 
ate Member,  American  College  of  Physicians,  Rap- 
id City 

12:00 

Adjournment 

CME  CREDIT:  All  physicians  who  attend  this  meeting  may  apply  for  credit  toward  the  American  Medical  Association  Physicians' 
Recognition  Award  in  Category  1 by  stating  the  number  of  hours  in  attendance  at  the  scientific  programs.  Regional 
meeting  registration  certification  cards  will  be  available,  on  request,  at  the  registration  desk. 


FOR  ADDITIONAL  INFORMATION,  CONTACT:  William  Rossing,  M.D. 

Program  Chairman 
1200  S.  Euclid  Ave. 
Sioux  Falls,  SD  57105 
(605)  339-3677 
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President's  Page 


Through  The  Looking  Glass 

“Whatever  happened  to  Hopalong  Cassidy,  Ran- 
dolph Scott  and  Gene  Autry?”  is  a question  asked  in 
a recent  pop  song.  1 think  we  are  well  aware  of  where 
Gene  Autry  is,  but  I am  talking  about  the  images 
of  these  wholesome  characters.  They  are  gone  from 
the  public  media  having  been  replaced  with  a variety 
of  second  best  situations.  Analogically  speaking, 
whatever  happened  to  the  old  family  doctor,  who 
cared  desperately  for  his  patients  and  who  shared 
every  pain  and  every  anxiety  and  also  shared  in  the 
happy  outcomes  of  their  lives.  He,  too,  is  gone  from 
the  public  media  as  a featured  item,  but  he,  too,  still 
exists;  and  it  is  up  to  individual  physicians  to  make 
this  known  to  their  patients. 

The  enemies  of  free  enterprise  present  a techni- 
cally structured  attack  on  the  physician  utilizing 
appealing  formats  attuned  to  basic  human  weak- 
nesses. The  effect  produced  is  a temporary  loss  of 
trust  in  one  of  their  fondest  and  most  stabilizing 
institutions,  the  family  physician.  The  effect  of  this 
damaging  concept  is  not  good  for  the  patient’s  peace 
of  mind,  producing  stress  and  frustration,  and  cer- 
tainly does  little  to  support  either  the  physician  or 
his  need  to  be  trusted. 

In  the  course  of  fighting  windmills,  I have  come 
to  realize  a very  satisfying  concept,  a gift  of  thought 
from  a cherished  and  valued  friend.  It  basically  says 
that  we  do  possess  freedom  in  our  most  important  of 
all  medical  relationships,  that  private  treaty  between 
doctor  and  patient,  between  doctor  and  nurse,  be- 
tween doctor  and  hospital  administrators  and  their 
employees.  It  is  in  this  relationship  that  most  of  the 
solutions  to  problems  inherent  in  health  care  exist. 
We  can  wash  away  the  effect  of  governmental  in- 
spired media  brain  washing  by  reassuring  each 
individual  of  the  existence  of  competent,  diligent 
and  compassionate  physicians.  This  is  most  effective 


in  restoring  the  faith  a patient  has  in  his  doctor.  A 
persistent  negative  attitude  carried  from  the  battle- 
fields of  organizations,  from  government  institu- 
tions, and  from  public  media  to  the  individual  con- 
cerned is  destructive.  If  we  have  disagreements 
about  second  opinions,  we  do  not  punish  our  pa- 
tients for  this  but  help  them  understand.  If  we  have 
disagreements  with  allied  medical  organizations,  we 
do  not  vilify  our  relationship  with  our  helpers, 
whom  we  need  so  much.  If  the  workings  of  our 
medical  staff  bylaws  punish  our  minds  with  frustra- 
tion, remember  they  are  ours  to  use,  to  change  and 
to  make  credible.  We  have  freedom  to  do  this;  they 
are  not  to  be  deserted  in  favor  of  our  detractors. 
When  we  find  our  faith  in  organizations  and  institu- 
tions ebbing,  the  restoration  of  the  physician  lies 
with  his  individual  relationships  with  his  patients 
and  others  carried  on  in  the  highest  tradition  of  our 
calling.  If  you  will  permit  me  this  last  philosophic 
statement;  “Do  not  use  venom  to  rectify  the  past 
nor  exact  mental  vengeance  on  the  innocent.” 

From  this  president’s  message,  I am  sure  you 
realize  that  the  destiny  of  the  medical  profession  lies 
in  each  individual’s  hands,  we  do  not  exist  in  “nev- 
er never  land”  as  seen  “through  the  looking  glass”. 

Sincerely  yours, 
Winston  B.  Odland,  M.D.,  President 
South  Dakota  State  Medical  Association 
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REMEMBER 

the  South  Dakota  Medical  School 
Endowment  Association 

in  your  will. 

You  can  continue  your  support  of  medical 
education  and  medical  students  for  many 
years  through  this  mechanism. 

South  Dakota  Medical  School  Endowment  Association 

608  West  Avenue,  North 
Sioux  Falls,  SD  57104 
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WHEN 

ANXIETY 

AND 

TENSION 

MAGNIFY 


IN  MUSCULOSKELETAL 
DISEASE* 


A non-narcotic  one-two  punch  against  pain,  with  concurrent  relief  of  anxiety/tension 


EQUAGESIC" 

(meprobamate  and  ethoheptazine  citrate  with  aspirin)  Wyeth 


EQUAGESIC — Abbreviated  Summary 
•INDICATIONS:  Based  on  a review  ol  this  drug  by  the 
National  Academy  of  Sciences— National  Research 
Council  and  or  other  information,  FDA  has  classified 
the  indications  as  follows 

"Possibly"  effective  for  the  treatment  of  pain  accom- 
panied by  tension  and  or  anxiety  in  patients  with  mus- 
culoskeletal disease  or  tension  headache 
Final  classification  of  the  less-than-effective  indica- 
tions requires  further  investigation 
The  effectiveness  of  Equagesic  in  long-term  use,  l e. 
more  than  four  months,  has  not  been  assessed  by 
systematic  clinical  studies.  The  physician  should  pe- 
riodically reassess  usefulness  of  the  drug  for  the  indi- 
vidual patient 

CONTRAINDICATIONS;  Equagesic  should  not  be  given  to 
individuals  with  a history  of  sensitivity  or  severe  intolerance 
to  aspirin,  meprobamate,  or  ethoheptazine  citrate 
WARNINGS:  Careful  supervision  of  dose  and  amounts  pre- 
scribed for  patients  is  advised,  especially  with  those  patients 
with  known  propensity  for  taking  excessive  quantities  of  dnjgs 
Excessive  and  prolonged  use  in  susceptible  persons,  e g . 
alcoholics,  former  addicts,  and  other  severe  psychoneurot- 
ics,  has  been  reported  to  result  in  dependence  on  or  habit- 
uation to  the  drug  Where  excessive  dosage  has  continued 
for  weeks  or  months,  dosage  should  be  reduced  gradually 
rather  than  abruptly  stopped,  since  withdrawal  of  a crutch" 
may  precipitate  withdrawal  reaction  of  greater  proportions 
than  that  for  which  the  drug  was  originally  prescribed  Abrupt 
discontinuance  of  doses  m excess  of  the  recommended  dose 
has  resulted  in  some  cases  m the  occurrence  of  epileptiform 
seizures 

Special  care  should  be  taken  to  warn  patients  taking  mepro- 
bamate that  tolerance  to  alcohol  may  be  lowered  with  re- 
sultant slowing  of  reaction  time  and  impairment  of  judgement 
and  coordination 

USAGE  IN  PREGNANCY  AND  LACTATION:  An  in- 
creased risk  of  congenital  malformations  associated  with 
the  use  of  minor  tranquilizers  (meprobamate,  chlordi- 


azepoxide,  and  diazepam)  during  the  first  trimester  of 
pregnancy  has  been  suggested  in  several  studies  Be- 
cause use  of  these  drugs  Is  rarely  a matter  of  urgency, 
their  use  during  this  period  should  almost  always  be 
avoided  The  possibility  that  a woman  of  child-bearing 
potential  may  be  pregnant  at  the  time  of  Institution  of 
therapy  should  be  considered  Patients  should  be  ad- 
vised that  it  they  become  pregnant  during  therapy  or 
intend  to  become  pregnant  they  should  communicate 
with  their  physicians  about  the  desirability  of  discontin- 
uing the  drug. 

Meprobamate  passes  the  placental  barrier.  It  is  present 
both  in  umbilical-cord  blood  at  or  near  maternal  plasma 
levels  and  in  breast  milk  of  lactating  mothers  at  concen- 
trations two  to  four  times  that  of  maternal  plasma.  When 
use  of  meprobamate  is  contemplated  in  breast-feeding 
patients,  the  drug’s  higher  concentrations  in  breast  milk 
as  compared  to  maternal  plasma  levels  should  be 
considered 

Preparations  containing  aspirin  should  be  kept  out  of  the 
reach  of  children.  Equagesic  is  not  recommended  for  pa- 
tients 12  years  of  age  and  under 

PRECAUTIONS:  Should  drowsiness,  ataxia,  or  visual  dis- 
turbance occur,  the  dose  should  be  reduced  If  symptoms 
continue,  patients  should  not  operate  a motor  vehicle  or  any 
dangerous  machinery 

Suicidal  attempts  with  rreprobamaie  have  resulted  in  coma, 
shock,  vasomotor  and  respiratory  collapse,  and  anuria  Very 
few  suicidal  attempts  were  fatal,  although  some  patients  in- 
gested very  large  amounts  of  the  drug  (20  to  40  gm).  These 
doses  are  much  greater  than  recommended  The  drug  should 
be  given  cautiously,  and  in  small  amounts,  to  patients  who 
have  suicidal  tendencies  In  cases  where  excessive  doses 
have  been  taken,  sleep  ensues  rapidly  and  blood  pressure, 
pulse,  and  respiratory  rates  are  reduced  to  basal  levels.  Hy- 
perventilation has  been  reported  occasionally  Any  drug  re- 
maining in  the  stomach  should  be  removed  and  symptomatic 
treatment  given  Should  respiration  become  very  shallow 
and  slow,  CNS  stimulants,  e g , caffeine,  Metrazol,  or  am- 


phetamine, may  be  cautiously  administered  It  severe  hypo- 
tension develops,  pressor  amines  should  be  used  parenterally 
to  restore  blood  pressure  to  normal  levels 
ADVERSE  REACTIONS  A small  percentage  of  patients 
may  experience  nausea  with  or  without  vomiting  and  epigas- 
tric distress  Dizziness  occurs  rarely  when  meprobamate  and 
ethoheptazine  citrate  with  aspirin  is  administered  m recom- 
mended dosage  The  meprobamate  may  cause  drowsiness 
but,  as  a rule,  this  disappears  as  therapy  is  continued  Should 
drowsiness  persist  and  be  associated  with  ataxia,  this  symp- 
tom can  usually  be  controlled  by  decreasing  the  dose,  but 
occasionally  it  may  be  desirable  to  administer  central  stim- 
ulants such  as  amphetamine  or  mephentermine  sulfate  con- 
comitantly to  control  drowsiness 

A clearly  related  side  effect  to  the  administration  of  mepro- 
bamate IS  the  rare  occurrence  of  allergic  or  idiosyncratic  re- 
actions This  response  develops,  as  a rule,  in  patients  who 
have  had  only  1-4  doses  of  meprobamate  and  have  not  had 
a previous  contact  with  the  drug  Previous  history  of  allergy 
may  or  may  not  be  related  to  the  incidence  of  reactions 
Mild  reactions  are  characterized  by  an  itchy  urticarial  or  ery- 
thematous. maculopapular  rash  which  may  be  generalized 
or  confined  to  the  groin.  Acute  nonthrombocytopenic  purpura 
with  cutaneous  petechiae.  ecchymoses.  peripheral  edema, 
and  fever  have  also  been  reported 

More  severe  cases,  observed  only  very  rarely,  may  also  have 
other  allergic  responses,  including  fever,  fainting  spells,  an- 
gioneurotic edema,  bronchial  spasms,  hypotensive  crises  (1 
fatal  case),  anaphylaxis,  stomatitis  and  proctitis  (1  case),  and 
hyperthermia  Treatment  should  be  symptomatic  such  as 
administration  of  epinephrine,  antihistamine,  and  possibly 
hydrocortisone  Meprobamate  should  be  stopped,  and  rein- 
stitution  of  therapy  should  not  be  attempted 
Rare  cases  have  been  reported  where  patients  receiving 
meprobamate  suffered  from  aplastic  anemia  (1  fatal  case), 
thrombocytopenic  purpura,  agranulocytosis,  and  hemolytic 
anemia  In  nearly  every  instance  reported,  other  toxic  agents 
known  to  have  caused  these  conditions  have  been  associ- 
ated with  meprobamate  A few  cases  of  leukopenia  during 


continuous  administration  of  meprobamate  are  reported,  most 
of  these  returned  to  normal  without  discontinuation  of  the 
drug 

Impairment  of  accommodation  and  visual  acuity  has  been 
reported  rarely 

OVERDOSE:  Two  instances  of  accidental  or  intentional  sig- 
nificant overdosage  with  ethoheptazine  citrate  combined  with 
aspirin  have  been  reported  These  were  accompanied  by 
symptoms  of  CNS  depression,  including  drowsiness  and 
light-headedness,  with  uneventful  recovery  However,  on  the 
basis  of  pharmacological  data,  it  may  be  anticipated  that 
CNS  stimulation  could  occur  Other  anticipated  symptoms 
would  include  nausea  and  vomiting  Appropriate  therapy  of 
signs  and  symptoms  as  they  appear  is  the  only  recommen- 
dation possible  at  this  time  Overdosage  with  ethoheptazine 
combined  with  aspirin  would  probably  produce  the  usual 
symptoms  and  signs  of  salicylafe  intoxication  Observation 
and  treatment  should  include  induced  vomiting  or  gastric 
lavage,  specific  parenteral  electrolyte  therapy  for  ketoaci- 
dosis and  dehydration  watching  for  evidence  of  hemor- 
rhagic manifestations  due  to  hypoprothrombinemia  which,  if 
It  occurs,  usually  requires  whole-blood  transfusions 
DESCRIPTION:  Each  Equagesic  tablet  contains  150  mg  me- 
probamate, 75  mg  ethoheptazine  citrate  and  250  mg  aspirin 
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MODERATE 

PAIN 


A therapeutic  dose 
of  acetaminophen 
in  one  tablet 


A therapeutic  dose 
of  two  complementary 
analgesics 


The  convenience  and 
economy  of  a 
dosage  schedule  of 
one  tablet,  every  four 
hours  as  needed 


WHY  NOT  WYGESIC  ® 

(65  mg  propoxyphene  HCI  and  650  mg  acetaminophen)  Wyeth 


WYGESIC— Abbreviated  Summary 
INDICATION:  For  the  relief  of  mild-to-moderate  pain 
CONTRAINDICATION:  Hypersensitivity  to  propox- 
yphene or  to  acetaminophen 

WARNINGS:  CNS  ADDITIVE  EFFECTS  AND  OVER- 
DOSAGE  Propoxyphene  in  combination  with  alcohol, 
tranquilizers,  sedative-hypnotics,  or  other  CNS  de- 
pressants has  an  additive  depressant  effect  Pa- 
tients taking  this  drug  should  be  advised  of  the  additive 
effect  and  warned  not  to  exceed  the  dosage  recom- 
mended Toxic  effects  and  fatalities  have  occurred 
following  overdoses  of  propoxyphene  alone  or  in 
combination  with  other  CNS  depressants  Most  of 
these  patients  had  histones  of  emotional  disturb- 
ances or  suicidal  ideation  or  attempts,  as  well  as 
misuse  of  tranquilizers,  alcohol,  or  other  CNS-active 
drugs  Caution  should  be  exercised  in  prescribing 
large  amounts  of  propoxyphene  for  such  patients 
(see  Management  of  Overdosage) 

DRUG  DEPENDENCE:  Propoxyphene  can  produce 
drug  dependence  characterized  by  psychic  depend- 
ence and  less  frequently,  physical  dependence  and 
tolerance  It  will  only  partially  suppress  the  with- 
drawal syndrome  in  individuals  physically  dependent 
on  morphine  or  other  narcotics.  The  abuse  liability  of 
propoxyphene  is  qualitatively  similar  to  codeine's  al- 
though quantitatively  less,  and  propoxyphene  should 
be  prescribed  with  the  same  degree  of  caution  ap- 
propriate to  the  use  of  codeine 
USAGE  IN  AMBULATORY  PATIENTS:  Propoxy- 
phene may  impair  the  mental  and  or  physical  abilities 
required  for  potentially  hazardous  tasks,  e g driving 
a car  or  operating  machinery  Patients  should  be 
cautioned  accordingly 

USAGE  IN  PREGNANCY:  Safe  use  in  pregnancy 
has  not  been  established  relative  to  possible  ad- 
verse effects  on  fetal  development  INSTANCES  OF 
WITHDRAWAL  SYMPTOMS  IN  THE  NEONATE 
HAVE  BEEN  REPORTED  FOLLOWING  USAGE 
DURING  PREGNANCY  Therefore,  propoxyphene 
should  not  be  used  m pregnant  women  unless,  in  the 


judgement  of  the  physician,  the  potential  benefits 
outweigh  the  possible  hazards 
USAGE  IN  CHILDREN:  Propoxyphene  is  not  rec- 
ommended for  children  because  documented  clinical 
experience  has  been  insufficient  to  establish  safety 
and  a suitable  dosage  regimen  in  the  pediatric  group 
PRECAUTIONS:  Confusion,  anxiety,  and  tremors 
have  been  reported  in  a few  patients  receiving  pro- 
poxyphene concomitantly  with  orphenadrine  The  CNS 
depressant  effect  of  propoxyphene  may  be  additive 
with  other  CNS  depressants,  including  alcohol 
ADVERSE  REACTIONS:  The  most  frequent  ad- 
verse reactions  are  dizziness,  sedation,  nausea,  and 
vomiting  These  seem  more  prominent  in  ambulatory 
than  m nonambulatory  patients,  some  of  these  re- 
actions may  be  alleviated  if  the  patient  lies  down 
Other  adverse  reactions  include  constipation,  ab- 
dominal pain,  skin  rashes.  Iight-headedness,  head- 
ache, weakness,  euphoria,  dysphoria,  and  minor 
visual  disturbances  The  chronic  ingestion  of  propox- 
yphene m doses  over  800  mg  per  day  has  caused 
toxic  psychoses  and  convulsions  Cases  of  liver  dys- 
function have  been  reported 
DRUG  INTERACTIONS:  Propoxyphene  m combi- 
nation with  alcohol,  tranquilizers,  sedative-hypnot- 
ics. and  other  CNS  depressants  has  an  additive 
depressant  effect  Patients  taking  this  drug  should 
be  advised  of  the  additive  effect  and  warned  not  to 
exceed  the  dosage  recommended  (see  Warnings) 
Confusion  anxiety,  and  tremors  have  been  reported 
in  a few  patients  receiving  propoxyphene  concomi- 
tantly with  orphenadrine 

MANAGEMENT  OF  OVERDOSAGE;  SYMPTOMS 
The  manifestations  of  serious  overdosage  with  pro- 
poxyphene are  similar  to  those  of  narcotic  overdos- 
age and  include  respiratory  depression  (a  decrease 
in  respiratory  rate  and  or  tidal  volume.  Cheyne- 
Stokes  respiration,  cyanosis),  extreme  somnolence 
progressing  to  stupor  or  coma,  pupillary  constriction, 
and  circulatory  collapse  In  addition  to  these  char- 
acteristics. which  are  reversed  by  narcotic  antago- 


nists such  as  naloxone,  there  may  be  other  effects. 
Overdoses  of  propoxyphene  can  cause  delay  of  car- 
diac conduction  as  well  as  focal  or  generalized  con- 
vulsions, a prominent  feature  in  most  cases  of  severe 
poisoning  (uardiac  arrhythmias  and  pulmonary  edema 
have  occasionally  been  reported,  and  apnea,  car- 
diac arrest,  and  death  have  occurred 
Symptoms  of  massive  overdosage  with  acetamino- 
phen may  include  nausea,  vomiting,  anorexia,  and 
abdominal  pain,  beginning  shortly  after  ingestion  and 
lasting  for  12  to  24  hours  However,  early  recognition 
may  be  difficult  since  early  symptoms  may  be  mild 
and  nonspecific  Evidence  of  liver  damage  is  usually 
delayed  After  the  initial  symptoms,  the  patient  may 
feel  less  ill,  however,  laboratory  determinations  are 
likely  to  show  a rapid  rise  in  liver  enzymes  and  bili- 
rubin In  case  of  serious  hepatotoxicity.  jaundice,  co- 
agulation detects,  hypoglycemia,  encephalopathy, 
coma,  and  death  may  follow.  Renal  failure  due  to 
tubular  necrosis,  and  myocardiopathy,  have  also  been 
reported 

Ingestion  of  10  grams  or  more  of  acetaminophen 
may  produce  hepatotoxicity  A 13-gram  dose  has  re- 
portedly been  fatal 

TREATMENT:  Primary  attention  should  be  given  to 
the  reestablishment  of  adequate  respiratory  ex- 
change through  provision  of  a patent  airway  and  in- 
stitution of  assisted  or  controlled  ventilation  The 
narcotic  antagonists,  naloxone,  nalorphine,  and  lev- 
allorphan,  are  specific  antidotes  against  the  respira- 
tory depression  produced  by  propoxyphene  An 
appropriate  dose  of  one  of  these  antagonists  should 
be  administered,  preferably  IV.  simultaneously  with 
efforts  at  respiratory  resuscitation  and  the  antagonist 
should  be  repeated  as  necessary  until  the  patient  s 
condition  remains  satisfactory  In  addition  to  a nar- 
cotic antagonist,  the  patient  may  require  careful  titra- 
tion with  an  anticonvulsant  to  control  seizures 
Analeptic  drugs  (e  g.  caffeine  or  amphetamine)  should 
not  be  used  because  of  their  tendency  to  precipitate 
convulsions. 


Oxygen,  IV  fluids,  vasopressors  and  other  suppor- 
tive measures  should  be  used  as  indicated.  Gastric 
lavage  may  be  helpful  Activated  charcoal  can  ab- 
sorb a significant  amount  of  ingested  propoxyphene 
Dialysis  is  of  little  value  in  poisoning  by  propoxy- 
phene alone.  Acetaminophen  is  rapidly  absorbed, 
and  efforts  to  remove  the  drug  from  the  body  should 
not  be  delayed  Copious  gastric  lavage  and'or  induc- 
tion of  emesis  may  be  indicated  Activated  charcoal 
IS  probably  ineffective  unless  administered  almost 
immediately  after  acetaminophen  ingestion  Neither 
forced  diuresis  nor  hemodialysis  appears  to  be  ef- 
fective in  removing  acetaminophen  Since  acetami- 
nophen in  overdose  may  have  an  antidiuretic  effect 
and  may  produce  renal  damage,  administration  of 
fluids  should  be  carefully  monitored  to  avoid  over- 
load. It  has  been  reported  that  mercaptamine  (cys- 
teamine)  or  other  thiol  compounds  may  protect  against 
liver  damage  if  given  soon  after  overdosage  (8-10 
hours).  N-acetylcysteine  is  under  investigation  as  a 
less  toxic  alternative  to  mercaptamine.  which  may 
cause  anorexia,  nausea,  vomiting,  and  drowsiness 
Appropriate  literature  should  be  consulted  for  further 
information  (JAMA  237  2406-2407.  1977) 

Clinical  and  laboratory  evidence  of  hepatotoxicity  may 
be  delayed  up  to  one  week  Acetaminophen  plasma 
levels  and  half-life  may  be  useful  in  assessing  the 
likelihood  of  hepatotoxicity  Serial  hepatic  enzyme 
determinations  are  also  recommended 
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SOUTH  DAKOTA 
FAMILY  PRACTICE  RESIDENTS 


Medical  School 

Hometown 

1st  Year  Family  Practice  Residents- 

-Class  of  1983 

R.  Scott  Daarud 

Loma  Linda  University 

Boulder,  CO 

Kurt  T.  Dallow 

University  of  Colorado 

Annandale,  VA 

Peter  T.  Demos 

University  of  Connecticut 

Hartford,  CT 

Michael  A.  Jording 

Creighton  University 

Newcastle,  WY 

Patti  A.  Kile 

University  of  Minnesota 

Fridley,  MN 

Cynthia  L.  Kortum 

Creighton  University 

Presho,  SD 

Charles  N.  Mock 

Brown  University 

East  Greenwich,  R1 

John  K.  Paulson 

University  of  Minnesota 

Eveleth,  MN 

Patricia  A.  Peters 

University  of  South  Dakota 

Bridgewater,  SD 

Richard  L.  Plummer 

University  of  South  Dakota 

Sioux  Falls,  SD 

Rande  K.  Short 

University  of  Colorado 

Seibert,  CO 

Gerald  W.  Sielaff 

University  of  Wisconsin 

Madison,  W1 

2nd  Year  Family  Practice  Residents 

— Class  of  1982 

Peggy  L.  Anderson 

Mayo  Clinic 

Minneapolis,  MN 

James  H.  Ashbaugh 

University  of  South  Dakota 

Vermillion,  SD 

Carol  Z.  Dickson 

University  of  South  Dakota 

Milbank,  SD 

Jean  A.  Eller 

USD/So.  Alabama 

Sioux  Falls,  SD 

Michael  E.  Farritor 

University  of  Nebraska 

Ravenna,  NE 

Craig  K.  Hansen 

University  of  South  Dakota 

Rapid  City,  SD 

John  B.  Jones 

University  of  of  South  Dakota 

Presho,  SD 

Michael  W.  Justice 

University  of  Minnesota 

Dodge  Center,  MN 

Kari  D.  Olsen 

University  of  South  Dakota 

Sioux  Falls,  SD 

Mitchel  L.  Rydberg 

University  of  Minnesota 

Minneapolis,  MN 

Gary  P.  Van  Ert 

University  of  Nebraska 

Tilden,  NE 

Merritt  G.  Warren 

University  of  Nebraska 

Creighton,  NE 

3rd  Year  Family  Practice  Residents- 

-Class  of  1981 

Milo  V.  Anderson 

University  of  Nebraska 

Wausa,  NE 

Verdayne  Brandenburg 

University  of  South  Dakota 

Huron,  SD 

George  S.  Bruins 

New  Jersey  School  of  Med. 

Paterson,  NJ 

Byron  H.  Carlson 

University  of  Minnesota 

Trimont,  MN 

Marcus  C.  Deede 

University  of  Iowa 

Davenport,  lA 

Steven  E.  Fisher 

University  of  California 

Long  Beach,  CA 

David  W.  Foster 

University  of  Oregon 

Portland,  OR 

Beth  Riesgraf-Collis 

University  of  Minnesota 

Maple  Lake,  MN 

Richard  W.  Honke 

USD/So.  Illinois  University 

Wagner,  SD 

Clark  W.  Likness 

University  of  South  Dakota 

Webster,  SD 

Richard  G.  Sample 

University  of  South  Dakota 

Sioux  Falls,  SD 

John  L.  Ziemer 

University  of  Wisconsin 

Appleton,  W1 
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That’s  what  keeps  CPT-4  the  most  current 
medical  reporting  system  you  can  use! 

The  4th  Edition  of  Physicians’  CURRENT  PROCEDURAL  TER- 
MINOLOGY is  the  only  coding  system  that  provides  new  and  re- 
vised terminology  on  a regular,  automatic  basis.  This  latest  update, 
Summer  1980  marks  the  fourth  update  since  CPT-4  was  published 
in  1977. 

The  updates  are  on  self-adhering  pages  that  are  affixed  to  the 
pages  they  replace  in  CPT-4.  To  activate  the  update  mechanism, 
you  simply  return  the  postage-free  card  in  the  book. 

CPT-4  is  a uniform  coding  system  to  accurately  designate 
medical,  diagnostic,  and  surgical  services  in  terms  of  a uniform 
language  among  physicians,  patients,  and  third  parties. 

Shouldn’t  you  be  using  the  most  current  coding  system 
available? 

Order  two— one  for  yourself,  one  for  your  medical  records  clerk. 

For  information  about  CPT-4  in  computer  tape  format,  write:  Dept, 
of  Applied  Medicai  Systems,  AM  A,  535  N.  Dearborn,  Chicago,  iL 
60610. 


Order  Dept.,  OP-41 
American  Medical  Association 
P.O.  Box  821 

Monroe,  Wisconsin  53566 

Please  send  me copy(ies)  of  Physicians  Current  Procedural 

Terminology,  4th  Edition,  OP-41.  Price:  $12  per  copy.  Enclosed  is  my  check 
(payable  to  AMA)  for  $ Allow  4-5  weeks  for  delivery. 

Name 

Address 

City/State/Zip  


South  Dakota  State  Medical  Association  Roster  — 1980 

Membership  by  Districts 


ABERDEEN 
DISTRICT  No.  1 


Pres.,  John  Christopher,  M.D,  Sec.,  Carlton  Kom,  M.D. 


.Adajar,  .A 

Bowdle 

Fahrenwald,  M 

Aberdeen 

Pelton,  Charles  

Aberdeen 

.Albano,  P 

Gerber,  B.  C 

Aberdeen 

Rodine,  J.  C 

Aberdeen 

•Altman,  S 

Harlow,  M.  C 

Aberdeen 

‘Rudolph,  E.  A 

C'alifornia 

*,A\otins,  R 

Faulkton 

Hart,  Harvey  

Aberdeen 

Sanders,  M.  E 

.Aberdeen 

Bachmaver,  Jay 

Hovland,  James  I 

Scheffel,  A 

Redfield 

Bartholomew,  K 

Faulkton 

Janusz,  .A.  J 

Aberdeen 

Seaman,  David  

Aberdeen 

Berg,  S 

Redfield 

Kom,  C 

Aberdeen 

Shinghal,  K 

Aberdeen 

‘Bloemendaal,  G,  J.  ... 

Ipswich 

Kosse,  Karl  

Aberdeen 

Shinghal,  P 

Aberdeen 

Broadhurst,  K.  A 

Aberdeen 

Leon,  Paul  

Aberdeen 

Shousha,  Alfred 

Britton 

Bunker,  Thomas 

McFee,  John  L 

Ipswich 

Steele,  G.  H 

Aberdeen 

Carter,  P.  B 

McGee,  Robert  C.  ... 

Aberdeen 

Sweeny,  W.  T 

Aberdeen 

Chang,  Joe  P 

McIntosh,  G.  F 

Eureka 

Taylor,  W'm.  R 

Aberdeen 

Chavier,  Juan  R 

‘Norgello,  V' 

Sioux  Falls 

finite,  1 

Aberdeen 

Christopher,  John 

Aberdeen 

O'Connor,  Jeffrey  . . . . 

. . . . Washington 

Vogele,  A.  C 

Aberdeen 

Driver,  1 

California 

Odland,  W.  B 

Aberdeen 

Vogele,  C.  L 

Aberdeen 

D'Souza,  E.  P 

Ostrowski,  Susan 

Eureka 

Welge,  B G 

.Aberdeen 

Eckrich,  J.  .A 

Eckrich,  J.  A.,  Jr 

Aberdeen 

.Aberdeen 

Patterson,  D 

Redfield 

Zvejnieks,  Karlis 

WATERTOWN 
DISTRICT  No.  2 


Pres.,  B H.  P.  Hanson,  M.D. 


Sec.,  G.  E.  Tracy,  M.D. 


■Allen,  S 

....  Watertown 

Hanson,  B 

Watertown 

Oev,  G 

Watertown 

.Anderson,  D.  R 

M.S. 

Harms,  R 

Watertown 

Piro,  David  F 

Watertown 

.Argabrite,  J.  W 

....  Watertown 

Heupel,  Alden  R. 

Watertown 

Rittmann,  John 

Watertown 

Bartron,  G.  Robert  . . . . 

. . . . Watertown 

Hughes,  H.  D.  ... 

Clear  Lake 

Rousseau,  M.  C 

Watertown 

‘Bartron,  H.  J.,  Jr 

....  Watertown 

‘Huppler,  E.  G.  . . 

Watertown 

Rud,  James  

Watertown 

Brakss,  V 

....  Watertown 

Larson.  James  C. . 

Watertown 

Stoltz,  C.  R 

Watertown 

Clark,  C.  J 

....  Watertown 

Larson,  P.  M 

Watertown 

Stranskv,  J.  J 

Watertown 

Desai,  B.  J 

....  Watertown 

Meyer,  Robert  ... 

Watertown 

Thompson,  M.  C 

Watertown 

Fedt,  D 

....  Watertown 

Michieli,  Jose 

Watertown 

Tracv,  G.  E 

Watertown 

Frazer,  P 

....  Clear  Lake 

Nelson,  P.  S 

Watertown 

Wrage,  T J , Jr 

Watertown 

Guddal,  W,  N 

....  Watertown 

MADISON 

BROOKINGS 

DISTRICT  No.  3 

Pres.. 

, H.  J.  Stensrud,  M.D. 

Sec.,  James  Appelwick,  M.D. 

■Anderson,  J.  A 

Madison 

Otey,  B.  T 

Flandreau 

Stensrud,  H.  J 

Madison 

Appelwick,  J 

Madison 

Patt,  W.  H 

Brookings 

‘Tank,  M.C 

Brookings 

Bandiera,  S.  J Brookings 

Friefeld,  S Brookings 

Henry,  Robert Brookings 

‘Kershner,  C.  M Brookings 

Kroack,  K.  J Brookings 

Lampert,  A.  A.,  Jr Madison 

Lushbough,  B.  C Brookings 

*Muggly,  J.  A Madison 


‘Plowman,  E.  T Brookings 

Primrose,  Joseph  Brookings 

Reagan,  J.  L Madison 

Roberts,  C.  S.,  Jr Brookings 

Scheller,  D.  L Arlington 

Shaskey,  R E Brookings 

Spencer,  J.  D Arizona 


Tesch,  R Brookings 

Vanadurongvan,  K Lake  Preston 

Vanadurongvan,  V Lake  Preston 

Wait,  C Brookings 

Wake,  Richard  Brookings 

Warlick,  D P Flandreau 

*Wold,  H R Madison 


PIERRE 
DISTRICT  No.  4 


Pres., 

Barbara  Spears,  M.D. 

Sec.,  Marion  Cosand,  M.D. 

Pierre 

Hoffsten,  P 

Pierre 

Spears,  B 

Pierre 

Gettysburg 

Jahraus,  R.  C 

Pierre 

Swanson,  C.  L 

Pierre 

Pierre 

Krawitt,  L 

Pierre 

Tieszen,  A.  J 

Pierre 

Pierre 

Lindbloom,  B.  0.  . . 

Pierre 

Werthmann,  H E 

Pierre 

. California 

Park,  Dai  H 

Pierre 

Zakahi,  R J 

Pierre 
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HURON 
DISTRICT  No.  5 


Pres.,  Louis  Karlen,  M.D.  Sec.,  Emil  Hofer,  M.D. 


Adams,  H.  P 

Huron 

Hofer,  E.  A 

Huron 

Kurch,  J 

Huron 

Bell,  G.  Robert 

DeSmet 

Hohm,  P 

Lardinois,  C.  C 

Huron 

Buchanan, D 

Huron 

Hohm,  R 

Huron 

Leigh,  F.  D 

Huron 

Cavanaugh,  D 

Huron 

Hohm,  T 

Huron 

Lenz,  B.  T 

Huron 

Dean,  Roscoe 

....  Wess.  Springs 

Huet,  Wm.  G.  M 

Huron 

Monfore,  James 

Miller 

Dean,  Thomas  

....  Wess.  Springs 

Kapur,  H 

Huron 

Nicholas,  George  

Huron 

DeGeest,  J.  H 

Miller 

Kapur,  R 

Huron 

Pelegrin,  R.  J 

Huron 

Gryte,  C.  F 

Huron 

Karlen,  L.  W 

DeSmet 

Saylor,  H.  L.,  Jr 

Huron 

Hanson,  Wm.  0 

Huron 

Kim,  Thomas 

Huron 

MITCHELL 
DISTRICT  No.  6 


Pres.,  C.  D.  Monson,  M.D.  Sec.,  Richard  Hockett,  M.D. 


Baas,  Walter  

Mitchell 

Hockett,  Richard  . . . . 

Mitchell 

Porter,  M 

Parkston 

Berry,  J.  T 

Mitchell 

Holland,  L.  W 

. . . . Chamberlain 

Ramos,  M 

Scotland 

Binder,  C.  F 

Chamberlain 

Judge,  J.  0 

Mitchell 

Schabauer,  E.  A 

Mitchell 

Delaney,  Robert  . . 

Mitchell 

Lewis,  H R 

Mitchell 

Skogmo,  B.  R 

Mitchell 

Delaney,  W.  A.,  Jr. 

Mitchell 

‘Lloyd,  J.  H 

Mitchell 

‘Tobin,  L.  W 

Mitchell 

Dilger,  J 

Mitchell 

Mabee,  J.  0 

Mitchell 

Visani,  S 

Mitchell 

Gere,  R.  G 

Mitchell 

Mabee,  0.  J 

Mitchell 

Vonburg,  V.  R 

Mitchell 

Gillis,  F.  D 

Mitchell 

McCann,  J.  P 

Parkston 

Vose,  J.  L 

Mitchell 

Haley,  M 

Mitchell 

Moller,  C.  .' 

Mitchell 

Weatherill,  D.  W 

Mitchell 

Hansen, R.  J 

Kimball 

Monson,  C.  D 

Parkston 

‘Weber,  R.  A 

Mitchell 

Hermann,  H.  T.  . . 

Mitchell 

Mueller,  E.  H 

Tripp 

Williams,  H.  S 

Mitchell 

Heth,  S 

Mitchell 

SIOUX  FALLS 

DISTRICT  No.  7 

Pres.,  Dennis  Johnson,  M.D.  Sec.,  Gerald  Loos,  M.D.  Treas.. 

, Lynn  Henrickson,  M.D, 

*Alcorn,  F.  A 

Sioux  Falls 

Dzintars,  V 

Sioux  Falls 

Jaqua,  R.  A 

. . . . Sioux  Falls 

Alvine,  F.  G 

Sioux  Falls 

Easton,  J 

Sioux  Falls 

Johnson,  D.  L 

. . , . Sioux  Falls 

Amundson,  Loren 

Sioux  Falls 

‘Eirinberg,  I 

Sioux  Falls 

Johnson,  P.  S 

. . . . Sioux  Falls 

Anderson,  C 

M.S. 

Ensberg,  D 

Sioux  Falls 

Johnson,  R.  C 

. . . . Sioux  Falls 

Anderson,  Edward 

Sioux  Falls 

Entwistle,  F.  R 

Sioux  Falls 

Jones,  W.  L 

. . . . Sioux  Falls 

Anderson,  T.  R. . . . 

Sioux  Falls 

Epp,  D 

Freeman 

Kaufman,  I.  I 

Freeman 

Anderson,  W.  R.  , . 

Sioux  Falls 

Farrell,  H.W 

Sioux  Falls 

Kemp,  E 

. . . . Sioux  Falls 

Angelos,  T 

Canton 

Felker,  James 

Sioux  Falls 

Kennelly,  Daniel 

....  Sioux  Falls 

Arneson, W.  A.  . . . 

Sioux  Falls 

Ferrell,  M R 

Sioux  Falls 

Kenny, Jean  

....  Sioux  Falls 

Arthaud,  J.  B 

Sioux  Falls 

Finney,  L.  W 

Sioux  Falls 

‘King,  L.  M 

....  Sioux  Falls 

Aspaas,  P.  K 

Dell  Rapids 

‘Fisk,  R.G 

Dell  Rapids 

Kittleson,  H.  0 

....  Sioux  Falls 

Aspaas,  Paul  Jr.  . . . 

Sioux  Falls 

Flora,  G.  C 

Sioux  Falls 

Knowles,  R.  C 

....  Sioux  Falls 

Barker,  J.  D 

Sioux  Falls 

Freeman,  J.  W 

Sioux  Fails 

Knudson,  D 

....  Sioux  Falls 

Barlow,  J.  F 

Sioux  Falls 

Friess,  R.  W 

Sioux  Falls 

Knutson,  Dennis 

....  Sioux  Falls 

Barnett,  G.  L 

Sioux  Falls 

Frost,  D.  M 

Sioux  Falls 

‘Kohlmeyer,  F.  C 

....  Sioux  Falls 

Belatti,  R.  G 

Sioux  Falls 

Fuller,  Wm,  C 

Sioux  Falls 

Koob,  K 

....  Sioux  Falls 

Benson, G 

Sioux  Falls 

Gehring,  S 

Sioux  Falls 

Lakstigala,  P 

....  Sioux  Falls 

Bhatti,  T.  H 

Sioux  Falls 

Giebink,  R.  R 

Sioux  Falls 

Lang,  Durward  

....  Sioux  Falls 

Billion,  J.  J 

Sioux  Falls 

Graham,  Donald  . . . . 

Sioux  Falls 

Larsen,  Paul 

....  Sioux  Falls 

Billion,  T.  J.,  Jr.  . . . 

Sioux  Falls 

Greenfield,  D.  L 

Sioux  Falls 

Larson,  Leland  J 

....  Sioux  Falls 

Blake,  J 

Sioux  Falls 

Gregg,  J.  B 

Sioux  Falls 

Leander,  R.  B 

....  Sioux  Falls 

Boade,  W.  A 

Sioux  Falls 

Groote,  C 

Sioux  Falls 

Lee,  S.  G 

....  Sioux  Falls 

Breit,  D.  H 

Sioux  Falls 

Gross,  H.  Phil  

Sioux  Falls 

Looby,  T 

....  Sioux  Falls 

Brzica,  S.  M 

Sioux  Falls 

‘Grove,  M.S 

Sioux  Falls 

Loos,  G.  D 

....  Sioux  Falls 

Bucy,  C 

Beresford 

Gunnarson,  R.  E.  . , . 

Sioux  Falls 

Lovrien,  F 

....  Sioux  Falls 

Burkhart,  T 

Sioux  Falls 

Gutch,  C.  F 

Sioux  Falls 

Madison,  Dean  

....  Sioux  Falls 

Burns,  E.  A 

Sioux  Falls 

Gutnik,  L 

Sioux  Falls 

Magnuson,  G 

....  Sioux  Falls 

Burns,  K 

Sioux  Falls 

Hartzell,  A 

Sioux  Falls 

‘Maresh,  E.  R 

....  Sioux  Falls 

‘Carney,  M 

Texas 

Henrickson,  L 

Sioux  Falls 

Mark,  C 

Viborg 

Chalmers,  J.  H.  . . . 

Sioux  Falls 

Henrickson,  R 

Sioux  Falls 

McDonald,  C.  J 

....  Sioux  Falls 

Church,  W.  G 

Sioux  Falls 

Hermanson,  J.  M.  . . . 

. , . Valley  Springs 

‘McGreevy,  John  

....  Sioux  Falls 

Clark,  E.  T 

Sioux  Falls 

Hosen,  R.  S 

Sioux  Falls 

McGreevy,  P.  S 

....  Sioux  Falls 

Cloar,  R 

Sioux  Falls 

Hoskins,  John  

Sioux  Falls 

McHardy,  B.  R 

....  Sioux  Falls 

‘Cottam,  G.  1.  W,  . 

Sioux  Falls 

Hoxtell,  Eugene  . . . . 

Sioux  Falls 

McMillin,  J 

....  Sioux  Fails 

Cutshall,  V,  H 

Sioux  Fails 

Humphreys,  D 

Sioux  Falls 

Morris,  A 

....  Sioux  Falls 

Cutshall,  V.  K 

Sioux  Falls 

Hurley,  Brian 

Sioux  Falls 

Munson,  D 

....  Sioux  Falls 

Daw.  E.  F 

Sioux  Falls 

Hussain,  Rif  at 

Sioux  Falls 

Mutch,  M.  G 

....  Sioux  Falls 

DeClark,  R.  P 

Sioux  Falls 

Hyland,  L 

Sioux  Falls 

Naughton,  G 

....  Sioux  Falls 

Devick,  J.  S 

Ingvoldstad,  J 

Sioux  Falls 

Nelson,  Earl  

Viborg 

Donahoe,  J.  W.  . . , 

Sioux  Falls 

Janis,  J.  B 

Sioux  Falls 

Nelson,  R.  E 

....  Sioux  Falls 
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Nice,  Richard 

Sioux  Falls 

Quinn,  R.  H 

Sioux  Falls 

Stoltz,  C.  R 

Sioux  Falls 

Nielsen,  J 

....  Dell  Rapids 

Raszkowski,  R 

Sioux  Falls 

Talley,  Robert  

Sioux  Falls 

Nordstrom,  D 

Sioux  Falls 

Read,  R 

Sioux  Falls 

Tam,  Guy 

Sioux  Falls 

Oakland,  J 

Sioux  Falls 

Regier,  E 

Canton 

Thatcher,  L.  G 

Sioux  Falls 

O'Brien,  P 

Sioux  Falls 

Reynolds,  James 

Sioux  Falls 

Tschetter,  L.  K 

Sioux  F-alls 

Ochsner,  J.  A 

Sioux  F'alls 

Richards,  George  .... 

Sioux  I-'alls 

Tschetter,  R.  T 

Sioux  Falls 

‘Ogborn,  R.J 

Sioux  Falls 

Rossing,  W.  0 

Sioux  Falls 

Ulus,  M 

Sioux  Falls 

Opheim,  W.  L 

Sioux  Falls 

Rost,  M 

Sioux  Flails 

Van  Demark,  R E.  ... 

Sioux  Falls 

Opheim,  W.  0.  V 

Sioux  Falls 

Rutt,  Carl  

Sioux  F'alls 

Villa,  Jose 

Freeman 

Orr,  R.  T 

Sioux  Falls 

Salmela,  S 

Sioux  Falls 

V'ogt,  H.  B 

Ortmeier,  Denny 

Sioux  Falls 

Sanchez,  G 

Sioux  Falls 

Volin,  V.  V 

Sioux  Falls 

Parry,  R 

Sioux  Falls 

Sanderson,  E.  W 

Sioux  Falls 

Wagner,  L 

Sioux  Falls 

Pasek,  E.  A 

Sioux  Falls 

Schultz,  R.  D 

Sioux  Falls 

Waltner,  Lonnie  

. . . . Bridgewater 

Paxson,  C 

Sioux  Falls 

Seidenstein,  L 

....  Florida 

Walton,  J.  E 

Sioux  Falls 

Payne, H 

Sioux  Falls 

Shreves,  H 

Sioux  Falls 

Watson,  Wm 

Sioux  Falls 

Peik,  D.  J 

Sioux  Falls 

Sittner,  Larry 

Sioux  Falls 

Wegner,  K.  H 

Sioux  Fails 

Pekas,  M 

Sioux  Falls 

Slattery,  M 

Sioux  Falls 

White,  T.  C 

Sioux  Falls 

Petereit,  M.  F 

Sioux  Falls 

Smith,  G 

Sioux  Falls 

Wierda,  D.  R 

Sioux  Falls 

Peters,  E.  H 

Sioux  Falls 

Solberg,  L 

Sioux  Falls 

Williams,  B.  J 

Sioux  Falls 

Petres,  A 

Salem 

‘Stahmann,  F 

Sioux  Falls 

Willix,  Robert  

Sioux  Falls 

Pitt-Hart,  Barry  T 

Sioux  Falls 

’Steiner,  P.  K 

California 

Wyatt,  George 

Sioux  Falls 

Quale,  J 

Sioux  Falls 

Stensland,  V 

Sioux  Falls 

Wyatt,  R 

Sioux  Falls 

YANKTON 
DISTRICT  No.  8 


Pres.,  H.  J.  Fletcher,  M.D.  Sec.,  Thomas  Olson,  M.D.  Treas.,  Roger  Nutt,  M.D. 


Bean,  David 

Yankton 

Johnson,  V 

Vermillion 

Reaney,  D.  B 

Yankton 

Brinkman,  R 

Yankton 

Kalda,  E.  F 

Platte 

Reding,  A.  P 

Marion 

Brookman,  B.  T 

Wagner 

Kallich,  J 

Yankton 

Ries,  K 

Vermillion 

Dendinger,  Wm 

Vermillion 

Lesher,  R 

Yankton 

Saloum,  H 

Tyndall 

Fletcher,  H 

Vermillion 

Lyso,  M 

Yankton 

Saoi,  N.  B 

Yankton 

Flom,  J 

Yankton 

McVay,C.  B 

Yankton 

Sattler,  T.  H 

Yankton 

Foley,  R.J 

Tyndall 

tMcVay,  M.  R 

Kentucky 

Sebring,  F.  U 

Vermillion 

Halverson,  K 

Yankton 

Messner,  F 

Yankton 

Shemonsky,  N 

Vermillion 

Heinrichs,  E.  H 

Vermillion 

Mills,  L.  P 

Platte 

Smith,  D 

Springfield 

Held,G 

Yankton 

Neumayr,  R.J 

Yankton 

Stanage,  W.  F 

Yankton 

’Hill,  J.  F 

Yankton 

Nutt,  R 

Yankton 

Steele,  J.  P 

Yankton 

Hollerman,  Chas 

Vermillion 

Olson,  Thomas 

Vermillion 

Stephenson,  D 

Yankton 

Holzwarth,  D.  R 

Yankton 

Pascale,  C.  C 

Centerville 

Thompson,  R.  F 

Yankton 

Honke,  R.  W 

Wagner 

Petersen,  L 

Yankton 

Thornton,  R.  R 

Yankton 

Hubner,  J 

Yankton 

Porter,  Richard  I 

Yankton 

Tidd,  J.  T 

Yankton 

’Hubner,  R.  F 

Yankton 

Pullen,  M 

Yankton 

Tuan,  C 

Yankton 

Isburg,  Carroll 

Yankton 

Price,  Ronald  

Armour 

Turner,  C.  R 

Vermillion 

Jameson,  G.  M 

Yankton 

Quick,  Wm 

Yankton 

Willcockson,  John 

Yankton 

Johnson,  F.  C 

Johnson,  T.  C 

Yankton 

Yankton 

Radack,  Morris  

Ranney,  B 

Yankton 

Yankton 

Willcockson,  T.  H 

Yankton 

Pres., 


Ahrlin,  FI.  L Rapid  City 

Ahrlin,  FI.  L.,  Jr Rapid  City 

Allen,  Bruce  Rapid  City 

Anderson,  A.  B Lead 

Arnold,  G Rapid  City 

Authier,  N Rapid  City 

Bailey,  J.  D Rapid  City 

Bareis,  R.J Rapid  City 

Barrett,  A.  J Rapid  City 

Behrens,  C.  L Rapid  City 

Bergeron,  Dale Rapid  City 

Berkebile,  Dale Rapid  City 

Berry,  D Sturgis 

Bloemendaal,  R.  D Rapid  City 

Blunck,  C.  J Rapid  City 

‘Borgmeyer,  FI.  J Rapid  City 

Boyce,  R.  A Rapid  City 

Boyer,  D.  W Rapid  City 
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BLACK  HILLS 
DISTRICT  No.  9 


. Lee  Ahrlin,  M.D.  Sec.,  A.  J.  Barrett, 


Branch,  Robert  .... 

Rapid  City 

’Bray,  R.  B 

Rapid  City 

Brown,  Michael  . . . 

Spearfish 

Burnap,  D.  W 

Rapid  City 

Burnett,  R 

Rapid  City 

Butz,  Gerald  

Rapid  City 

Cameron,  D.  E.  ... 

Rapid  City 

Carlson,  G 

Rapid  City 

Carson,  L.  E 

Arkansas 

’Clark,  B.  S 

Spearfish 

Cline,  J.  A 

. . . . North  Carolina 

Cornford,  R.  C.  ... 

Rapid  City 

Dewald,  A 

Rapid  City 

Drummond,  R 

Rapid  City 

’Dulaney,  C.  H 

California 

Dzintars,  P.  F 

Rapid  City 

Ebbert,  Larry  

Rapid  City 

Elston,  J.  T 

Rapid  City 

D. 


Engel,  C 

Rapid  City 

Ferrell,  R 

Rapid  City 

Finley,  R.  C 

Rapid  City 

Forshner,  R 

Hot  Springs 

Freimark,  L.  G 

Rapid  City 

Fromm,  H E 

Rapid  City 

Frost,  H.  L 

Rapid  City 

Gilbert,  F.  J 

Ft.  Meade 

Golliher,  W.  N 

Spearfish 

Gwinn,  C.  B 

Rapid  City 

Haas,  S 

Rapid  City 

Hafner,  Daniel  

Rapid  City 

Hamm,  Joseph  

Sturgis 

Hare,  H.  J 

Rapid  City 

Harris,  R.  H 

Rapid  City 

Haugan,  H.  0 

Rapid  City 

Hayes,  Robert 

Wall 

Heidepreim,  G 

Rapid  City 
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Henry,  Thomas  

Rapid  City 

Loos,  C 

Rapid  City 

*Saxton,  A.  J 

Arizona 

Herbrandson,  C.  R.  . . . 

Spearfish 

Lopez,  A 

Hot  Springs 

Sejvar,  J.  P 

Rapid  City 

Hercules,  C 

Rapid  City 

Mangulis,  G.  J 

Philip 

Shining,  H.  S 

Rapid  City 

Hewitt,  J.  M 

Rapid  City 

Massa,  L.  L 

Sturgis 

Slingsby,  J.  B 

Rapid  City 

Howard,  Wm.  J 

Rapid  City 

Mattson,  W 

Rapid  City 

Strand,  R.  D 

Rapid  City 

Jackson, J 

Rapid  City 

McGuigan,  P.  M.  ... 

Rapid  City 

Sutliff,  W 

Rapid  City 

Jacobson,  T.  R 

. . . . Hot  Springs 

*Mead,T 

Spearfish 

Swisher,  L.  P 

Kadoka 

James,  E 

Rapid  City 

Merryman,  M.  P.  ... 

Rapid  City 

Tesar,  C.  E 

Rapid  City 

Javurek,  A.  J 

Deadwood 

Meyers,  W 

Hot  Springs 

Theissen,  H.  H 

Rapid  City 

Jenter,  G.  W 

Sturgis 

Millea,  R.  P 

Rapid  City 

Tracer,  C.  L 

Rapid  City 

Jerde,  0.  M 

Rapid  City 

Munson,  H.  B 

Rapid  City 

Trinidad,  R 

Deadwood 

Johnson,  Robert  K.  . . . 

Rapid  City 

Neu,  Norman 

Rapid  City 

Tschetter,  W.  R 

Rapid  City 

Jones,  W.  E 

Sturgis 

O'Sullivan,  J 

. . . . Belle  Fourche 

Van  Etten,  D 

Rapid  City 

*Kegaries,  D.  L 

Arizona 

Owen,  G.  S 

Rapid  City 

Vogele,  Kenneth  .... 

Rapid  City 

Kelley,  D.  H 

Rapid  City 

Palmerton,  E.  S 

Rapid  City 

Welsh,  Gary  

Rapid  City 

Klar,  W 

. . . . Fort  Meade 

Perry,  Wm.  J 

Ft.  Meade 

Westaby,  R.  S 

Hot  Springs 

Kovarik,  J.  A 

Rapid  City 

Pieczka,  Jan  

Hot  Springs 

Whitney,  N.  R 

Rapid  City 

Kovarik,  R.  A 

Rapid  City 

*Radusch,  F.  J 

California 

Wicks,  Dennis 

Custer 

Kovarik,  W.  J 

Rapid  City 

Reinoehl,  W 

Custer 

‘Williams,  F.  R 

Rapid  City 

Krafka,  T 

Rapid  City 

Renka,  R 

Rapid  City 

Wood,  G.  F 

Rapid  City 

Kullbom,  J 

Rapid  City 

Ruud,  E.  T 

Hot  Springs 

Wright,  Paul  

Rapid  City 

Kunz,  J.  A 

Rapid  City 

Sabow,  J.  D 

Arizona 

Yackley,  J.  V 

Rapid  City 

Kwan,  F.  P 

Liedtke,  C 

Rapid  City 

Sturgis 

Sanmartin,  J 

Rapid  City 

Yamada,  A 

Rapid  City 

ROSEBUD 

DISTRICT  No.  10 

Pres.,  Don  Bailey,  M.D.  Sec.,  Ed  Sweet,  M.D. 

Bailey,  Donald 

O’Neill,  Neb. 

Nemer,  R.  G 

Gregory 

Sweet,  E.  P 

Burke 

Hogrete,  L 

Malm,  J 

Gregory 

Gregory 

Stiehl,  R 

Winner 

Thompson,  M.  George  ... 

. . . . Gregory 

NORTHWEST 
DISTRICT  NO.  11 


Collins,  J.  D Hoven 

Benson,  M,  C Lemmon 

Deitrick,  L.  A Bison 

Henderson,  B.  J Mobridge 

Johnson,  C.  A Lemmon 


Sec.,  L.  M.  Linde,  M.D. 


Knowles-Smith,  P McLaughlin 

Lawrence,  R.  R Mobridge 

Linde,  Leonard  Mobridge 

*Nolan,  B.  P Mobridge 

Peterson,  Jeffrey Mobridge 


Ryan,  J.  E North  Dakota 

*Spiry,  A.  W Mobridge 

Wunder,  J Mobridge 

Yecha,  David Gettysburg 


WHETSTONE  VALLEY 
DISTRICT  No.  12 

Pres.,  L.  F.  Nelson,  M.D.  Sec.,  Eldon  Bell,  M.D. 


Bell,  Eldon  

Webster 

Janavs,  V 

Milbank 

Nelson,  L.  F 

Webster 

‘Brinkman,  W.  C 

Sisseton 

Johnson,  E.  A 

Milbank 

Oey,  D 

Sisseton 

Buentipo,  B 

Milbank 

Kass,  Joseph  

Rosholt 

Staub,  D.  W 

Sisseton 

Gerrick,  S.  J 

Webster 

Mendoza,  V 

Sisseton 

Vogelgesang,  L.  C 

Webster 

*Gregory,  D.  A Montana 


M.S.  — Indicates  Military  Service 
* — Indicates  Honorary  Membership 
t — Postgraduate  Training 


South  Dakota  State  Medical  Association  Roster  — 1980 
Membership  — Alphabetical  Listing 


Adajar,  A 

Bowdle 

Allen,  S.  W 

....  Watertown 

Anderson,  Edward  . . . . 

....  Sioux  Falls 

Adams,  H P 

Huron 

Altman,  S 

Anderson,  J.  A 

Madison 

Ahrlin,  H.  L 

Rapid  City 

Alvine,  F.  G 

....  Sioux  Falls 

Anderson,  T.  R. 

....  Sioux  Falls 

Ahrlin,  H.  L.,  Jr 

Rapid  City 

Amundson,  Loren  . . . . 

....  Sioux  Falls 

Anderson,  W.  R 

....  Sioux  Falls 

Albano,  P 

Aberdeen 

Anderson,  A.  B 

Angelos,  T 

Canton 

‘Alcorn,  F.  A 

Sioux  Falls 

Anderson,  C 

M.S. 

Appelwick,  J 

Madison 

Allen,  Bruce  

Rapid  City 

Anderson,  D.  R 

M.S. 

Argabrite,  J.  W 

. . . . Watertown 
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■Arneson,  W.  A 

Sioux  F'alls 

Arnold,  G 

Rapid  City 

Arthaud,  J.  B 

Sioux  F'alls 

Askwig,  L.  C 

Pierre 

Aspaas,  P.  K 

[Jell  Rapids 

Aspaas,  Paul  Jr 

Sioux  F-'alls 

■Authier,  N 

Rapid  City 

‘Avotins,  R 

Faulkton 

Baas,  W 

Mitchell 

Bachmaver,  Jay 

Aberdeen 

Bailey,  Don  

. . . O'Neill,  Neb. 

Bailey,  J.  D 

Rapid  City 

Bandiera,  S 

Brookings 

Bareis,  R.  J 

Rapid  City 

Barker,  J.  D 

Sioux  Falls 

Barlow,  J.  F 

Sioux  Falls 

Barnett,  G.  L 

Sioux  Falls 

Barrett,  A.  J 

Rapid  City 

Bartholomew,  K 

Faulkton 

Bartron,  G.  R 

Watertown 

‘Bartron,  H.  J.,  Jr 

Watertown 

Bean,  David 

Yankton 

Behrens,  C.  L 

Rapid  City 

Belatti,  R.  G 

Sioux  Falls 

Bell,  Eldon  

Webster 

Bell,  G.  Robert 

DeSmet 

Benson,  G 

Sioux  Falls 

Benson,  M.  C 

Lemmon 

Berg,  S 

Redfield 

Bergeron,  Dale 

Rapid  City 

Berkebile,  D 

Rapid  City 

Berry,  D 

Sturgis 

Berry,  J.  T 

Mitchell 

Bhatara,  V 

Sioux  Falls 

Bhatti,T.  H 

Sioux  Falls 

Billion,  J.  J 

Sioux  Falls 

Billion,  T.  J.,  Jr 

Sioux  Falls 

Binder,  C.  F 

. . . Chamberlain 

Blake,  J 

Sioux  Falls 

‘Bloemendaal,  G.  J.  . . 

Ipswich 

Bloemendaal,  R.  D.  . . 

Rapid  City 

Blunck,  C.  F 

Rapid  City 

Boade,  W.  A 

Sioux  Falls 

‘Borgmeyer,  H.  J 

Rapid  City 

Boyce,  R.  A 

Rapid  City 

Boyer,  D 

Rapid  City 

Brakss,  V 

Watertown 

Branch,  R 

Rapid  City 

‘Bray,  R.  B 

Rapid  City 

Breit,  D.  H 

Sioux  Falls 

Brinkman,  R 

Yankton 

‘Brinkman,  W.  C 

Sisseton 

Broadhurst,  K.  A 

Aberdeen 

Brookman,  B.  T 

Wagner 

Brown,  M 

Spearfish 

Brzica,  S.  M 

Sioux  Falls 

Buchanan,  D 

Huron 

Bucy,  Christine  

Beresford 

Buentipo,  B 

Milbank 

Bunker,  T 

Aberdeen 

Burkhart,  T 

Sioux  Falls 

Burnap,  D.  W 

Rapid  City 

Burnett,  R 

Rapid  City 

Burns,  E.  A 

Sioux  Falls 

Burns,  K.  R 

Sioux  Falls 

Butz,  Gerald  

Rapid  City 

Cameron,  D.  E 

Rapid  City 

Carlson,  G 

Rapid  City 

‘Carney,  M 

Texas 

Carson,  L.  E 

Arkansas 

Carter,  P.  B 

Aberdeen 

Cavanaugh,  D 

Huron 

Chalmers,  J.  H 

Sioux  Falls 

Chang,  J.  P 

Aberdeen 

Chavier,  Juan  

Aberdeen 

Christopher,  John  . . . 

Aberdeen 

Church,  Bill  G 

Sioux  Falls 

‘Clark,  B.  S 

Spearfish 

Clark,  C.  J 

Watertown 

Clark,  E.  T 

Sioux  Falls 

Cline,  J.  A 

. . North  Carolina 

Cloar,  R 

Sioux  Falls 

Collins,  E.  H 

Gettysburg 

Collins,  James 

Hoven 

Cornford,  R.  C 

Rapid  City 

Cosand,  M R 

Pierre 

‘Cottam,G.  1.  W.  . . . 

Sioux  Falls 

Cutshall,  V.  H 

Sioux  Falls 

Cutshall,  V.  K 

Sioux  Falls 

Davis,  J 

Pierre 

Daw,  E.  F 

Sioux  Falls 

Dean,  Roscoe 

. . . . Wess.  Springs 

Dean,  Thomas  

. . . . Wess.  Springs 

DeClark,  R.  P 

Sioux  Falls 

DeGeest,  J.  H 

Miller 

Deitrick,  L.  A 

Bison 

Delaney,  R.  J 

Mitchell 

Delaney,  W.  A.,  Jr.  . . 

Mitchell 

Dendinger,  Wm 

Vermillion 

Desai,  B.  J 

Watertown 

Devick,  J.  S 

Colton 

Dewald,  A 

Rapid  City 

Dilger,  J 

Mitchell 

Donahoe,  J.  W 

Sioux  Falls 

Driver,  1.  E 

California 

Drummond,  R 

Rapid  City 

D’Souza,  E.  P 

Aberdeen 

‘Dulaney,  C.  H 

California 

Dzintars,  P.  F 

Rapid  City 

Dzintars,  V 

Sioux  Falls 

Easton,  J 

Sioux  Falls 

Ebbert,  Larry  

Rapid  City 

Eckrich,  J.  A 

Aberdeen 

Eckrich,  J.  A.,  Jr 

Aberdeen 

‘Eirinberg,  1 

Sioux  Falls 

Elston,  J.  T 

Rapid  City 

Engel,  C 

Rapid  City 

Ensberg,  D.  L 

Sioux  Falls 

Entwistle,  F.  R 

Sioux  Falls 

Epp,  D.  L 

Freeman 

Fahrenwald,  M 

Aberdeen 

Farrell,  H.  W 

Sioux  Falls 

Fedt,  Donald 

Watertown 

Felker,  J 

Sioux  Falls 

Ferrell,  M.  R 

Sioux  Falls 

Ferrell,  R 

Rapid  City 

Finley,  R.  C 

Rapid  City 

Finney,  L 

Sioux  Falls 

‘Fisk,  R.G 

Flandreau 

Fletcher,  FJ 

Vermillion 

Flom,  J 

Yankton 

Flora, G 

Sioux  Falls 

Foley,  R.  J 

Tyndall 

Forshner,  R 

Hot  Springs 

‘Fox,  S.  W 

California 

Frazier,  P 

Clear  Lake 

Freeman,  J.  W 

Sioux  Falls 

Freimark,  L 

Rapid  City 

Friefeld,  S 

Brookings 

Friess,  R.  W 

Sioux  Falls 

Fromm,  H E 

Rapid  City 

Frost,  D M 

Sioux  Falls 

Frost,  H.  L 

Rapid  City 

Fuller,  Wm.  C 

Sioux  Falls 

Gehring,  S 

Sioux  Falls 

Gerber,  B.  C 

Aberdeen 

Gere,  R.G 

Mitchell 

Gerrick,  S.  J 

Webster 

Giebink,  R.  R 

Gilbert,  F.  J Ft.  Meade 

Gillis,  F.  D Mitchell 

Golliher,  W.  N Spearfish 


Graham,  D Sioux  Falls 

Greenfield,  D,  L Sioux  Falls 

Gregg,  J.  B Sioux  Falls 

‘Gregory,  D.  A Montana 

Groote',  C Sioux  Falls 

Gross,  FI.  Phil  Sioux  Falls 

‘Grove,  M S Sioux  Falls 

Gryte,  C.  F Fluron 

Guddal,  W.  N Watertown 

Gunnarson,  R.  E Sioux  Falls 

Gutch,  C.  F Sioux  Falls 

Gutnik,  L Sioux  Falls 

Gwinn,  C.  B Rapid  City 

Haas,  Stephen Rapid  City 

Hafner,  Daniel  Rapid  City 

Haley,  M Mitchell 

Halverson,  K Yankton 

Hamm,  Joseph  Sturgis 


Hansen,  R.  J 

Hanson,  B 

Hanson,  W.  O 

Hare,  H.  J 

Harlow,  M.  C 

Harms,  R 

Harris,  Russell  . . . 

Hart,  H 

Hartzell,  A 

Haugan,  H.  O 

Hayes,  R.  H 

Heidepreim,  G. . . . 

Heinrichs,  E 

Held,G 

Henderson,  B.  . . . 
Henrickson,  L.  . . . 
Henrickson,  R.  . . 
Henry,  Robert  . . . . 

Henry,  T 

Herbrandson,  C.  R 

Hercules,  C 

Hermann,  H.  T.  . . 
Hermanson,  J.  M. 

Heth,  S 

Heupel,  Alden  R.  . 

Hewitt,  J.  M 

‘Hill,  J.  E 

Hockett,  R.  D.  . . . 

Hofer,  E.  A 

Hogrefe,  L 

Hoffsten,  P 

Hohm,  Paul 

Hohm,  R 

Hohm,  Theo 

Holland,  L.  W.  ... 
Hollerman,  Chas. 
Holzwarth,  D.  R.  . 

Honke,  R.  W 

Hosen,  R.  S 

Hoskins,  John  ... 
Hovland,  James  I.  . 
Howard,  Wm.  J.  . . 
Hoxtell,  Eugene  . 

Hubner,  J 

‘Hubner,  R.  F 

Huet,  G.  M 

Hughes,  H.  D.  ... 
Humphreys,  D.  . . 
‘Huppler,  E.  G.  . . . 

Hurley,  B 

Hussain,  R 

Hyland,  L 

Ingvoldstad,  J 


Kimball 

. . Watertown 

Huron 

. . . Rapid  City 
. . . Aberdeen 
. . Watertown 
. . . Rapid  City 
. . . Aberdeen 
. . Sioux  Falls 
. . . Rapid  City 

Wall 

. . . Rapid  City 
. . . Vermillion 
....  Yankton 
. . . Mobridge 
. . Sioux  Falls 
. . Sioux  Falls 
. . . Brookings 
. . . Rapid  City 
. . . . Spearfish 
. . . Rapid  City 

Mitchell 

Valley  Springs 

Mitchell 

. . Watertown 
. . Rapid  City 
. . . . Yankton 
....  Mitchell 

Huron 

....  Gregory 

Pierre 

Huron 

Huron 

Huron 

Chamberlain 
. . Vermillion 
. . . . Yankton 

Wagner 

. . Sioux  Falls 
. . Sioux  Falls 
. . . Aberdeen 
. . Rapid  City 
. . Sioux  Falls 
. . . . Yankton 
. . . . Yankton 

Huron 

. . Clear  Lake 
. . Sioux  Falls 
. . Watertown 
. . Sioux  Falls 
. . Sioux  Falls 
. . Sioux  Falls 
. . Sioux  Falls 
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Isburg,  Carroll 

Yankton 

Lesher,  R 

Yankton 

‘Ogborn,  R.  J 

Sioux  Falls 

Jackson,  J 

Rapid  City 

Lewis,  H.  R 

Mitchell 

Olson,  T 

Vermillion 

Jacobson,  T.  R 

Hot  Springs 

Liedtke,  C 

Sturgis 

Opheim,  W.  L 

Sioux  Falls 

Jahraus,  R.  C 

Pierre 

Lindbloom,  B.  0 

Pierre 

Opheim,  W.  0.  V,  . , . 

Sioux  Falls 

James,  E 

Rapid  City 

Linde,  Leonard  

Mobridge 

Orr,  R.T 

Sioux  Falls 

Jameson,  G.  M 

Yankton 

‘Lloyd,  J.  H 

Mitchell 

Ortmeier,  D 

Sioux  Falls 

Janavs,  V 

Milbank 

Looby,  T 

Sioux  Falls 

Ostrowski,  S 

Eureka 

Janis,  J.  B 

Sioux  Falls 

Loos,  C.  M 

Rapid  City 

O’Sullivan,  J 

. . . . Belle  Fourche 

Janusz,  A.  J 

Aberdeen 

Loos,  G.  D 

Sioux  Falls 

Otey,  B.  T 

Flandreau 

Jaqua,  R.  A 

Sioux  Falls 

Lopez,  A 

Hot  Springs 

Owen,  G.  S 

Rapid  City 

Javurek,  A 

Deadwood 

Lovrien,  Fred  

Sioux  Falls 

Palmerton,  E.  S 

Rapid  City 

Jenter,  G 

Sturgis 

Lushbough,  B.  C 

Brookings 

Park,  Dai  H 

Pierre 

Jerde,  0.  M 

Rapid  City 

Lyso,  M 

Yankton 

Parry,  R 

Sioux  Falls 

Johnson,  C,  A 

Lemmon 

Mabee,  J.  0 

Mitchell 

Pascale,  C.  C 

Centerville 

Johnson, D.  L 

Sioux  Falls 

Mabee,  0.  J 

Mitchell 

Pasek,  E.  A 

Sioux  Falls 

Johnson,  E.  A 

Milbank 

Madison,  D 

Sioux  Falls 

Pan,  W.  H 

Brookings 

Johnson,  F.  C 

Yankton 

Magnuson,  G 

Sioux  Falls 

Patterson,  D 

Redfield 

Johnson,  P S 

Sioux  Falls 

Malm,  J 

Gregory 

Paxson,  Charles 

Sioux  Falls 

Johnson,  R.  C 

Sioux  Falls 

Mangulis,  G 

Philip 

Payne,  H 

Sioux  Falls 

Johnson,  Robert 

Rapid  City 

‘Maresh,  E.  R 

Sioux  Falls 

Peik,  D.  J 

Sioux  Falls 

Johnson,  T.  C 

Yankton 

Mark,  C 

Viborg 

Pekas,  M 

Sioux  Falls 

Johnson,  V 

Vermillion 

Massa,  L.  L 

Sturgis 

Pelegrin,  R.  J 

Huron 

Jones,  W.  E 

Sturgis 

Mattson,  W 

Rapid  City 

Pelton,  C 

Aberdeen 

Jones,  W.  L 

Sioux  Falls 

McCann,  J.  P 

Parkston 

Perry,  Wm 

Ft.  Meade 

Judge,  J.  0 

Mitchell 

McDonald,  C.  J 

Sioux  Falls 

Petereit,  M.  F 

Sioux  Falls 

Kalda,  E,  F 

Platte 

McFee,  John  

Ipswich 

Peters,  E.  H 

Sioux  Falls 

Kallich,  J 

Yankton 

McGee,  R 

Aberdeen 

Petersen,  L 

Yankton 

Kapur,  H 

Huron 

McGreevy,  P.  S 

Sioux  Falls 

Peterson,  J 

Mobridge 

Kapur,  R 

Huron 

McGuigan,  P.  M 

Rapid  City 

Petres,  A 

Salem 

Karlen,  L,  W 

DeSmet 

McHardy,  B.  R 

Sioux  Falls 

Pieczka,  Jan  

Hot  Springs 

Kass,  Joseph  

Rosholt 

McIntosh,  G.  F 

Eureka 

Piro,  D.  F 

Watertown 

Kaufman,  I.  1 

Freeman 

McMillin,  J 

Sioux  Fails 

Pitt-Hart,  B.  T 

Sioux  Falls 

’Kegaries,  D.  L 

Arizona 

McVay,  C.  B 

Yankton 

‘Plowman,  E.  T 

Brookings 

Kelley,  D.  H 

Rapid  City 

tMcVay,  M.  B 

Kentucky 

Porter,  Maynard  . . . . 

Parkston 

Kemp,  E 

Sioux  Falls 

‘Mead,T 

Spearfish 

Porter,  Richard  

Yankton 

Kennelly,  D 

Sioux  Falls 

Mendoza,  V 

Sisseton 

Price,  Ronald  

Armour 

Kenny, Jean  

Sioux  Falls 

Merryman,  M.  P 

Rapid  City 

Primrose,  Joseph  . . . 

Brookings 

‘Kershner,  C.  M 

Brookings 

Messner,  F 

Yankton 

Pullen,  M 

Yankton 

Kim,T 

Huron 

Meyer,  R 

Watertown 

Quale,  J 

Sioux  Falls 

‘King,  L.,  Jr 

Sioux  Falls 

Meyers,  W.  W 

Hot  Springs 

Quick,  Wm 

Yankton 

Kittelson,  H O 

Sioux  Falls 

Michieli,  Jose 

Watertown 

Quinn,  R.  H 

Sioux  Falls 

Klar,  W 

. . . . Fort  Meade 

Millea,  R.  P 

Rapid  City 

Radack,  M.  L 

Yankton 

Knowles,  R.  C 

Sioux  Falls 

Mills,  L.  P 

Platte 

‘Radusch,  F.  J 

California 

Knowles-Smith,  P.  ... 

. . . . McLaughlin 

Moller,  C 

Mitchell 

Ramos,  M 

Scotland 

Knudson,  D 

Sioux  Falls 

Monfore,  James 

Miller 

Ranney,  Brooks 

Yankton 

Knutson,  Dennis 

Sioux  Falls 

Monson,  C D 

Parkston 

Raszkowski,  R 

Sioux  Falls 

‘Kohimeyer,  F.  C 

Sioux  Falls 

Morris,  A 

Sioux  Falls 

Read,  R 

Sioux  Falls 

Kom,  C 

Aberdeen 

Mueller,  E.  H 

Tripp 

Reagan,  J.  L 

Madison 

Koob,  K 

Sioux  Falls 

‘Muggly,  J.  A 

Madison 

Reaney,  D.  B 

Yankton 

Kosse,  Karl  

Aberdeen 

Munson,  D 

Sioux  Falls 

Reding,  A.  P 

Marion 

Kovarik,  J.  A 

Rapid  City 

Munson,  H.  B 

Rapid  City 

Regier,  E 

Canton 

Kovarik,  R.  A 

Rapid  City 

Mutch,  M.  G 

Sioux  Falls 

Reinoehl,  W 

Custer 

Kovarik,  W.  J 

Rapid  City 

Naughton, G 

Sioux  Falls 

Renka,  R 

Rapid  City 

Krafka,  T 

Rapid  City 

Nelson,  Earl  

Viborg 

Reynolds,  James  . . . . 

Sioux  Falls 

Krawitt,  L 

Pierre 

Nelson,  L.  F 

Webster 

Richards,  George  . . . 

Sioux  Falls 

Kroack,  K.  J 

Brookings 

Nelson,  P S 

Watertown 

Ries,  K 

Vermillion 

Kullbom,  1 

Rapid  City 

Nelson,  R.  E 

Sioux  Falls 

Rittmann,  J 

Watertown 

Kunz,  J.  A 

Rapid  City 

Nemer,  R.  G 

Gregory 

Roberts,  C.  S.,  Jr.  ... 

Brookings 

Kurch,  J 

Huron 

Neu,  Norman 

Rapid  City 

Rodine,  J.  C 

Aberdeen 

Kwan,  F.  P 

Rapid  City 

Neumayr,  R.  J 

Rossing,  W.  0 

Sioux  Falls 

Lakstigala,  Peter  

Sioux  Falls 

Nice,  R 

Rost,  M 

Sioux  Falls 

Lampert,  A.  A.,  Jr.  ... 

Madison 

Nicholas,  George  .... 

Huron 

Rousseau,  M.  C 

Watertown 

Lang,  Durward  

Sioux  Falls 

Nielsen,  J 

Rud,  James  

Watertown 

Lardinois,  C.  C 

Huron 

‘Nolan,  B.  P 

‘Rudolph,  E.  A 

California 

Larsen,  Paul 

Sioux  Falls 

Nordstrom,  D 

Sioux  Falls 

Rutt,  Carl  

Sioux  Falls 

Larson,  J.  C 

Watertown 

‘Norgello,  V 

Ruud,  E.  T 

Hot  Springs 

Larson,  Leland  J 

Sioux  Falls 

Nutt,  R 

Ryan,  J.  E 

. . . North  Dakota 

Larson,  P.  M 

Watertown 

Oakland,  J 

Sioux  Falls 

Sabow,  J 

Rapid  City 

Lawrence,  R.  R 

Mobridge 

O’Brien,  J.  A 

Sioux  Falls 

Salmela,  S 

Sioux  Falls 

Leander,  R.  B 

Sioux  Falls 

Ochsner,  J.  A 

Sioux  Falls 

Saloum,  H.  

Tyndall 

Lee,  S.  G 

Sioux  Falls 

O’Connor,  Jeffrey  . . . . 

. . . . Washington 

Sanchez, G 

Sioux  Falls 

Leigh,  F.  D 

Huron 

Odland,  W 

Aberdeen 

Sanders,  M.  E 

Aberdeen 

Lenz,  B.  T 

Huron 

Oey,  D 

Sisseton 

Sanderson,  E.  W 

Sioux  Falls 

Leon,  Paul  

Aberdeen 

Oey,  G 

Watertown 

Sanmartin,  J 

Rapid  City 
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Saoi,  N.  B 

Yankton 

Strand,  R.  D 

Rapid  City 

Vogelgesang,  L.  C 

Webster 

Sattler,  T.  H 

V'ankton 

Stransky,  J.  J 

Watertown 

Vogt,  11.  B 

....  Sioux  Falls 

‘Saxton,  A,  J 

Arizona 

Sutliff,  W.  C 

Rapid  City 

Volin,  V.  V 

. . . . Sioux  Falls 

Savior.  H.  L.,  Jr 

Huron 

Swanson,  C.  L 

Pierre 

Vonburg,  V.  R 

Mitchell 

Schabauer,  E.  A 

Mitchell 

Sweeny,  W.  T 

Aberdeen 

Vose,  J . L 

Mitchell 

Scheffel,  A 

Redl'ield 

Sweet,  E.  P 

Burke 

Wagner,  L 

....  Sioux  Falls 

Scheller,  D.  L 

Swisher,  L.  P 

Kadoka 

Wait,  C 

Brookings 

Schultz,  R.  D 

Sioux  Falls 

Talley,  Robert  

Sioux  Falls 

Wake,  R 

Brookings 

Seaman,  David  

Tam,  Guy 

Sioux  Falls 

Waltner,  Lonnie 

Freeman 

Sebring,  F.  U 

Vermillion 

‘Tank,  M.C 

Brookings 

Walton,  J 

Sioux  Falls 

Seidenstein,  L 

Sioux  Falls 

Taylor,  Wm.  R 

Aberdeen 

Warlick,  D 

Flandreau 

Sejvar,  J.  P 

Rapid  City 

Tesar,  C.  E 

Rapid  City 

Watson,  Wm 

Sioux  Falls 

Shaskey.  R.  E 

Brookings 

Tesch,  R 

Brookings 

Weatherill,  D.  W 

Mitchell 

Shemonsky,  N 

Vermillion 

Thatcher,  G 

Sioux  Falls 

‘Weber,  R.  A 

Mitchell 

Shinghal,  K 

Aberdeen 

Theissen,  H.  H 

Rapid  City 

Wegner,  K.  11 

Sioux  Falls 

Shinghal,  P 

Aberdeen 

Thompson,  M.C 

Watertown 

Welge,  B 

Aberdeen 

Shining,  H.  S 

Rapid  City 

Thompson.  M.  G 

Gregory 

Welsh,  Gary  

Rapid  City 

Shousha,  A 

Britton 

Thompson,  R.  F 

Yankton 

Werthmann,  H 

Pierre 

Shreves,  H 

Sioux  Falls 

Thornton,  R.  R 

Yankton 

Westaby,  R.  S.,  Jr 

. . . . Hot  Springs 

Sittner,  L 

Sioux  Falls 

Tidd,  J.T 

Yankton 

White,  T.C 

Sioux  Falls 

Skogmo,  B.  R 

Mitchell 

Tieszen,  A.  J 

Pierre 

Whitney,  N.  R 

Rapid  City 

Slattery,  M 

Sioux  Falls 

‘Tobin,  L.  W 

Mitchell 

Wicks.  D 

Custer 

Slingsby,  J 

Rapid  City 

Tracer,  C.  L 

Rapid  City 

Wierda.  D.  R 

Sioux  Falls 

Smith,  David  

Springfield 

Tracy,  G.  E 

Watertown 

Willcockson,  John  .... 

Yankton 

Smith,  G 

Sioux  Falls 

Trinidad,  R 

Deadwood 

Willcockson,  T.  H 

Yankton 

Solberg,  L 

Sioux  Falls 

Tschetter,  L.  K 

Sioux  Falls 

Williams,  B.  J 

Sioux  Falls 

Spears,  B 

Pierre 

Tschetter,  R.  T 

Sioux  Falls 

‘Williams,  F.  R 

Rapid  City 

Spencer,  J 

Arizona 

Tschetter,  W.  R 

Rapid  City 

Williams,  H.  S 

Mitchell 

‘Spiry,  A.  W 

Mobridge 

Tuan,  C 

Yankton 

Willix,  Robert  

Sioux  Falls 

‘Stahmann,  F.  S 

Sioux  Falls 

Turner,  C.  R 

Vermillion 

‘Wold,  H R 

Madison 

Stanage,  W.  F 

Yankton 

Ulus,  M 

Sioux  Falls 

Wood,  G.  F 

Rapid  City 

Staub,  D 

Sisseton 

Unite,  I 

Aberdeen 

Wrage,  T.  J.,  Jr 

Watertown 

Steele,  G.  H 

Aberdeen 

Vanadurongvan,  K.  . . . 

. . . Lake  Preston 

Wright,  Paul  

Rapid  City 

Steele,  J.  P 

Yankton 

Vanadurongvan,  V.  . . . 

. . . Lake  Preston 

Wunder,  James 

Mobridge 

‘Steiner,  P 

California 

Van  Demark,  R.  E.  . . . 

Sioux  Falls 

Wyatt,  George 

Sioux  Falls 

Stensland,  V 

Sioux  Falls 

Van  Etten,  D 

Rapid  City 

Wyatt,  R 

Sioux  Falls 

Stensrud,  H.  J 

Madison 

Villa,  J.P 

Freeman 

Yackley,  J.  V 

Rapid  City 

Stephenson,  D 

Yankton 

Visani,  S 

Mitchell 

Yamada,  A 

Rapid  City 

Stiehl,  R 

Winner 

Vogele,  A.  C 

Aberdeen 

Yecha,  David 

Gettysburg 

Stoltz,  C.  R 

Sioux  Falls 

Vogele,  C.  L 

Aberdeen 

Zakahi,  R.  J 

Pierre 

‘Stoltz,  C.  R 

Watertown 

Vogele,  Kenneth  

Rapid  City 

Zvejnieks,  K 

Aberdeen 

M.S.  — Indicates  Military  Service 
’ — Indicates  Honorary  Membership 
t — Postgraduate  Training 


ASSOCIATE  MEMBERS 
(MEDICAL  SCHOOL  STUDENTS. 
RESIDENTS) 


Abbot,  Stewart  Yankton 

Akland,  Mark Rapid  City 

Allen,  Raymond  Vermillion 

Alsgaard,  Hartley Vermillion 

Altstiel,  Terry  Yankton 

Anderson,  Wayne  Rapid  City 

Benson,  Neil Vermillion 

Benson,  Nick  Yankton 

Bowers,  Marvin Vermillion 

Braastad,  Fred  Vermillion 

Buhler,  Carey  Rapid  City 

Burgers,  James  Sioux  Falls 

tCarlson,  Byron  H.,  M.D.  . . Sioux  Falls 

Carlson,  David  C Sioux  Falls 

Christensen,  Martin Sioux  Falls 

tDeede,  Marcus,  M.D Sioux  Falls 

Dzintars,  Egon Vermillion 

Egge,  Paul Sioux  Falls 

I Enderson,  Blaine  Britton 

‘ Faragher,  David Vermillion 

j tFoss,  J.  Frank,  M.D Sioux  Falls 


^Foster,  David  W.,  M.D.  . . . Sioux  Falls 

tFrederick,  Irene,  M.D Yankton 

Friefeld,  Geoff  Brookings 

Frost,  Whitney Sioux  Falls 

Gaede,  Jim Yankton 

fGoodhope,  Robert  C.,  M.D. 

Sioux  Falls 

fGrau,  Thomas,  M.D Sioux  Falls 

tHan,  Howan,  M.D Yankton 

Hansen,  David Vermillion 

Heilman,  Bernard  Sioux  Falls 

Heinemann,  Dan Sioux  Falls 

Heinrich,  Michael  Sioux  Falls 

tHonke,  Richard,  II,  M.D.  . Sioux  Falls 

tHuber,  Thomas,  M.D Sioux  Falls 

Jensen,  Kristin Vermillion 

Jewitt,  Steve  Spearfish 

Johnson,  Bradley Vermillion 

tJones,  John,  M.D Sioux  Falls 

Jones,  Katherine Sioux  Falls 

Keimig,  Kathy  Clear  Lake 


Kelty,  Maureen  Vermillion 

Kenefick,  Karla  Vermillion 

Kuck,  Paul  Vermillion 

Lamb,  Marlin Sioux  Falls 

tLikness,  Clark,  M.D Sioux  Falls 

Linn.  Rprnard Vermillion 

Mathews,  Mike Rapid  City 

McNeely,  Kevin Vermillion 

Mehlhoff,  Tom  Vermillion 

Miller,  Kay  Vermillion 

Minton,  Tim Rapid  City 

Nagelhout,  David  Vermillion 

Neish,  Stephen Vermillion 

tNelson,  Richard  A.,  M.D.  . Sioux  Falls 

Neubauer,  Jo  Vermillion 

tOhrt,  David,  M.D Sioux  Falls 

Parker,  Craig  Vermillion 

tPlummer,  Richard Sioux  Falls 

Potts,  Barb  Sioux  Falls 

Preston,  Robert Vermillion 

Rogers,  Randy Sioux  Falls 
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Schaecher,  Ken  Vermillion 

tSchmaltz,  Richard,  M.D Yankton 

tSierra,  Lewis,  M.D Sioux  Falls 

Simonson,  Mary  Vermillion 

Smith,  A.  Don  Vermillion 

tSmith,  Ronald,  M.D Sioux  Falls 

Stewart,  Richard  Yankton 


t — Resident 


Stone,  Jonathan Vermillion 

Swenson,  Jeff Vermillion 

tXemplonuevo,  Raul,  M.D. 

Sioux  Falls 

tTran,  Trung,  M.D Sioux  Falls 

Vander  Laan,  Pat Vermillion 

Vonk,  Galen Vermillion 


Wachs,  David Yankton 

Wallum,  Brad Sioux  Falls 

Wegner,  Ed  Sioux  Falls 

Weitzenkamp,  Larry,  M.D M.S. 

Wessel,  A1 Rapid  City 

Widner,  Lauren  Rapid  City 

Zoellner,  Tim Vermillion 


Continued  from  page  33 

Walter  C.  Bro,  M.D.  has  opened  his  practice  spe- 
cializing in  obstetrics  and  gynecology  in  Aberdeen. 
Dr.  Bro,  his  wife  and  two  children  came  here  from 
Minnesota  where  he  recently  completed  his  residen- 
cy in  obstetrics  and  gynecology  at  the  Mayo  Grad- 
uate School  of  Medicine,  Rochester,  MN.  He  re- 
ceived his  M.D.  degree  in  1975  from  Loma  Linda 
University,  Loma  Linda,  CA  and  completed  a one 
year  internship  at  St.  Luke’s  Hospital,  Fargo,  ND  in 
1976. 

* * * * 

Dr.  Steve  Vosler  has  joined  the  Family  Medical 
Center  of  Spearfish.  Dr.  Vosler  is  a native  of  Huron. 
He  received  his  M.D.  degree  from  the  University  of 
Minnesota  Medical  School  and  completed  his  resi- 
dency at  Boise  Idaho.  Before  coming  to  Spearfish,  he 
worked  in  emergency  at  Sacred  Heart  Hospital  in 
Eau  Claire,  Wise. 

* * * * 

Charles  Pelton,  M.D.,  Aberdeen,  recently  com- 
pleted a two-week  tour  of  mainland  China,  during 
which  he  visited  health  facilities,  physicians  and  the 
native  residents  in  their  work  and  family  environ- 
ments. He  has  also  given  a slide  presentation  in 
Aberdeen  about  his  trip. 

* * * * 

St.  Ann’s  Hospital,  Watertown,  sponsored  a Physi- 
cian’s Appreciation  Day  recently  honoring  27  doc- 
tors on  the  medical  staff  at  the  hospital. 

* * * * 

Cardiovascular  Thoracic  Surgery,  Ltd.,  Sioux  Falls, 
announces  that  Lewis  C.  Ofstein,  M.D.  has  Joined 
Robert  Willix,  Jr.,  M.D.  in  the  practice  of  cardio- 
vascular thoracic  surgery.  Dr.  Ofstein  received  his 
M.D.  from  the  University  of  Iowa.  He  completed  his 
internship,  his  residency  in  general  surgery  and  his 
residency  in  cardiac  surgery  at  the  Indiana  Universi- 
ty Medical  Center.  He  came  to  Sioux  Falls  from 
Indianapolis,  IN  upon  completion  of  his  residency  in 
March. 


Dennis  D.  Knutson,  M.D.  and  Charles  L.  Paxson, 
M.D.,  both  of  Sioux  Falls,  recently  spoke  at  the 
spring  meeting  of  the  Southwestern  Chapter  of  the 
Minnesota  Academy  of  Family  Physicians,  held  in 
Slayton,  MN. 

* 

Eugene  Hoxtell,  M.D.,  Sioux  Falls,  recently  spoke 
on  “Contact  Dermatitis’’  at  the  Windom  Area  Hos- 
pital’s monthly  scientific  meeting  in  Windom,  MN. 

* * * * 

Vincent  K.  Cutshall,  M.D.,  Sioux  Falls,  recently 
participated  in  a Cancer  Seminar  sponsored  by  the 
American  Cancer  Society.  He  spoke  in  Sioux  Falls, 
Aberdeen,  and  Rapid  City. 

♦ * * * 

Rifat  Hussain,  M.D.,  a Sioux  Falls  plastic  sur- 
geon, was  deeply  touched  by  a recent  three-week 
visit  to  his  native  Pakistan  because  of  the  situation 
in  Afghanistan.  He  compares  the  similarities  of  the 
Pakistani  and  Afghan  people  to  those  of  North  and 
South  Dakota. 


Devoted  To  Office  Supplies  & Furniture 


Located  ''Downtown''  Sioux  Falls 
220  So.  Main  Phone  339-0300 

We  Are  Specialists  In  Office  layout  & Space  Planning 
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THE 

ALUMNI 

ASSOCIATION 

of  the 

SOUTH  DAKOTA  SCHOOL  OF  MEDICINE 

CLASS  REPRESENTATIVES 


1908-1922 

Alumni  Office 

1950 

R.T.  Orr,  M.D. 

1923 

G.  I.  W.  Cottam,  M.D. 

1951 

Phyllis  Huffman,  M.D. 

1924 

J.  O.  Threadgold,  M.D. 

1952 

Dennis  J.  Walter,  M.D. 

1925 

Alumni  Office 

1953 

R.  P.  Bose,  M.D. 

1926 

F.  L.  Hummer,  M.D. 

1954 

D.  E.  Guenther,  M.D. 

1927 

R.  S.  Hubbs,  M.D. 

1955 

R.  D.  Hockett,  M.D. 

1928 

Ernest  E.  Walkes,  M.D. 

1956 

C.  W.  Anderson,  M.D. 

1929 

J.  R.  Cochran,  M.D. 

1957 

Lyle  Munneke,  M.D. 

1930 

Harry  L.  Schwartz,  M.D. 

1958 

P.  W.  Flynn,  M.D. 

1931 

F.  T.  Sorum,  M.D. 

1959 

J.  G.  Garrick,  M.D. 

1932 

B.  V.  Reaney,  M.D. 

1960 

T.  P.  Gormley,  M.D. 

1933 

V.  V.  Rockey,  M.D. 

1961 

Richard  Porter,  M.D. 

1934 

C.  Richard  Goodhope,  M.D. 

1962 

W.  N.Golliher,  M.D. 

1935 

E.  S.  Palmerton,  M.D. 

1963 

D.  V.  Rousseau,  M.D. 

1936 

H.  B.  Shreves,  M.D. 

1964 

T.  L.  Looby,  M.D. 

1937 

J.  J.  DeRoos,  M.D. 

1965 

L.  F.  Nelson,  M.D. 

1938 

R.  J.  Ogborn,  M.D. 

1966 

A.  A.  Lamport,  M.D. 

1939 

Cleo  L.  Vogele,  M.D. 

1967 

James  R.  Adams,  Jr.,  M.D. 

1940 

Don  Alcott,  M.D. 

1968 

C.  L.  Pelton,  M.D. 

1941 

H.  L.  Saylor,  Jr.,  M.D. 

1969 

James  Giebink,  M.D. 

1942 

D.  L.  Scheller,  M.D. 

1970 

J.  L.  Peterson,  M.D. 

1943 

G.  H.  Steele,  M.D. 

1971 

R.  F.  Schroeckenstein,  M.D. 

1943 

Warren  Jones,  M.D. 

1972 

Patricia  Lankhorst,  M.D. 

1944 

M.  J.  Johnson,  M.D. 

1973 

R.  J.  Bury,  M.D. 

1945 

F.  U.  Sebring,  M.D. 

1974 

Steve  Larson 

1946 

R.  H.  Lindquist,  M.D. 

1975 

1947 

C.  W.  Rainy,  M.D. 

1976 

Deborah  R.  Foley,  M.D. 

1948 

C.  H.  Steele,  M.D. 

1977 

1949 

W.  F.  Stanage,  M.D. 

1978 

Robert  Goodhope,  M.D. 

Contributions  may  be  sent  to: 


Alumni  Association 

University  of  South  Dakota  School  of  Medicine 
East  Clark  & Dakota 
Vermillion,  South  Dakota  57069 
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Future  Meetings 


September 


S 

D 


Laboratory  Aids 


Sponsored  by  the  South  Dakota  Society  of  Pathologists 

Diagnosis  Of  Viral  Disease 


Platelet  Function  and  Advanced  Coagulation:  Laboratory  Eval- 
uation and  Clinical  Application,  ASCP  Ed.  Center,  Chicago, 
IL,  Sept.  15-19.  Contact;  ASCP  Educational  Center  Workshop 
Regis.,  Box  12075,  Chicago,  IL  60612.  Phone:  (312)  738-1336. 

Diagnostic  Hematology,  Sheraton-San  Diego  Airport,  San  Die- 
go, CA,  Sept.  22-26.  32.5  hrs.  Category  I credits.  Contact: 
ASCP  Educational  Center,  Workshop  Regis.,  Box  12075, 
Chicago,  IL  60612.  Phone:  (312)  738-1336. 

Conference  on  Carcino-Embryonic  Antigen:  Its  Role  as  a 
Marker  in  the  Management  of  Cancer,  Masur  Aud.,  Bethes- 
da,  MD,  Sept.  29-Oct.  1.  Contact.  Ms.  Yvonne  Lewis,  Prosp. 
Associates,  1 1325  Seven  Locks  Rd.,  #220,  Potomac,  MD 
20854.  Phone;  (301 ) 983-0535. 


October 

The  Role  of  the  Clinical  Laboratory  in  Therapeutic  Monitoring, 

ASCP  Ed.  Center,  Chicago,  IL,  Oct.  1-3.  Contact:  ASCP  Edu- 
cational Center,  Workshop  Regis.,  Box  12075,  Chicago,  IL 
60612.  Phone:  (312)  738-1336. 

Fifth  Maternal-Infant  Life  Conference,  Ramada  Inn,  Sioux 
Falls,  SD,  Oct.  2-4.  17.7  hrs.  AAFP  & AMA  Category  I credits. 
Contact;  Margo  Varcoe,  RN,  Prog.  Direc.,  SD  Perinatal  Assoc. 
1 100  S.  Euclid  Ave.,  Sioux  Falls,  SD  57105.  Phone:  (605)  339- 
6578. 

National  Conference  on  Gynecologic  Cancer  — 1980,  Los 

Angeles  Hilton,  Los  Angeles,  Oct.  9-11.  16  hrs.  AAFP  & 
AMA  Category  I credits.  Contact:  Am.  Cancer  Soc.  Nat’l. 
Conf.  on  Gyne.  Cancer-1980,  777  Third  Ave.,  New  York,  NY 
10017. 

Current  Diagnosis  in  Neurology,  Med.  Alumni  Aud.,  U.  Hosp., 
Iowa  City,  I A,  Oct.  11.  2.5  hrs.  AAFP  & AMA  Category  I 
credits.  Fee:  S30.  Contact:  Off.  of  CME,  U.  of  Iowa  Coll,  of 
Med.,  285  Med.  Labs,  Iowa  City,  lA  52242. 

Progress  in  Cancer— Diagnosis  and  Therapy,  The  Red  Lion 
Inn,  Omaha,  NE,  Oct.  27-29.  AAFP  & AMA  Category  1 cred- 
its. Contact:  Omaha  Midwest  Clinical  Society,  7363  Pacific  St., 
Omaha,  NE  681 14.  Phone:  (402)  397-1443. 


November 

The  American  Academy  of  Ophthalmology’s  1980  Annual 
Meeting,  has  been  changed  to  McCormick  Place,  Chicago,  IL, 
Nov.  2-7.  40  hrs.  AMA  Category  I credits.  Contact:  Am. 
Academy  of  Oph.,  1 833  Filmore  St.,  Box  7424,  San  Francisco, 
CA  94120.  Phone;  (415)  921-4700. 

Gastrointestinal  Cancer,  M.D.  Anderson  Hosp.,  Houston,  TX, 
Nov.  5-7.  Contact:  Stephen  C.  Stuyck,  Info.  Coordinator, 
M.D.  Anderson  Hosp.  & Tumor  Inst.,  Houston,  TX  77030. 
Phone:  (713)  792-3030. 

17th  National  Conference  on  Physicians  & Schools,  Chicago 
Marriott,  Chicago,  IL,  Nov.  13-14.  Contact:  AMA,  Dept,  of 
Health  Ed.,  Div.  of  Scientific  Activities,  535  N.  Dearborn, 
Chicago,  IL  60610. 


There  has  been  a great  amount  of  basic  scientific 
research  on  human  viruses  and  viral  diseases  over 
the  last  30  years.  There  have  been  a number  of 
reasons  for  the  lack  of  interest  by  the  practicing 
physician  in  diagnosis  and  treatment  of  these  dis- 
eases. These  include:  a.  the  lack  of  suitable  thera- 
peutic agents,  b.  the  transient  and  relatively  minor 
clinical  nature  of  some  viral  illnesses,  c.  the  lack  of 
rapid  techniques  in  viral  diagnoses. 

Recent  advances  are  going  to  require  modification 
of  each  of  the  above  concepts.  Certain  viral  diseases 
can  be  quite  significant  clinically.  Not  only  can  or- 
ganisms causing  diseases  such  as  hepatitis,  encepha- 
litis and  pneumonitis  cause  death  and  disability  but 
suitable  chemotherapeutic  agents  are  becoming 
available.  One  example  might  be  herpes  encephali- 
tis. It  is  apparent  that  adenosine  arabinoside  has 
some  effectiveness  in  modifying  the  course  of  this 
devastating  disease.  Unfortunately,  up  to  this  point 
rapid  techniques  in  viral  diagnoses  have  not  been 
widely  available  for  this  or  other  viral  diseases.  The 
laboratory  has  either  had  to  use  complex  culture 
techniques  involving  use  of  embryonated  eggs  or 
laboratory  animals  or  serologic  techniques.  The 
expense  and  complexity  of  the  former  and  the  fact 
that  serologic  techniques  give  only  a retrospective 
diagnosis  has  limited  their  clinical  usefulness.  Re- 
cently rapid  techniques  employing  electron  micros- 
copy, direct  fluorescent  antibody  and  tissue  culture 
techniques  have  become  available.  These  may  make 
diagnosis  possible  within  hours  or  days  with  rapidly 
growing  viruses.  To  use  the  example  cited  pre- 
viously, a brain  biopsy  with  electron  microscopy  or 
direct  fluorescent  antibody  technique  is  required  to 
confirm  the  diagnosis  of  herpes  encephalitis  before 
initiating  therapy  with  the  somewhat  toxic  agent 
described  above.  Therefore,  there  does  seem  to  be 
light  at  the  end  of  the  corridor  in  that  not  only  is  the 
agent  effective,  but  the  rapid  diagnostic  techniques 
mentioned  can  provide  the  necessary  information 
available  to  the  clinician  to  start  drug  treatment  in 
time  to  prevent  serious  damage  in  some  cases.  I am 
sure  we  will  have  similar  experience  with  other  viral 
diseases  within  the  next  few  years  and  the  laboratory 
will  have  to  make  these  tests  available  to  the  public. 
Some  of  these  tests  are  already  available  on  a limited 
basis. 

John  F.  Barlow,  M.D. 

Pathologist 
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Clinicopathological  Conference 


Thirty-Three  Year  Old  Caucasian  Female  With 
Easy  Fatiguability 


D.  W.  Foster,  M.D.* 

Discusser 

J.  F.  Barlow,  M.D.** 

Editor 


Case  No.  822  389 

This  33-year-old  Caucasian  female  was  admitted  to  Sioux 
Valley  Hospital  because  of  easy  fatiguability. 

The  patient  had  been  admitted  three  years  prior  to  admission 
for  infertility  workup.  She  was  a gravida  II,  abortion  II  with  no 
children.  The  patient  was  found  to  have  bilateral  serous  cystad- 
enoma  of  the  ovaries  at  laparoscopy.  The  endometrium  was 
proliferative.  The  patient  was  told  she  had  abnormal  cycles. 
Hemoglobin  12.3  gm/dl,  red  count  3.49  million/mm^  hemato- 
crit 36  vol/dl,  mean  corpuscular  hemoglobin  36  mi- 
cromicrograms, mean  corpuscular  volumn  103  cubic  micra, 
mean  corpuscular  hemoglobin  concentration  34%,  total  leuko- 
cyte count  5,900/mm^  with  65%  segmented  neutrophils  and 
35%  lymphocytes.  The  platelets  were  normal  in  number  and 
morphology  but  the  red  cells  were  felt  to  be  macrocytic.  Ur- 
inalysis was  unremarkable.  A hemoglobin  one  year  prior  to 
admission  was  13.0  gm/dl. 

The  patient  was  in  good  health  until  one  month  prior  to 
admission  when  she  noticed  easy  fatiguability,  shortness  of 
breath  so  that  she  was  unable  to  walk  beyond  one  or  two  blocks 
or  climb  more  than  one  or  two  flights  of  stairs.  This  was  associ- 
ated with  anorexia  and  a weight  loss  of  8-10  pounds  in  the 
preceding  month  without  restriction  of  the  diet.  She  denied  any 
excess  of  bleeding,  gastrointestinal  symptoms,  family  history 
or  previous  history  of  anemia.  There  were  no  signs  or  symp- 
toms of  congestive  heart  failure.  She  was  taking  no  known 
medications  at  this  time  although  she  had  been  taking  clomi- 
phene  citrate  previously.  There  was  no  history  of  diarrhea, 
fatty  stools  or  other  significant  complaint  in  the  review  of  sys- 
tems. 


* Resident  in  Family  and  Community  Medicine,  Sioux  Falls, 
SD. 

**Pathologist,  Laboratory  of  Clinical  Medicine  and  Sioux  Valley 
Hospital,  Sioux  Falls,  SD;  Professor  of  Laboratory  Medicine, 
School  of  Medicine,  University  of  South  Dakota. 


PHYSICAL  EXAMINATION:  Well-developed,  well-nour- 
ished female  in  no  acute  distress  with  a sallow  appearance  and 
mild  scleral  icterus.  Weight  112  lbs.,  height  5'6  ",  pulse  80/ 
minute  and  regular,  respirations  20/minute  and  regular,  blood 
pressure  100  systolic  over  50  diastolic,  temperature  98.6°F.  Ex- 
amination of  the  head  and  neck  was  unremarkable  and  showed 
no  cervical  adenopathy.  The  tongue  was  unremarkable.  The 
chest  was  clear  to  auscultation  and  percussion.  The  heart  was 
not  enlarged.  There  was  an  early  systolic  Grade  III  (six  grades) 
ejection  murmur  radiating  to  the  left  axilla  throughout  the  pre- 
cordium  best  heard  in  the  third  or  fourth  intercostal  space  along 
the  left  sternal  border.  It  did  not  radiate  to  the  carotids  and  it 
did  decrease  with  the  Valsalva  maneuver  and  increase  when  the 
Valsalva  maneuver  was  terminated.  There  were  no  palpable 
organs,  masses  spasm  or  tenderness  in  the  abdomen.  Pelvic 
examination  was  unremarkable.  The  extremities  were  within 
normal  limits  with  2-1-  symmetrical  reflexes.  Cranial  nerves 
were  intact.  There  was  no  loss  of  pain,  light  touch,  vibratory  or 
position  sense  in  the  upper  or  lower  extremities.  Romberg  test 
was  negative  and  the  plantar  reflexes  were  flexor. 
LABORATORY  DATA:  Urinalysis:  dark,  yellow,  turbid, 
specific  gravity  1.018,  pH  7.0,  trace  protein,  negative  for  glu- 
cose, small  amount  of  ketones,  negative  for  bile  and  hemoglo- 
bin; sediment  0-2  white  cells  and  0-1  red  cells/hpf  and  0-1 
casts/lpf.  Hemoglobin  5.2  gm/dl,  red  count  1.37  million/mm^, 
hematocrit  16  vol/dl,  mean  corpuscular  hemoglobin  39  mi- 
cromicrograms, mean  corpuscular  volume  115  cubic  micra, 
mean  corpuscular  hemoglobin  concentration  33%,  total  leuko- 
cyte count  3,900/mm^  with  45%  segmented  neutrophils,  3% 
neutrophilic  bands,  2%  eosinophils  48%  normal  lymphocytes 
and  2%  monocytes.  Platelet  count  159,000/mm^.  The  red  cells 
showed  moderate  anisocytosis  with  oval  macrocytes  and  small 
irregular  microcytes.  Many  of  the  polymorphonuclear  leuko- 
cytes were  hypersegmented  with  six  or  more  lobes.  A floures- 
cent  antinuclear  antibody  test  was  negative  and  an  LE  prep- 
aration was  negative.  A folate  level  was  11  ng/ml  (normal  4-20 
ng/ml).  A vitamin  B,2  level  was  less  than  100  pg/ml  (normal 
200-1000  pg/ml).  Direct  and  indirect  antiglobulin  tests  were 
negative.  A reticulocyte  count  was  8.4%,  pH  7.37,  pCO^  50  torr. 
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CO2  content  29  mm/L,  sodium  137  meq/L,  potassium  4.0  meq/ 
L,  chloride  104  meq/L.  A test  for  hepatitis  B antigen  was  nega- 
tive. Total  bilirubin  1.2  mg/dl,  indirect  bilirubin  0.9  mg/dl, 
direct  bilirubin  0.3  mg/dl,  aspartate  aminotransferase  (SCOT) 
67  lU/ml  (normal  0-60  lU/ml).  Alkaline  phosphatase,  total 
protein,  calcium,  glucose,  blood  urea  nitrogen,  creatinine,  and 
uric  acid  were  within  normal  limits.  Cholesterol  was  141  mg/dl 
(normal  150-225  mg/dl).  Inorganic  phosphorus  was  4.7  mg/dl 
(normal  2. 1-4.5  mg/dl).  Serum  iron  207  ug/dl  (normal  50-150 
ug/dl).  Iron  binding  capacity,  258  ug/dl  (normal:  % saturation 
80%  (normal  20-40%),  Schillings  test  showed  0.7%  of  dose  in 
urine  at  24  hrs  (normal  over  8%  per  24  hrs).  Plasma  value  was 
0.05%  of  dose  (normal  of  0.5-2.54%  dose)  Schilling  test  with 
intrinsic  factor  showed  18%  of  dose  in  urine  at  24  hours  and 
plasma  value  was  2.5%.  A bone  marrow  examination  showed 
megaloblastic  maturation.  Chest  film  was  negative.  Electro- 
cardiogram showed  sinus  tachycardia. 

DR.  FOSTER;  This  case  is  less  of  a diagnostic  di- 
lemma than  it  is  a good  illustration  of  a general 
approach  to  anemias  in  general  and  an  opportunity 
to  review  one  type  of  anemia,  in  particular. 

First,  it  must  be  remembered  that  there  is  no  one 
laboratory  value  that  determines  whether  there  is 
true  anemia  (decrease  oxygen  carrying  capacity  of 
red  cells).  Depending  upon  the  circumstances,  there 
is  a wide  variation  in  blood  indices.  For  example,  in 
pregnancy,  there  may  be  an  increase  in  the  plasma 
volume  by  one  liter  with  a corresponding  dilution  of 
the  hemoglobin  and  hematocrit  values,  yet  no  true 
anemia  (decreased  red  cell  mass)  exists.  In  cases  of 
patients  with  hemoglobin  Kansas,  the  normal 
hemoglobin  value  will  run  at  about  8 gms/dl.  This  is 
physiologically  normal  but  the  red  cell  mass  decreas- 
es to  levels  considered  indicative  of  anemia  in  most 
patients.  The  apparent  anemia  occurs  because  a shift 
in  the  oxygen  dissociation  curve  allows  better  oxy- 
genation of  tissue. 

If  an  anemia  is  determined  to  exist,  it  is  useful  to 
separate  it  into  either  a morphologic  group  or  a ki- 
netic etiologic  group.  For  the  former  classification, 
all  that  is  needed  is  a well-stained  peripheral  blood 
smear,  a reasonably  well-trained  eye,  and  a mi- 
croscope. The  indices  produced  by  a Coulter  counter 
may  be  misleading,  because  of  the  existence  of  both 
microcytic  and  macrocytic  cell  populations  in  the 
same  specimen.  The  value  reported  is  an  average  of 
all  the  cells  and  may  well  be  in  the  normocytic  area. 
The  variation  in  cell  size,  therefore,  is  not  reflected 
in  the  indices.  There  is  no  substitute  for  an  examina- 
tion of  the  peripheral  smear. 

Kinetic  analysis  can  be  more  complex.  Here,  it  is 
necessary  to  determine  whether  the  defect  is  due  to 
a failure  of  production,  increased  destruction,  or 
secondary  to  actual  loss  of  red  cells.  In  the  case  of 
loss  of  red  cell  mass,  if  the  loss  is  fairly  acute,  it  is 
seldom  occult.  The  most  common  sites  of  slow 
blood  loss  are  1)  the  gastrointestinal  tract,  where 
blood  can  usually  be  detected  chemically;  2) 
through  menses,  where  the  history  may  give  a clue 
to  the  etiology;  3)  in  pregnancy,  through  loss  of  iron 


to  the  fetus;  or  4)  through  phlebotomy,  either 
factitiously  as  is  seen  in  some  mental  illnesses,  or  as 
part  of  hospitalization,  where  losses  to  the  labora- 
tory can  exceed  200  cc/week.  Only  very  rarely  is 
anemia  secondary  to  such  problems  such  as  par- 
oxysmal nocturnal  hemoglobinuria  or  pulmonary 
hemosiderosis. 

An  important  clue  to  effective  erythropoiesis  is 
the  reticulocyte  count,  or  the  reticulocyte  index 
which  corrects  the  reticulocyte  count  for  the  degree 
of  anemia.  These  are  occasionally  unreliable  in  dy- 
serythropoietic states  such  as  agnogenic  myeloid 
metaplasia,  where  there  are  large  and  irregular  shifts 
from  the  marrow  to  the  peripheral  blood. 

Hemolysis  is  the  last  mechanism  of  anemia.  This 
will  be  discussed  in  more  detail  later.  Briefly  im- 
portant clues  are  elevation  of  the  serum  LDH,  retic- 
ulocyte index,  depression  of  the  serum  haptoglobin, 
presence  of  a positive  antiglobulin  test  or  the  finding 
of  irregularly  shaped  red  cells  on  the  peripheral 
smear. 

Several  formal  kinetic  studies  can  aid  in  the  differ- 
entiation of  these  groups.  Erythrocyte  survival  can 
be  estimated  by  tagging  the  patient’s  cells  with  ^'Cr 
and  reinfusing  them  into  the  patient.  The  rate  of 
disappearance  of  the  radioactivity  from  the  patient’s 
blood  can  be  measured  and  implies  whether  the  rate 
of  destruction  is  increased.  Problems  with  this 
method  are  the  fact  that  tagging  and  reinfusing  of 
red  cells  shortens  their  life  to  an  average  of  about  30 
days.  Also,  the  ^'Cr  does  not  remain  totally  attached 
to  the  red  cells,  but  will  slowly  elute  into  the  plasma. 
Further,  if  blood  loss  is  playing  a part,  the  survival 
time  may  be  falsely  decreased  because  of  the  remov- 
al of  the  tagged  cells  indicates  blood  loss  rather  than 
hemolysis.  Nevertheless,  this  test  can  be  of  consid- 
erable benefit  in  difficult  cases. 

A more  formal  ferrokinetic  study  can  be  ac- 
complished by  the  injection  of  radioiron  (^^Fe),  and 
the  measurement  of  its  subsequent  disappearance. 
The  rate  of  disappearance  multiplied  by  the  amount 
of  iron  in  the  plasma  is  roughly  equivalent  to  the 
amount  of  iron  passing  through  the  plasma  each  day. 
In  the  average  individual,  radioiron  begins  to  appear 
in  red  cells  within  three  days,  and  within  two  weeks 
between  75%  and  90%  will  appear.  If  erythropoiesis 
is  ineffective,  as  little  as  10%  may  appear  in  two 
weeks.  Further,  the  sites  of  eyrthropoiesis  can  be 
located.  Normally,  probes  placed  over  the  sacrum 
will  pick  up  the  radioactivity  within  24  to  48  hours. 
If  the  spleen  shows  increased  counts  within  the  first 
24  hours,  then  extramedullary  hematopoiesis  can  be 
presumed. 

If  iron  deficiency  is  the  cause  of  decreased  pro- 
duction, there  is  a block  in  the  conversion  of 
erythrocyte  protoporphyrin  to  heme  and  erythrocyte 
levels  of  these  protoporphyrins  will  be  increased. 
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More  commonly  used  in  diagnosis  of  iron  deficiency 
is  the  decrease  in  the  level  of  serum  iron,  an 
increase  in  the  iron  binding  capacity,  and  the  de- 
creased transferrin  saturation.  If  chronic  disease  is 
the  etiology  of  anemia,  the  iron  binding  capacity  is 
usually  decreased,  the  transferrin  saturation  normal, 
and  the  anemia  is  often  normochromic  and  nor- 
mocytic. 

In  actual  clinical  practice,  both  morphology  and  a 
brief  kinetic  analysis  are  combined  with  a careful 
history  of  drug  exposure,  prior  history  or  family  his- 
tory of  anemia,  and  a historical  search  for  disease 
processes  associated  with  an  anemia.  Only  infre- 
quently are  erythrocyte  survival  and  ferrokinetic 
analysis  used.  Marrow  studies  can  often  give  valu- 
able insight  into  the  cause  of  the  anemia,  but  far 
more  often,  they  are  used  to  confirm  a diagnosis 
already  reached  and  established  with  some  certainty. 

One  further  measure  of  red  cell  destruction  is  the 
measurement  of  urobilinogen  excretion.  Uro- 
bilinogen is  one  of  the  major  products  of  red  cell 
breakdown  and  is  excreted  chiefly  in  the  stool.  It  is 
for  this  reason  that  urinary  values  are  inadequate. 
The  expected  upper  limit  of  urobilinogen  excretion 
can  be  calculated  as  the  product  of  the  patient’s 
hemoglobin  value,  his  weight  (in  kilograms),  his 
blood  volume,  the  rate  of  normal  red  cell  turnover, 
and  the  weight  of  heme  pigments  in  the  hemoglobin 
molecule  (Hgb)  x (Kg)  x (68  ml/kg  for  males  or  65 
ml/kg  for  females)  x (0.1%/d)  x (35  mg/kg)  = up- 
per limit  of  fecal  urobilinogen  (mg/d).  The  normal 
range  of  this  for  an  average  male  is  about  250  mg/dl. 
For  actual  use,  the  specimen  is  collected  over  72 
hours  before  analysis.  If  one  is  fortunate  enough  to 
have  serial  hemoglobin  determinations,  the  rate  of 
the  levels  can  also  indicate  whether  hemolysis  or 
bleeding  is  involved.  If  the  normal  turnover  is  about 
1%/day,  then  the  rate  of  decline  in  hemoglobin  can- 
not exceed  1%/day  or  failure  of  production  by  bone 
marrow  alone  is  insufficient  to  explain  the  anemia. 
If  the  rate  of  decline  of  hemoglobin  is  over  1%/day, 
blood  loss  or  hemolysis  must  be  present. 

To  return  to  the  patient,  since  she  is  said  to  show 
no  signs  of  acute  volume  depletion  such  as  or- 
thostatic changes  or  low  central  venous  pressure  and 
since  she  has  no  evidence  of  any  areas  of  bleeding, 
the  anemia  is  probably  not  due  to  acute  hemorrhage. 
Yet  because  of  the  normal  hemoglobin  value  one 
year  ago  and  the  relatively  recent  onset  of  her  symp- 
toms, it  is  likely  that  her  problem  has  had  its  onset 
over  a period  of  several  months.  There  is  little  doubt 
that  she  is  suffering  from  a true  anemia,  and  because 
of  the  previously  normal  values,  it  is  unlikely  that 
any  hereditary  condition  such  as  a thalassemia 
or  hemoglobinopathy  is  the  cause.  Her  history 
gives  no  clue  to  any  previous  anemias  in  her  family 


and  she  denies  any  exposure  to  drugs  or  trans- 
fusions. 

Iron  deficiency  is  unlikely.  We  can  find  no  source 
of  blood  loss  to  indicate  iron  deficiency  in  the  his- 
tory; and  iron  deficiency,  even  if  co-existent  with  a 
condition  that  would  normally  produce  a macrocyto- 
sis,  will  cause  the  blood  smear  to  be  microcytic  or 
normocytic.  The  morphology  in  this  case  is 
markedly  macrocytic  so  it  seems  unlikely  that  iron 
deficiency  is  playing  a major  role  in  this  case. 

To  further  utilize  the  peripheral  blood  smear,  the 
presence  of  oval  macrocytes  along  with  irregular 
microcytes  (poikilocytosis)  strongly  suggests  a 
megaloblastic  anemia,  by  far  the  most  common 
cause  of  which  are  deficiencies  of  folate  or  vitamin 
Bjj.  In  both  of  these  conditions,  the  blood  picture  is 
identical.  In  both  of  these  conditions,  common  find- 
ings in  the  peripheral  smear  are  thrombocytopenia, 
leukopenia,  and  the  presence  of  hypersegmented 
neutrophils  (more  than  5 lobes  to  the  nucleus).  If  all 
of  the  above  are  present,  it  is  said  that  it  is  virtually 
certain  that  a megaloblastic  anemia  is  the  cause. 
Megaloblastic  anemias  comprise  about  10%  of  all 
anemias  and  over  95%  of  megaloblastic  anemias  are 
due  to  deficiencies  of  either  vitamin  Bjj  (VB12) 
folate. 

Is  the  diagnosis  of  one  of  the  megaloblastic  ane- 
mias sufficient  to  explain  the  historical  and  physical 
findings?  Certainly,  the  loss  of  over  one-half  of  the 
normally  circulating  red  cell  mass  will  easily  explain 
the  symptoms  of  easy  fatiguability  and  dyspnea  on 
exertion.  The  weight  loss  of  about  ten  pounds  is 
slightly  more  than  is  seen  usually,  but  certainly  does 
not  preclude  the  diagnosis,  especially  if  anorexia  is 
coexistent.  Mild  scleral  icterus  is  a common  finding 
in  these  anemias  (as  will  be  discussed  later),  and  the 
new  heart  murmur  is  consistent  with  a flow  murmur 
secondary  to  high  output.  This  is  further  supported 
by  the  finding  of  tachycardia.  1 will  neglect  the  past 
history  of  serous  cystadenoma  of  the  ovary  and  pro- 
ceed with  the  anemia. 

As  previously  mentioned,  over  95%  of  the 
megaloblastic  anemias  are  due  to  either  folate  or 
VB,2  deficiency.  The  finding  of  normal  serum  folate 
levels  with  pathologically  low  levels  of  VB,2  makes 
VB12  deficiency  anemia  the  most  likely  suspect.  One 
pitfall,  though,  is  the  over  reliance  upon  serum  VB,2 
levels  without  knowing  the  method  of  assay.  The 
older  microbiologic  assays  are  quite  cumbersome  to 
perform  but  are  quite  accurate.  Only  metabolically 
active  VB,2  will  bind  to  intrinsic  factor,  but  the 
binding  agent  used  for  some  radioassays  of  VB12 
(the  newer,  more  easily  performed  assay  method)  is 
often  contaminated  with  R-proteins  (discussed  lat- 
er) which  will  bind  other  cobalamins  as  well,  not  all 
of  which  have  metabolic  activity.  Thus,  the  assay 
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method  may  well  measure  all  of  the  cobalamins  and 
a false  normal  value  may  result.  This  is  obviously 
not  the  case  here,  but  until  purer  reagents  are  availa- 
ble, VB,2  deficient  anemias  cannot  be  ruled  out  by  a 
normal  serum  VB,2  level  using  some  assays. 

Let  us  look  at  the  VB12  deficiency  anemias.  It  was 
not  recognized  until  about  1824,  when  Combe  de- 
scribed the  classic  findings  of  a patient  dying  of  this 
disease.  In  1848,  Addison  described  this  anemia  as  a 
clinical  entity,  and  the  most  common  variety  is  still 
termed  “Addisonian  Pernicious  Anemia”,  a 
name  conferred  by  Biermer  in  1872.  The  term 
megaloblastic  was  described  by  Ehrlich  in  1880  and 
by  this  time  the  disease  was  established  as  a clinical 
entity.  In  1926,  Whipple,  Minot,  and  Murphy  found 
that  by  enriching  the  diet  with  liver  and  liver  ex- 
tracts, they  were  able  to  reverse  the  course  of  this 
disease.  This  won  them  a Nobel  prize  in  1934.  It  was 
not  until  1939  that  Castle  discovered  that  there  was 
a defect  in  an  “intrinsic  factor”  in  the  stomach  se- 
cretions of  pernicious  anemia  patients  which  pre- 
vented them  from  absorbing  an  “extrinsic  factor”, 
(Vitamin  B,2)  a substance  that  was  isolated  by 
Rickes  in  1948  and  subsequently  used  to  treat  the 
disease  reliably. 

Although  the  cyanocobalamin  molecule  is  com- 
monly regarded  as  the  true  active  form  of  VB12,  ^his 
is  probably  not  true,  but  only  an  artifact  of  our  ina- 
bility to  isolate  the  unstable  active  form.  Many  of 
the  cobalamins  such  as  nitrocobalamin  and  hydro- 
xycobalamin  have  biologic  activity  equal  to  the  cy- 
anoderivative.  The  true  form  is  still  unknown  but 
the  most  likely  candidate  so  far  is  deoxyandeosylco- 
balamin,  a fact  of  little  importance  to  the  clinician, 
since  no  inability  to  convert  cyanocobalamin  to  the 
active  form  has  been  found. 

Mammals  are  unable  to  synthesize  VB12  and  must 
rely  on  synthesis  by  bacteria  or  by  ingestion  of  liver 
or  muscle  stores  from  other  organisms.  We  possess 
the  required  bacteria  to  synthesize  the  vitamin,  but 
because  the  site  of  absorption  is  the  distal  ileum,  it 
cannot  be  utilized  and  is  excreted  in  the  feces.  This 
is  not  a problem  for  species  such  as  the  rabbit  which 
excretes  partially  digested  pellets  and  later  ingests 
them,  reclaiming  nutrients  among  which  is  VB,2 
(autocoprophagy).  In  ruminants  such  as  the  cow, 
bacterial  flora  are  capable  of  VB,2  synthesis  so  the 
ileum  is  flooded  with  an  abundant  supply.  This  is 
why  the  muscle  and  livers  of  cows  and  goats  are  the 
richest  supply  of  VB12.  vitamin  is 

able  to  be  obtained  from  vegetable  sources. 

Only  minimal  amounts  are  required.  The  body 
contains  only  about  2-5  milligrams  and  only  about  1- 
5 micrograms  are  absorbed  daily  (a  turnover  rate  of 
about  0.1%-0.2%).  Clinical  deficiency  is  not  evident 


until  total  body  stores  fall  to  about  5%  to  10%  of  the 
normal  levels. 

The  normal  sequence  of  events  leading  to  the 
absorption  of  VB,2  from  the  food  ingested  begins 
with  salivation.  There  are  three  known  “intrinsic 
factors”  which  avidly  bind  VB,2.  The  first  “R”  (rap- 
id) is  secreted  in  the  saliva  and  is  carried  into  the 
stomach.  There,  as  VB,2  is  released  by  digestion,  it 
tightly  binds  it,  and  the  other  two  “intrinsic 
factors”,  “I”  (intermediate)  and  “S”  (slow)  are 
excluded.  It  is  not  until  the  R-protein  is  partially 
degraded  by  the  actions  of  trypsin  and  chymotrypsin 
that  the  VB,2  molecule  is  released  to  be  bound  again 
by  the  I-  and  S gastric  proteins.  This  is  of  importance 
because  VB,2  that  is  bound  to  the  R-protein  cannot 
be  absorbed  and  if  chymotrypsin  and  trypsin  are  not 
present  in  adequate  amounts  (as  in  pancreatic  failure 
secondary  to  cystic  fibrosis  or  pancreatitis)  VB12  de- 
ficiency will  result  despite  adequate  amounts  of  usu- 
al “intrinsic  factors”  and  stomach  acid.  Assuming 
that  the  VB,2  has  been  bound  to  either  the  I or  S 
protein,  it  is  carried  to  the  terminal  ileum,  where  it 
binds  to  the  mucosa.  The  nature  of  the  absorptive 
process  is  unknown,  but  within  about  4 hours,  free 
VB,2  begins  to  appear  in  the  circulation,  and  peak 
levels  are  reached  within  8-10  hours.  The  fate  of 
intrinsic  factor  is  unknown,  but  it  is  not  found  in  the 
circulation. 

VB,2  can  also  be  absorbed  directly  by  osmosis,  but 
superphysiologic  amounts  in  the  range  of  1 mg  are 
required.  This  method  of  absorption  is  highly  vari- 
able and  unreliable;  furthermore,  up  to  70%  of  the 
VB12  absorbed  in  this  manner  is  excreted  in  the 
urine.  Reliable  therapy  of  VB12  deficiency  cannot  be 
achieved  by  the  oral  route  at  present. 

Once  in  the  circulation,  it  is  bound  to  plasma  pro- 
teins, the  transcobalamins,  (and  to  a minor  extent, 
by  other  proteins)  and  has  a half  life  of  about  one 
year  in  this  state. 

The  biological  role  of  VB12  is  only  partially 
known.  It  is  known  that  it  has  a major  role  in  the 
conversion  of  folic  acid  to  the  active  methyltetrahy- 
drofolate  which  is  required  for  DNA  (and  probably 
RNA)  synthesis.  This  is  the  probable  way  that  VB12 
and  folate  exert  their  hematologic  effects,  and  it 
explains  why  the  effects  of  one  substance  can  be 
overridden  by  a large  excess  of  the  other.  Thus  it  is 
inadequate  to  explain  the  selective  neurologic  ef- 
fects of  VB,2  deficiency,  since  the  DNA  turnover  is 
much  less  in  the  central  nervous  system.  Neverthe- 
less, all  rapidly  dividing  cells  require  the  presence  of 
VB,2.  In  deficiency  states  not  only  the  blood  cells 
(erythrocytes,  platelets,  and  granulocytes,  but  cur- 
iously, not  the  lymphocytes)  but  also  the  lining  cells 
of  the  entire  digestive  tract  (tongue,  stomach,  and 
bowel)  as  well  as  the  bladder  and  vagina  will  show 
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enlargement  and  macrocytosis.  It  is  this  change 
which  causes  the  glossal  atrophy,  anorexia,  nausea, 
and  diarrhea  seen  in  the  VB,2  deficiency  state. 

Turning  again  to  the  erythropoietic  system,  defi- 
ciency in  VBi2  causes  no  difficulties  with  heme  syn- 
thesis, but  because  the  formed  heme  cannot  be  util- 
ized, its  turnover  in  the  bone  marrow  is  increased 
many  fold  and  ineffective  erythropoiesis  (“marrow- 
hemolysis”)  results.  This  raises  the  serum  iron  lev- 
els (yet  total  body  iron  is  only  slightly  increased) 
and  the  “marrow  hemolysis”  causes  elevations  in 
the  serum  lactic  dehydrogenase  (LDH),  bilirubin, 
and  urine  and  fecal  urobilinogen  levels.  The  cells 
that  are  produced  have  a combination  of  both  intrin- 
sic and  extrinsic  defects  which  result  in  reduced  sur- 
vival time  further  elevating  the  above  indicators  of 
hemolysis. 

The  neurologic  changes  are  more  puzzling.  First, 
they  are  seemingly  unrelated  to  the  severity  of  the 
hematologic  changes.  The  pathogenesis  is  almost 
entirely  unknown,  but  may  be  tied  to  decreased 
RNA  synthesis.  The  syndrome  of  “subacute  com- 
bined degeneration  of  the  cord”,  is  somewhat  a mis- 
nomer since  it  is  chronic  rather  than  subacute.  The 
clinical  findings  may  vary,  depending  on  the  tracts 
affected,  but  the  classic  findings  are  weakness,  de- 
creased proprioception,  vibratory  sense,  numbness 
and  tingling.  There  may  be  ataxia,  a broad  based 
gait,  hypotonia,  and  infrequently,  bladder  dis- 
turbances. One  of  the  frequently  described  com- 
plaints is  that  the  patient  has  difficulty  walking  when 
it  is  dark.  Deep  tendon  reflexes  are  often  hypoac- 
tive,  but  may  be  hyperactive  in  some  patients.  Ba- 
binski’s  sign  may  be  present. 

The  usual  pattern  is  for  the  findings  to  be  more 
distal  than  proximal  and  the  lower  extremities  are 
affected  more  than  the  upper.  The  findings  are 
normally  symmetrical.  The  mental  processes  may  be 
affected  as  well  and  may  resemble  senility  or  psy- 
chosis. 

Because  of  the  close  metabolic  interaction  be- 
tween folate  and  VB|2,  the  hematologic  and  mucosal 
abnormalities  of  VB12  deficiency  may  resolve  with 
folate  therapy,  but  the  neurologic  picture  will  either 
not  improve,  or  may  well  worsen  as  VB|2  is  scav- 
enged and  depleted  by  the  folate  excess  driving  the 
metabolic  machinery  (much  as  glucose  infusion 
may  precipitate  or  worsen  thiamine  deficiency) . 

Clinically,  pernicious  anemia  is  common,  but  is 
infrequent  under  the  age  of  40,  and  quite  rare  before 
the  age  of  30  (although  there  have  been  8 case  re- 
ports of  children  with  the  disease).  There  is  a slight 
male  predominance  and  a large  familial  incidence.  It 
is  said  that  the  most  common  phenotype  associated 
with  the  disease  is  a mate  Scandinavian  with  blue 


eyes,  large  ears,  and  prematurely  gray  hair,  but  this 
may  be  no  more  accurate  than  the  “classic”  gall- 
bladder patient  with  the  five  “fs”.  In  any  event,  the 
disease  picture  tends  to  evolve  over  a period  of  sev- 
eral months.  The  symptoms  are  highly  variable  and 
any  of  the  hematologic,  gastrointestinal,  or  neurolo- 
gic complaints  may  be  absent.  Only  rarely  is  the 
tongue  totally  normal,  even  in  the  early  .stages  of  the 
disease.  The  reticulocyte  count  is  normally  low  as 
are  the  platelet  and  leukocyte  counts.  This  depres- 
sion may  predispose  to  hemorrhage  especially  in  the 
retinal  fields. 

The  etiology  of  pernicious  anemia  (PA)  is  also 
unclear.  It  is  virtually  always  associated  with  achlor- 
hydria (if  truly  Addisonian),  although  the  secretion 
of  acid  and  1 and  S proteins  are  separate.  The  disease 
is  probably  mediated  by  an  autoimmune  mecha- 
nism. Over  90%  of  PA  patients  exhibit  anti-parietal 
cell  antibody  in  their  serum,  and  over  75%  have 
gastric  secretions  that  are  positive  for  anti-intrinsic 
factor  antibody.  In  additon  there  is  a strong  associa- 
tion with  thyroid  disease  and  over  25%  of  PA  pa- 
tients have  antithyroid  antibody.  Furthermore,  ad- 
ministration of  glucocorticoids  frequently  is  associ- 
ated with  a clinical  improvement.  Lastly,  neonates 
delivered  from  mothers  with  PA  very  often  have 
very  low  VB12  levels  even  if  the  mother  has  been 
treated.  Against  this  autoimmune  hypothesis  is  the 
fact  that  antibodies  are  not  present  in  all  patients. 
Also  many  people  with  the  autoantibodies  are 
found  to  absorb  VBp  normally.  PA  can  co-exist  with 
severe  deficiencies  of  immunoglobins,  and  the  re- 
sponse to  steroids  often  precedes  the  fall  in  antibody 
titers.  One  theory  as  to  the  etiology  of  the  anti- 
parietal  cell  antibody  is  that  the  gastric  damage  from 
the  VB,2  deficiency  induces  the  formation  of  anti- 
bodies rather  than  the  reverse.  Support  of  this  is 
given  by  the  observation  that  parietal  cell  antibodies 
are  frequently  seen  in  patients  with  gastric  damage 
from  other  causes  such  as  ulcers  or  mechanical  dam- 
age. 

Ultimately,  the  cause  of  VB|2  deficiency  can  be  at- 
tributed to  several  causes: 

1)  DECREASED  INTAKE  - seldom  the  cause  un- 

less the  patient  is  a strict  vegetarian 

2)  INADEQUATE  ABSORPTION 

a.  Addisonian  pernicious  anemia 

b.  total  gastrectomy  without  replacement  of 
parenteral  B12 

c.  severe  gastritis  with  diffuse  parietal  cell 
damage 

d.  pancreatic  failure 

e.  defective  intrinsic  factor  elaboration 

3)  SMALL  BOWEL  DISEASE 

a.  major  resection  of  the  ileum 
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b.  malabsorption  - tropical  spruce,  Crohn’s  dis- 
ease, idiopathic  steatorrhea  (spruce) 

c.  abnormal  gut  flora  - blind  loop  syndrome 

d.  fish  tapeworm  infestation  (the  tapeworm 
absorbs  virtually  all  of  the  VB,2  before  it 
reaches  the  ileum) 

4)  RARE  CONGENITAL  METABOLIC 

DISEASES 

a.  transcobalamin  II  deficiency 

b.  defective  intrinsic  factor  elaboration  (also  in  2 
above) 

5)  INCREASED  REQUIREMENTS  (RARE) 

a.  pregnancy 

b.  hemolytic  anemias 

c.  malignant  tumors  (relatively  common) 

d.  hyperthyroidism 

e.  exfoliative  skin  disorders 

To  again  return  to  the  patient’s  history,  mention 
is  made  of  the  Schilling  test.  A brief  comment  on 
the  nature  of  the  test  is  in  order.  To  perform  the 
test,  1000  ugm  of  B12  are  given  parenterally  about 
two  hours  after  1 ugm  of  B,2  which  has  been  labeled 
with  ^^Co  is  administrated  orally.  The  large  dose  of 
Bi2  given  parenterally  saturates  all  of  the  B12  binding 
sites,  hence  any  of  the  radioactive  B,2  that  is 
absorbed  from  the  gut  is  rapidly  eliminated  by  the 
kidneys.  In  the  normal  state,  over  10%  of  the  orally 
administered  B,2  is  recovered  in  the  urine  within  the 
first  24  hours.  If  however,  the  VB,2  is  not  absorbed 
as  would  be  the  case  in  Addisonian  PA,  little  VB,2  is 
available  for  urinary  excretion.  Often  a second  phase 
of  the  test  is  performed.  This  is  the  same  as  the  first 
with  the  exception  that  intrinsic  factor  is  also  given 
orally  with  the  VB,2.  Hence,  if  PA  is  truely  the  cause 
of  the  problem,  the  VB,2  should  now  be  absorbed 
and  can  be  picked  up  in  the  urine  at  normal  levels. 
In  theory  this  is  true,  but  in  practice  there  may  be 
several  factors  that  may  interfere.  First,  and  most 
commonly,  if  the  pernicious  anemia  is  of  long  stand- 
ing, the  alterations  to  the  bowel  mucosa  (discussed 
above)  may  be  severe  enough  to  cause  a malabsorp- 
tive  state  sufficiently  severe  to  reduce  absorption  of 
normal  intrinsic  factor  VB12  complexes.  Secondly, 
some  patients  seem  to  secrete  an  anti-intrinsic  factor 
antibody,  so  that  exogenous  intrinsic  factor  is  also 
inactivated.  Thirdly,  the  supplemental  intrinsic 
factor  may  not  be  fully  active.  Therefore,  if  the 
Schilling  test  fails  to  become  normal  when  exoge- 
nous intrinsic  factor  is  supplied,  it  does  not  rule  out 
VB|2  deficiency  of  the  classic  Addisonian  type.  The 
test  must  be  repeated  with  intrinsic  factor  after  sev- 
eral months  of  therapy.  It  will  be  normal  in  typical 
PA  and  still  abnormal  in  ileal  mucosal  disease. 

Thus,  to  review,  the  hallmarks  of  a classic 
Addisonian  PA  are: 


1.  macrocytic  anemia  with  oval  macrocytes,  poi- 
kilocytic  microcytes,  leukopenia  with  hyper- 
segmented  neutrophils,  thrombocytopenia  and 
leukopenia. 

In  the  presence  of  the  above,  if  there  are  also 
circulating  nucleated  red  cells  with  megaloblastic 
changes  and  folate  deficiency  can  be  excluded,  it  is 
probably  true  that  a marrow  aspiration  is  needed 
only  to  exclude  myelomonocytic  leukemia.. 

Other  findings  commonly  associated  with  VB,2 
deficiency  anemias  include: 

2.  depressed  reticulocyte  count 

3.  elevated  serum  iron  and  transferrin  saturation 

4.  elevated  serum  bilirubin,  chiefly  unconjugated 

5.  elevated  serum  LDH 

6.  elevated  urine  and  stool  urobilinogen 

7.  normal  folate  levels  and  depressed  serum  VB|2 
levels 

8.  abnormal  Schilling  test  that  reverts  back  to 
normal  with  intrinsic  factor  supplementation. 

With  the  exception  of  the  reticulocyte  count,  all 
of  the  findings  are  seen  in  this  patient.  Unusual  is 
the  fact  that  the  patient  is  rather  young  for  classical 
PA.  Although  not  unknown  in  this  age  group,  it  is 
certainly  very  infrequently  seen.  The  findings  on 
physical  examination  of  a normal  tongue  is  some- 
what surprising  as  well,  since  a smooth  or  beefy  red 
tongue  is  one  of  the  most  common  findings  in  this 
disease.  I would  suspect  that  this  might  be  a case  of 
inadequate  examination  or  experience  on  the  part  of 
the  observer  or  minimal  changes  in  the  tongue. 

Factors  which  are  consistent  with  PA  include  the 
rate  of  onset  of  symptoms,  the  presence  of  megalo- 
blastic changes  in  the  bone  marrow,  and  the  icterus. 
Not  unusual  is  the  absence  of  neurologic  changes. 

Thus,  except  for  the  age,  the  rather  high  reticulo- 
cyte count  and  index  and  the  lack  of  prominent  glos- 
sal findings,  all  factors  in  the  history,  physical,  and 
laboratory  evaluations  are  not  only  consistent  with, 
but  virtually  pathognomonic  for  an  Addisonian  per- 
nicious anemia. 

To  conclude  this  presentation,  it  will  again  be  nec- 
essary to  leave  the  patient  history  behind,  and  to 
discuss  the  treatment  and  response  to  treatment  of 
PA.  First,  the  treatment  consists  of  parenteral  (IM)- 
VB,2  1000  ugm  ever  day  for  about  seven  days,  then 
twice  weekly  injections  until  the  blood  values  return 
to  normal.  The  treatment  is  continued  two  months 
thereafter.  Finally,  the  injections  need  to  be  con- 
tinued monthly  for  the  rest  of  the  patient’s  life.  Un- 
treated, the  disease  is  uniformly  fatal  within  1-3 
years.  If  treated,  within  hours  the  serum  iron  begins 
to  fall,  the  serum  VB12  level  begins  to  rise,  and  the 
marrow  begins  to  show  signs  of  return  to  normalcy. 
Within  48  hours,  the  reticulocyte  count  begins  to 
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climb  (peaking  in  5-9  days);  and,  by  72  hours  the 
patient  will  begin  to  report  subjective  improvement. 
Although  it  cannot  be  guaranteed  that  the  neurolo- 
gic changes  will  disappear,  they  frequently  regress, 
and  it  is  said  that  they  never  progress  beyond  the 
pre-treatment  level.  If,  at  all  possible,  avoid  the  use 
of  transfusions.  Seldom  does  the  hematologic  pic- 
ture place  the  patient  at  immediate  risk.  Remember 
that  this  is  a relatively  chronic  and  therefore  well- 
tolerated  condition.  If  absolutely  required,  packed 
cells  can  be  given,  but  because  the  plasma  volume  is 
already  expanded,  careful  attention  to  the  problem 
of  circulatory  overload  must  be  given.  With  proper 
treatment,  if  continued  for  life,  the  longevity  of  the 
patient  is  virtually  identical  to  that  of  the  population 
of  the  same  age.  Of  note  is  that  a patient  with  PA, 
even  if  treated,  has  a five  fold  increased  incidence  of 
gastric  carcinoma. 

Dr.  Foster’s  Diagnosis 
Pernicious  Anemia 

DR.  BARLOW:  I would  like  to  make  a few  com- 
ments about  some  of  the  diagnostic  tests  used  in 
VBi2  deficiency.  In  1977,  two  articles  and  an  editori- 
al appeared  in  the  New  England  Journal  of  Medi- 
cine stating  that  there  were  false  normal  values  of- 
ten obtained  in  patients  with  truly  low  VB,2  levels  as 
determined  by  microbiologic  assay  in  cases  of  VB12 
deficiency.  These  false  elevations  of  the  VB|2  into 
the  normal  range  were  due  to  R binding  factors 
which  contaminated  the  binders  used  by  a number 
of  commerical  companies  in  radioimmunoassay  kits 
for  VB12  determinations.  These  binders  bound  se- 
rum substances  which  were  not  metabolically  active 
causing  the  false  elevation.  Since  this  time,  the  de- 
fects in  these  kits  have  been  corrected  and  the  radio- 
assay values  of  VB|2  now  correspond  to  levels  deter- 
mined by  other  methods.  Therefore,  the  first  test  to 
obtain  in  a patient  with  macrocytic  anemia  who  has 
clinical  and  peripheral  blood  smear  changes  sugges- 
tive of  a diagnosis  of  megaloblastic  anemia  is  the 
VB,2  determination  by  RIA.  If  the  determination  is 
low,  then  a diagnosis  of  VB,2  deficiency  is  made. 
Since  VB,2  deficiency  can  occur  not  only  from  gas- 
tric atrophy  (extrinsic  factor  lack)  but  also  may  oc- 
cur due  to  pancreatic  disease,  intestinal  mucosal  dis- 
ease involving  the  ileum  or  various  blind  loop  syn- 
dromes, it  is  important  to  be  specific  as  to  the  cause 
of  the  VB|2  deficiency  because  the  therapy  differs 
and  the  prognosis  will  also  differ.  Dr.  Foster  has 
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already  mentioned  that  in  classic  penicious  anemia, 
there  is  an  increased  incidence  of  carcinoma  of  the 
stomach  and  these  patients  should  be  followed  for 
this  possibility.  This  same  increased  incidence 
would  not  be  seen  if  the  patient  had  VB12  deficiency 
due  to  ileal  mucosal  di.sease. 

One  test  which  can  delineate  the  cause  of  the  VB|2 
deficiency  in  addition  to  a gastrointestinal  series  is 
the  Schilling  test.  This  test  has  already  'oeen  de- 
scribed by  Dr.  Foster.  The  usual  pattern  in  per- 
nicious anemia  is  a decrease  in  the  first  portion  of 
the  test  without  intrinsic  factor  and  normal  urinary 
excretion  when  intrinsic  factor  is  added.  I would  like 
to  reemphasize  the  point  that  the  test  may  be  abnor- 
mal both  with  and  without  intrinsic  factor  in  per- 
nicious anemia  mimicking  ileal  mucosal  disease  or 
blind  loop  syndrome.  However,  after  several 
months  of  VB,2  treatment,  the  classic  diagnostic 
Schilling  test  may  be  seen  in  PA  with  a low  urinary 
excretion  without  intrinsic  factor  but  a normal 
excretion  with  intrinsic  factor. 

It  should  also  be  pointed  out  that  a false  normal 
Schilling  test  may  be  obtained  in  the  first  or  second 
part  when  radiolabelled  crystalline  VB]2  is  given 
orally  by  capsule  in  patients  who  have  had  gastrecto- 
my or  have  gastritis.  They  can  absorb  the  crystalline 
vitamin  but  cannot  absorb  VB,2  in  their  food. 

Allowing  for  the  above,  when  both  the  first  and 
second  portions  of  the  Schilling  test  are  abnormal, 
one  should  suspect  malabsorption  of  VB12  due  to 
some  abnormal  process  in  the  ileum,  manifestation 
of  blind  loop  syndrome,  or  possibly  pancreatic  dis- 
ease. Occasionally  one  can  perform  a third  portion  of 
the  Schilling  test  in  which  instead  of  adding  intrinsic 
factor  to  the  original  test  either  a course  of  antibiotic 
or  pancreatic  extract  is  used  to  produce  normal  ab- 
sorption and  excretion  of  VB,2.  I have  seen  this 
written  about  numerous  times  but  have  not  per- 
sonally seen  it  used  very  often  in  clinical  practice. 

FINAL  DIAGNOSIS 
CLASSICAL  PERNICIOUS  ANEMIA 

*DR.  R.  A.  JAQUA:  It  seems  that  it  is  always  sug- 
gested that  a bone  marrow  aspiration  is  not  neces- 
sary in  this  disease,  but  it  is  often  done.  Dr.  Herbert 
has  suggested  that  a careful  examination  of  the  peri- 
pheral smear  for  the  appropriate  changes  along  with 
examination  of  buffy  coat  preparation  of  the  peri- 
pheral smear  to  look  for  megaloblasts  is  sufficient.  A 
bone  marrow  aspiration  is  not  necesary. 

DR.  BARLOW:  I agree  that  a bone  marrow  aspira- 
tion is  often  not  necessary.  I think  it  is  often  done 
for  completeness.  I might  also  mention  that  a bone 
marrow  with  megaloblastic  changes  can  also  be  mis- 
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taken  for  leukemia.  When  theVBi2  and  folate  levels 
are  requested  by  the  person  interpreting  the  bone 
marrow,  I think  they  should  always  be  obtained  so  a 
false  diagnosis  of  leukemia  is  avoided.  Of  course,  it 
must  also  be  remembered  that  the  megaloblastic 
changes  in  the  bone  marrow  in  VB|2  deficiency  will 
disappear  in  a matter  of  hours  after  initiation  of  VB,2 
therapy. 

*DR.  P.  K.  ASPAAS:  I want  to  say  that  that  was  an 
excellent  discussion.  There  were  minor  changes  in 
the  patient’s  tongue  so  the  physical  examination  did 
not  show  an  absolutely  normal  tongue.  I would  also 
like  to  mention  that  the  excretion  of  methylmalonic 
and  proprionic  acid  is  seen  in  B12  deficiency.  These 
can  be  used  to  distinguish  VB,2  from  folate  deficien- 
cy. This,  of  course,  is  very  important  since,  as  has 
been  pointed  out,  treatment  of  the  two  conditions 
by  the  appropriate  vitamin  is  important. 

**DR.  CLARK  LIKNESS:  Why  is  the  reticulo- 
cyte count  so  high  in  this  case? 

DR.  FOSTER:  Even  if  one  corrects  the  reticulocyte 
count  by  multiplying  by  the  patient’s  hematocrit  di- 
vided by  a normal  hematocrit,  a result  of  approxi- 
mately 3%  is  still  obtained.  This  is  still  a little  high.  It 
is  unusual  for  the  reticulocyte  count  to  be  elevated 
in  pernicious  anemia  because  the  hemolysis  takes 
place  in  the  bone  marrow.  It  is  perhaps  stress  that 
produced  some  of  the  reticulocytosis  in  this  case. 
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Emergency  Medical  Service 
Categorization 

(Bureaucratic  Nightmare  or  Utopian  Medicine?) 

During  the  past  several  years  we  deliberated  in. 
various  agencies  of  the  medical  community  trying  to 
determine  an  equitable  plan  for  the  categorization  of 
emergency  services.  Numerous  national  or- 
ganizations have  produced  protocols  or  guidelines 
attempting  to  solve  this  sticky  problem.  There  is 
considerable  pressure  from  various  health  planning 
agencies  as  well  as  other  segments  of  society.  Even 
in  the  development  of  a set  of  protocols  for  our 
relatively  unpopulated  rural  state  we  have  found 
inequities  constantly  popping  up  which  stand  be- 
tween the  development  of  the  plan  and  its  execu- 
tion. 

At  the  most  recent  meeting  of  the  House  of  Dele- 
gates in  Chicago,  July  1980,  I attended  the  Refer- 
ence Committee  dealing  with  the  EMS  situation.  I 
was  surprised  to  see  the  small  amount  of  testimony 
in  reference  to  this  complicated  proposition. 

I have  some  philosophical  objections  to  a national 
set  of  guidelines  for  EMS.  These  largely  center 
around  the  inability  to  adapt  a national  guideline 
program  to  all  aspects  and  all  sizes  of  communities 
and  geographical  situations.  As  the  House  of  Dele- 
gates has  recommended  to  states,  the  use  of  the 
printed  guidelines  shown  in  the  delegates’  hand- 
book does  not,  at  this  point,  have  an  impact  beyond 
a recommendation.  It  is  my  interpretation  that  each 
state  should  try  to  use  them  if  they  can  in  an  equit- 
able fashion  depending  on  its  own  circumstances.  I 
testified  at  the  North  Central  Conference  caucus  on 
this  subject  and  it  was  my  point  that  guidelines  easily 
flip  into  regulation  and  that  these  guidelines  must 
not  be  taken  lightly  because  they  may,  in  actuality, 
when  adopted  become  regulation.  I also  contributed 
my  objection  to  the  wording  in  the  delegates’  hand- 
book on  one  of  the  rationalizations  for  passing  along 
to  the  state  the  EMS  programs.  The  thing  that  I 
objected  to  was  the  statement  that  if  we  did  not  do 
this  soon  we  may  be  forced  to  do  this  by  some  agen- 
cy. Not  withstanding  this  real  possibility  1 felt  that 
the  decision  whether  or  not  to  recommend  the  use 
of  the  EMS  program  should  lie  with  the  desireabili- 
ty,  not  only  from  the  planning  standpoint  but  also 
from  an  actual  execution,  that  this  plan  could  in 
reality  improve  medical  care.  There  did  not  seem  to 
be  a real  consensus  about  this  proposition.  On  some 


programs  which  are  now  becoming  archaic  some 
states  have  been  stuck  with  the  ramifications  of  the 
programs  now  in  federal  regulation  or  law.  A Med- 
ical Association  endorsed  plan  would  be  harder  to 
change  if  adopted  by  HSA  and  became  a regulation; 
the  argument  being  that  it  originated  from  our  sec- 
tor. I would  be  hesitant  for  South  Dakota  to  rapidly 
accept  these  guidelines  for  these  reasons. 

If  this  is,  indeed,  a step  on  the  way  to  the  develop- 
ment of  the  “Utopian”  medicine,  I am  sure  it  would 
be  the  shadow  of  some  previous  failure. 

One  of  the  key  things  about  the  EMS  protocols  for 
South  Dakota  is  where  the  initial  judgment  lies  in 
the  determination  of  disposition  of  a sick  or  wound- 
ed patient.  If  we  are  to  use  strict  guidelines  which 
become  regulation,  then  perhaps  we  are  switching 
the  area  of  medical  judgment  from  the  hands  of 
competent  physicians  who  see  and  evaluate  and  dis- 
pose of  patients  to  less  trained  paramedical  per- 
sonnel or  in  fact,  non-medical  administrators.  There 
has  been  no  testimony  to  date  which  frees  my  mind 
of  this  serious  question.  There  is  also  the  inequities 
between  different  hospitals  and  the  interference 
with  normal  patient-doctor  relationships,  the  nor- 
mal obligation  of  doctor  to  emergency  room  and  to 
patients  and  to  the  hospital  as  well  as  the  economic 
secondary  effects.  There  will  have  to  be  a great  deal 
of  discussion  and  careful  thought  before  an  accept- 
able plan  for  the  implementation  of  categorization  of 
emergency  medical  services  is  established  in  South 
Dakota.  I implore  the  members  in  general  and  the 
members  of  the  councils  and  the  commissions  to  let 
no  stone  be  unturned  in  the  investigation  of  this 
subject  before  passing  it  as  policy  or  recommending 
it  as  policy  in  South  Dakota.  Much  of  what  is  said  in 
the  transcripts  of  EMS  is  contained  within  the  body 
of  medical  judgment  existing  and  operating  in  the 
practice  of  medicine  in  South  Dakota.  Interference 
with  this  process  may  be  counter-productive. 

In  the  future  as  we  debate  this  issue  in  the  Council 
I would  advise  each  doctor  to  advise  his  councilor  of 
his  feelings  on  EMS,  and  he  must  do  so  both  in 
specific  recommendations  after  digesting  the  tran- 
scripts of  EMS  as  well  as  the  general  philosophic 
content.  When  I spoke  to  the  North  Central  Confer- 
ence in  Chicago  I told  them  I felt  we  should  be 
conservative  enough  to  stand  without  faltering  for 
our  basic  fundamental  principles  and  yet  we  must  be 
liberal  enough  to  examine  new  possibilities  and 
ideas  which  may  improve  health  care.  I also  cau- 
tioned we  should  not  be  liberal  enough  to  continue 
with  programs  which  we  know  are  highly  suspected 
of  not  being  in  the  best  interest  of  good  quality 
patient  care.  Sincerely  yours, 

Winston  B.  Odland,  M.D.,  President 
South  Dakota  State  Medical  Association 
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QUALITY  HEALTH  CARE 

AT  THE  LOWEST  POSSIBLE  COST  ....  AN  UPDATE 


The  Blue  Cross  and  Blue  Shield  Associations,  working  in  conjunction  with  a number  of  specialty 
organizations,  have  expanded  the  Medical  Necessity  Project  to  include  forty-three  additional  procedures  which 
are  of  questionable  usefulness. 

The  specialty  organizations  recommending  the  inclusion  of  these  additional  procedures  include  the 
American  College  of  Physicians,  the  American  Academy  of  Family  Physicians,  the  College  of  American 
Pathologists,  the  American  Academy  of  Dermatology,  the  American  Academy  of  Neurology,  the  American 
Academy  of  Pediatrics,  and  the  American  Psychiatric  Association. 

The  following  is  a list  of  the  additional  procedures  identified: 

Skin  test,  cat  scratch  fever 

Skin  test,  lymphopathis  venereum  ( Frei  test ) 

Skin  test,  aainomycosis 
Skin  test,  brucellosis 
Skin  test,  leptospirosis 
Skin  test,  psittacosis 
Skin  test,  trichinosis 
Autogenous  vaccine 

Amylase,  blood  isozymes,  electrophoretic 

Chromium,  blood 

Guanase,  blood 

Zinc  sulphate  turbidity,  blood 

Cephalin  flocculation,  thymol  turbidity 

Congo  red,  blood 

Hormones,  adrenocorticotropin  quantitative  animal  tests 

Hormones,  adrenocorticotropin  quantitative  bioassay 

Thymol  turbidity,  blood 

Calcium,  feces,  24-hour  quantitative 

Starch,  feces,  screening 

Chymotrypsin,  duodenal  contents 

Gastric  analysis,  pepsin 

Gastric  analysis,  tubeless 

Calcium  saturation  clotting  time 

Capillary  fragility  test  ( Rumpel-Leede ) ( independent  procedure ) 

Colloidal  gold 
Circulation  time,  one  test 
Mucoproteio,  blood  ( seromucoid ) 

Calcium  clotting  time 
Hair  analysis  test 
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Bendien’s  test 
Bolen  test 
Rehfus  test 
Prolotherapy 
Chelation  therapy 

Cerebellar  stimulator  pacemakers  for  cerebral  palsy 

Hyperbaric  oxygen  therapy  for  atherosclerosis 

Hyperbaric  oxygen  therapy  for  heart  attack 

Hyperbaric  oxygen  therapy  for  cerebral  vascular  impairment 

Hyperbaric  oxygen  therapy  for  senility 

Hyperbaric  oxygen  therapy  for  sickle  cell  anemia  crises 

Hyperbaric  oxygen  therapy  for  stroke 

Orthomolecular  medication  and  megavitamin  therapy  for  use  in  relation  to  learning  disabilities,  mental  illness  (par- 
ticularly, Schizophrenia  and  certain  aberrant  emotional  conditions),  hypoglycemia  and  other  non-causally  related 
types  of  conditions 

Intragastric  hypothermia  using  gastric  freezing 


We  do  not  recommend  that  physicians  categorically  discontinue  these  procedures.  Almost  every  pro- 
cedure can  be  medically  justified  in  a specific  instance.  We  do  recommend,  however,  that  each  physician 
determine  whether  the  results  of  any  procedure  justify  the  cost. 


HEALTH  CARE  COST  CONTAINMENT 
IS  EVERYONE’S  RESPONSIBILITY 


SOUTH  DAKOTA  BLUE  SHIELD 

1601  WEST  MADISON 

SIOUX  FALLS,  SOUTH  DAKOTA  57104 

605-336-1976 
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Laboratory  Aids 


Sponsored  by  the  South  Dakota  Society  of  Pathologists 


Clinical  Virology— Useful  Or  Not? 

In  the  last  issue  of  the  Journal  we  commented  that 
since  antiviral  chemotherapy  is  coming  of  age  and 
rapid  viral  diagnostic  techniques  are  now  available; 
certain  viral  diseases  such  as  herpes  encephalitis  re- 
quire these  new  modalities.  However,  since  this  is 
only  a single  example,  let  us  now  dispel  some  other 
old  myths  about  viral  diagnosis. 

Even  if  no  therapy  is  available,  the  use  of  viral 
isolation  or  serologic  techniques  to  identify  the  viral 
etiology  of  a disease  can  be  important  when  other 
diagnostic  possibilities  are  made  less  likely  by  viral 
diagnosis.  Prognosis  and  management  are  easier  to 
gauge  and  the  physician  can  communicate  with  the 
patient  and  family  with  more  positivity.  Therapy 
may  be  administered  or  withheld  on  a rational  basis. 

Aseptic  meningitis,  encephalitis,  paralytic  syn- 
dromes, maculopapular  or  vesicular  rashes,  mucous 
membrane  ulcers,  acute  respiratory  infections,  pleu- 
rodynia, pericarditis,  myocarditis,  conjunctivitis, 
and  congenital  or  perinatal  infections  may  yield  vi- 
ruses which  can  be  isolated  on  easily  utilized  cell 
culture  media.  Adenoviruses,  enteroviruses  (except 
certain  strains  of  Coxsackie),  herpes  viruses, 
mumps  virus,  influenza  and  parainfluenza  viruses, 
respiratory  syncytial  viruses,  rhinoviruses,  rubella 
virus  and  cytomegalovirus  are  all  examples  of  these. 

Some  viruses  are  beyond  the  capabilities  of  all  but 
very  sophisticated  laboratories  and  are  not  yet  wide- 
ly available.  Arboviruses  (togaviruses,  flaviviruses, 
alpha  viruses),  hepatitis  virus  A and  B,  Epstein-Barr 
(EB)  virus  (infectious  mononucleosis)  and  certain 
viruses  causing  gastroenteritis  such  as  parvovirus 
and  rotavirus  require  these  very  complex  identifica- 
tion techniques. 

Another  point  is  that  it  is  more  than  of  academic 
interest  for  physicians  to  know  about  outbreaks  of 
viral  disease  in  the  patient  area  they  serve.  Knowl- 
edge of  an  outbreak  of  aseptic  meningitis  due  to  a 
type  of  echovirus  in  the  community  may  enable  the 
physician  to  better  evaluate  other  patients  pre- 
senting with  a symptom  complex  similar  to  previous 
patients  from  whom  virus  has  been  isolated. 

A final  comment  might  be  made  about  time.  75% 
of  positive  cultures  will  be  noted  within  7 days  of 
inoculation.  Most  laboratories  will  notify  you  if  viral 
isolation  is  likely.  Definitive  identification  may  take 
longer. 

John  F.  Barlow,  M.D. 

Pathologist 
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Tenuate  Dospan’^ 

(diethylproplon  hydrochloride  NF)  controlled-release 
AVAILABLE  ONLY  ON  PRESCRIPTION 
Brief  Summary 

INDICATION:  Tenuate  and  Tenuate  Dospan  are  Indicated  In  the 
management  o(  exogenous  obesity  as  a short-term  adjunct  (a  few 
weeks)  in  a regimen  of  weight  reduction  based  nn  caloric  restriction 
The  limited  uselulness  of  agents  of  fhls  class  should  he  measured 
against  possible  risk  factors  inherent  in  their  use  such  as  those 
described  below 

CONTRAINDICATIONS:  Advanced  arteriosclerosis,  hyperthyroidism, 
known  hypersensitivity,  or  idiosyncrasy  to  the  sympathomimetic 
amines,  glaucoma  Agitated  states  Patients  with  a history  of  drug 
abuse.  During  or  within  14  days  following  the  administration  of  mono- 
amine oxidase  inhibitors,  (hypertensive  crises  may  result), 
WARNINGS:  If  tolerance  develops,  the  recommended  dose  should 
not  he  exceeded  in  an  attempt  to  increase  the  effect:  rather,  the  drug 
should  he  discontinued,  Tenuate  may  impair  the  ability  of  the  patient 
to  engage  in  potentially  hazardous  activities  such  as  operating 
machinery  or  driving  a motor  vehicle:  the  patient  should  therefore  he 
cautioned  accordingly  Drug  Dependence  Tenuate  has  some  chemi- 
cal and  pharmacologic  similarities  to  the  amphetamines  and  other 
related  stimulant  drugs  that  have  been  extensively  abused  There 
have  been  reports  of  suhiects  becoming  psychologically  dependent 
on  diethylproplon.  The  possibility  of  abuse  should  be  kept  in  mind 
when  evaluating  the  desirability  of  including  a drug  as  part  of  a weight 
reduction  program.  Abuse  of  amphetamines  anrf related  drugs  may 
he  associated  with  varying  degrees  of  psychologic  dependence  and 
social  dysfunction  which,  in  the  case  of  certain  drugs,  may  he  severe 
There  are  reports  of  patients  who  have  increased  the  dosage  to  many 
times  that  recommended  Abrupt  cessation  following  prolonged  high 
dosage  administration  results  in  extreme  fatigue  and  mental  depres- 
sion; changes  are  also  noted  on  the  sleep  EEG  Manifestations  of 
chronic  intoxication  with  anorectic  drugs  include  severe  dermatoses, 
marked  insomnia,  irritability,  hyperactivity,  and  personality  changes. 
The  most  severe  manifestation  of  chronic  Intoxications  is  psychosis, 
often  clinically  indistinguishable  from  schizophrenia  Use  in 
Pregnancy  Although  rat  and  human  reproductive  studies  have  not 
indicated  adverse  effects,  the  use  of  Tenuate  by  women  who  are 
pregnant  or  may  become  pregnant  requires  that  the  potential  benefits 
he  weighed  against  the  potential  risks  Use  in  Children  Tenuate  is 
not  recommended  for  use  in  children  under  12  years  of  age. 
PRECAUTIONS:  Caution  is  to  he  exercised  in  prescribing  Tenuate 
for  patients  with  hypertension  or  with  symptomatic  cardiovascular 
disease,  including  arrhythmias,  Tenuate  should  not  he  administered 
to  patients  with  severe  hypertension.  Insulin  requirements  indiahetes 
mellitus  may  he  altered  in  association  with  the  use  of  Tenuate  and 
the  concomitant  dietary  regimen.  Tenuate  may  decrease  the  hypo- 
tensive effect  of  guanethidine  The  least  amount  feasible  shoula  he 
prescribed  or  dispensed  at  one  time  in  order  to  minimize  the  possibility 
of  overdosage  Reports  suggest  that  Tenuate  may  increase  convul- 
sions in  some  epileptics  Therefore,  epileptics  receiving  Tenuate 
should  he  carefully  monitored.  Titration  of  dose  or  discontinuance  of 
Tenuate  may  he  necessary 

ADVERSE  REACTIONS:  Cardiovascular  Palpitation,  tachycardia, 
elevation  of  blood  pressure,  precordial  pain,  arrhythmia.  One  pub- 
lished report  described  T-wave  changes  in  the  ECG  of  a healthy  young 
male  after  ingestion  of  diethylpropion  hydrochloride  Central  Nervous 
System  Overstimulation,  nervousness,  restlessness,  dizziness,  jlt- 
teriness.  insomnia,  anxiety,  euphoria,  depressioh,  dysphoria,  tremor, 
dyskinesia,  mydriasis,  drowsiness,  malaise,  headache;  rarely  psy- 
chotic episodes  at  recommended  doses  in  a few  epileptics  an 
increase  in  convulsive  episodes  has  been  reported,  Gastrointeslinal 
Dryness  of  the  mouth,  unpleasant  taste,  nausea,  vomiting, abdominal 
discomfort,  diarrhea,  constipation,  other  gastrointestinal  distur- 
bances. Allergic  Urticaria,  rash,  ecchymosis,  erythema.  Endocrine: 
impotence,  changes  in  libido,  gynecomastia,  menstrual  upset.  Hema- 
topoietic System  Bone  marrow  depression,  agranulocytosis,  leuko- 
penia Miscellaneous  A variety  of  miscellaneous  adverse  reactions 
has  been  reported  by  physicians  These  include  complaints  such  as 
dyspnea,  hair  loss,  muscle  pain,  dysuria,  increased  sweating,  and 
polyuria 

DOSAGE  AND  ADMINISTRATION:  Tenuate  (diethylproplon  hydro- 
chloride): One  25  mg  tablet  three  times  dally,  one  hour  before  meals, 
and  in  midevening  if  desired  to  overcome  night  hunger,  Tenuate 
Dospan  (diethylpropion  hydrochloride) controlled-release  One  75  mg 
tablet  daily,  swallowed  whole.  In  miomorning.  Tenuate  is  not  recom- 
mended for  use  in  children  under  12  years  of  age. 

OVERDOSAGE:  Manifestations  of  acute  overdosage  include  rest- 
lessness. tremor,  hyperreflexia,  rapid  respiration,  confusion,  assault- 
iveness, hallucinations,  panic  states  Fatigue  and  depression  usually 
follow  the  central  stimulation  Cardiovascular  effects  include  arrhyth- 
mias, hypertension  or  hypotension  and  circulatory  collapse  Gastro- 
intestinal symptoms  include  nausea,  vomiting,  diarrhea,  and 
abdominal  cramps.  (Overdose  of  pharmacologically  similar  com- 
pounds has  resulted  in  fatal  poisoning,  usually  terminating  In  con- 
vulsions and  coma  Management  of  acute  Tenuate  Intoxication  is 
largely  symptomatic  and  includes  lavage  and  sedation  with  a barbitu- 
rate Experience  with  hemodialysis  or  peritoneal  dialysis  Is  inade- 
quate to  permit  recommendation  in  this  regard  Intravenous 
phentolamine  (Regitine")  has  been  suggested  on  pharmacologic 
grounds  for  possible  acute,  severe  hypertension.  If  this  complicates 
Tenuate  overdosage 
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Overweight  may 
complications  can 

Complicated  or  not  ■■■ 

'fenuate  Dos 


rolled-release 


A useful  short-term  adjunct 
in  an  indicated  weight  loss  program. 

Overweight  patients  in  certain  diagnostic  categories  often  require 
strict  appetite  control  and  a successful  program  of  weight 
reduction  may  tend  to  diminish  the  incidence  or  severity  of  the 
complications  in  some  patients.  Diethyl propion  hydrochloride 
has  been  reported  useful  in  such  patients  and  while  it  is  not 
suggested  that  Tenuate  itself  in  any  way  reduces  the  ' 

complications  of  overweight,  it  may  have  a useful  place  as  a • , 

short-term  adjunct  in  a prescribed  dietary  regimen.  Tenuate  = 
should  not  be  administered  to  patients  with  severe  hypertension; 
see  additional  Warnings  and  Precautions  on  the  opposite  page. 

In  uncomplicated  overweight. 

Many  patients,  on  the  other  hand,  present  with  excess  fat  but  no ' 
disease.  While  this  condition  is  often  termed  uncomplicated 
obesity,  complications  of  both  a social  and  a psychologic  nature 
may  be  distressingly  real  for  the  patients.  In  these  cases,  a 
short-term  regimen  of  Tenuate  can  help  reinforce  your  dietary 
counsel  during  the  important  early  weeks  of  an  indicated  weight 
loss  program. 


Tenuate-it  makes  sense. 

And  it’s  responsible  medicine. 


For  prescribing  information  see  opposite  page. 


I Clinical  effectiveness. 

The  anorectic  effectiveness  of  diethyl  propion  hydrochloride  is 
well  documented.  No  less  than  16  separate  double-blind,  placebo- 
controlled  studies  attest  to  its  usefulness  in  daily  practice.’  And 
. the  unique  chemistry  of  Tenuate  provides  “..  .anorectic  potency 
with  minimal  overt  central  nervous  system  or  cardiovascular 
f stimulation.”^  Compared  with  the  amphetamines,  diethyl  propion 
} has  minimal  potential  for  abuse. 


*Studies  have  shown  that  obesity  is  associated  with  an  increased  incidence  of 
hypertension,  symptomatic  heart  disease,  adult-onset  diabetes,  and  other  diseases. 

Merrell 


antianxiety/antisecretory/antispasmodic 


for  adjunctive  therapy  of  duodenal  ulcer* 
and  irritable  bowel  syndrome* 


Librax 

Please  consult  complete  prescribing  Informa- 
tion, a summary  of  which  follows: 

Indications:  Based  on  a review  of  this 
drug  by  the  National  Academy  of 
Sciences — National  Research  Council 
and/or  other  information,  FDA  has  classi- 
fied the  indications  as  follows: 

"Possibly"  effective:  as  adjunctive  therapy 
in  the  treatment  of  peptic  ulcer  and  in  the 
treatment  of  the  irritable  bowel  syndrome 
(irritable  colon,  spastic  colon,  mucous  col- 
itis) and  acute  enterocolitis 
Final  classification  of  the  less-than- 
effect've  indications  requires  further 
investigation 

Contraindications:  Glaucoma,  prostatic  hyper- 
trophy, benign  bladder  necK  obstruction  hyper- 
sensitivity to  chlordiazepoxide  HCl  and.-or 
clidinium  Bromide. 

Warnings:  Caution  patients  about  possible  com- 
bined  effects  with  alcohol  and  other  CNS 
it-  depressants  and  aganst  hazardous  occupations 
requiring  comp  ete  mentai  alertness  (e.g  . operat- 
ing machinery,  aryog)  Physical  and  psychologi- 
ca’  dependence  rareiy  reportea  on  .recommended 
doses,  but  u^  caut-on  In  administering  Libnum* 

^ (chlordiazepoxide  HCi  Rocne)  to  known  addic- 

t,. 


tion- prone  individuals  or  those  who  might  increase 
dosage;  withdrawal  symptoms  (including  con- 
vulsions) reported  following  discontinuation  of  the 
drug 

Usage  in  Pregnancy;  Use  of  minor  tran- 
quilizers during  first  trimester  should 
almost  always  be  avoided  because  of 
increased  risk  of  congenital  malforma- 
tions as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when 
instituting  therapy.  Advise  patients  to 
discuss  therapy  if  they  intend  to  or  do 
become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation 
may  occur 

Precautions:  In  elderly  and  debilitated,  limit  dos- 
age to  smallest  effective  amount  to  preclude 
ataxia,  oversedation,  confusion  (no  more  than  2 
capsules/day  initially;  increase  gradually  as 
needed  and  tolerated).  Though  generally  not 
recommended,  if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully  consider 
pharmacology  of  agents,  particularly  potentiating 
drugs  such  as  MA(5  inhibitors,  phenothiazines. 
Observe  usual  precautions  in  presence  of  im- 
paired renal  or  hepatic  function  Paradoxical 
reactions  reported  in  psychiatric  patients  Employ 
usual  precautions  in  treating  anxiety  states  with 
evidence  of  impending  depression  suicidal  tend- 
encies may  be  present  and  protective  measures 
necessary.  Variable  effects  on  blood  coagulation 
reported  very  rarely  in  patients  receiving  the  drug 


and  oral  anticoagulants;  causal  relationship  not 
established. 

Adverse  Reactiotis:  No  side  effects  or  manifes- 
tations not  seen  with  either  compound  alone 
reported  with  Librax.  When  chlordiazepoxide  HCl 
is  used  alone,  drowsiness,  ataxia,  confusion  may 
occur,  especially  in  elderly  and  debilitated;  avoid- 
able in  most  cases  by  proper  dosage  adjustment, 
but  also  occasionally  observed  at  lower  dosage 
ranges.  Syncope  reported  in  a few  instances.  Also 
encountered:  isolated  instances  of  skin  eruptions, 
edema,  minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms,  increased 
and  decreased  libido — all  infrequent,  generally 
controlled  with  dosage  reduction;  changes  in  EEG 
patterns  may  appear  during  and  after  treatment; 
blood  dyscrasias  (including  agranulocytosis), 
jaundice,  hepatic  dysfunction  reported  occasion- 
ally with  chlordiazepoxide  HCl,  making  periodic 
blood  counts  and  liver  function  tests  advisable 
during  protracted  therapy.  Adverse  effects  re- 
ported with  Librax  typical  of  anticholinergic 
agents,  i.e..  dryness  of  mouth,  blurring  of  vision 
urinary  hesitancy,  constipation  Constipation  has 
occurred  most  often  when  Librax  therapy  is  com- 
bined with  other  spasmolytics  and.'or  low  residue 
diets 


Roche  Products.  Inc 
Mariati,  Puerto  Rico  00701 


s 

D 


Medichw 


A Study  Of  Cervical  Carcinoma  And  Its 
Precursor  Lesions* 

Part  I:  Potential  Precursor  Lesions  Of  Cervical 
Neoplasia 

Brooks  Ranney,  M.D.** 

Howan  Han,  M.D.** 

Bonnie  Corrigan,  M.T.  (ASCP)** 


ABSTRACT 

This  is  a study  of  significant  cervical  lesions 
discovered  among  19, 143  women,  who  were  exam- 
ined, treated,  and  followed  from  2 to  30  years. 
Among  1421  cervical  polyps,  only  2 endocervical, 
glandular  carcinomas  were  found.  Among  1798  pa- 
tients whose  vaginally-exposed,  endocervical 
ectropia  were  eradicated  with  heat  cautery,  only  4 
(0.22%)  later  developed  mild  cervical  dysplasia, 
and  none  developed  cancer. 

Among  573  patients  whose  initial  cervical  bi- 
opsies contained  dysplasia,  238  had  initial  defini- 
tive hysterectomies.  Palliative  cervical  cautery  or 
cone-cervicoplasty  was  performed  for  45  women; 
among  30  who  wanted  children,  27  later  had  ba- 
bies. However,  8 of  the  45  women  developed  re- 
curring cervical  neoplasia  within  2 to  14  years, 
and  needed  later  hysterectomies. 

In  290  patients,  after  initial  punch  biopsy  sites 
had  healed,  cervical  smears  and  colposcopy  were 

INTRODUCTION 

Cytologic  and  biopsy  specimens  may  be  obtained 
from  the  uterine  cervix,  during  examination  in  the 
gynecologist’s  office,  with  little  discomfort  or  diffi- 
culty, because  the  cervix  is  easily  accessible  and 
contains  so  few  nerves.  As  a result,  during  the  past 
30  years,  more  has  been  learned  about  the  patho- 


* Presented  at  the  District  VI  Meeting  of  the  American  College 
of  Obstetricians  and  Gynecologists,  Saskatoon,  Saskatchewan, 
September  28,  1979. 

‘‘Department  of  Obstetrics  and  Gynecology,  The  University  of 
South  Dakota  School  of  Medicine,  The  Yankton  Clinic,  400 
Park,  Yankton,  South  Dakota  57078. 


normal.  These  patients  were  reevaluated  in  3 
months,  6 months,  and  annually.  Within  1 to  14 
years,  155  patients  had  developed  progressively  se- 
vere dysplasia;  16  had  developed  carcinoma-in-si- 
tu.  They  were  treated  by  definitive  hysterectomy. 

Carcinoma-in-situ  was  treated  definitively  by 
hysterectomy,  or  by  hysterectomy  (extended)  in  65 
patients;  palliatively,  with  cone-cervicoplasty,  in 
5;  4 nullipara  had  6 subsequent  babies. 

Stage  I cancer  of  the  cervix  has  been  treated  by 
radical  hysterectomy  and  bilateral  pelvic  lymph 
node  resection. 

There  has  been  no  retention  and  no  recurrence  of 
dysplastic  epithelium  in  the  vaginal  vaults  of  any 
of  the  patients  who  were  treated  by  definitive  hys- 
terectomy. Individually,  variable  methods  of  hys- 
terectomy are  discussed. 

Cancer  of  the  cervix.  Stage  H or  more,  has  been 
treated  chiefly  by  irradiation.  Long-term  results 
are  discussed. 

genesis  of  cervical  cancer  and  its  precursor  lesions 
than  is  known  about  most  other  cancers.  Since  most 
women  have  learned  to  seek  periodic  gynecologic 
examination  and  supplemental  investigation,  neo- 
plasia of  the  cervix  can  usually  be  discovered  during 
its  early,  curable,  evolutionary  development.  Re- 
sults of  treatments  for  early  cervical  cancer  are  usu- 
ally excellent.  Thus,  in  the  last  half  of  the  20th  Cen- 
tury, we  should  be  approaching  an  era  when  no 
women  need  die  of  cervical  cancer. 

Although  the  exact  etiology  of  cervical  cancer  is 
not  know,  epidemiologic  studies  implicate  the  bi- 
ology of  coitus. ' Almost  no  cervical  cancer  is 
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found  in  virginal  girls,  but  women  who  have  had 
many  sexual  partners  have  a high  incidence  of  cervi- 
cal cancer.  It  is  not  known  whether  the  stimulating 
agent(s)  be  viral,  bacterial,  parasitic,  foreign  pro- 
teins in  semen,  or  childbirth  trauma,  although 
preponderant  evidence  points  towards  vi- 
ruses.However,  the  initial  neo- 
plastic cellular  changes  apparently  start  as  atypical 
metaplasia  in  glandular  epithelium,  usually  at  or 
near  the  squamocolumnar  junction  of  cervical  epi- 
thelium. Therefore,  women  with  ectropion,  or  lacer- 
ation-eversion of  the  cervix  are  more  likely  to  devel- 
op cervical  neoplasia. 

This  study  was  designed  to  seek  at  least  partial 
answers  to  the  following  questions: 

1.  Which  cervical  lesions  may  predispose  to  the 
subsequent  development  of  cervical  neoplasia? 

2.  How  accurate  are  our  “screening”  and  diag- 
nostic methods  in  searching  for  cervical  neoplasia? 

3.  Among  patients  who  develop  cervical  dyspla- 
sia, how  many  lesions  progress  to  more  severe  dys- 
plasia, or  to  carcinoma-in-situ.  How  rapidly?  How 
many  do  not  progress  or  recur? 

4.  Do  our  screening  and  diagnostic  methods  dis- 
cover cervical  neoplasia  more  often  in  earlier  phas- 
es? 

5.  Which  methods  of  treatment  for  cervical  dys- 
plasia are  somewhat  effective?  Which,  most  effec- 
tive? What  are  effective  methods  of  treatment  for 
carcinoma-in-situ  of  the  cervix?  For  various  stages 
of  invasive  cancer  of  the  cervix?  After  treatment  for 
cervical  cancer,  how  healthy  are  patients,  and  what 
is  their  capacity  for  normal  living.? 

6.  How  may  one  estimate  prognosis  after  treat- 
ment for  cervical  cancer?  What  is  the  long-term 
survival? 

MATERIALS  AND  METHODS 

During  the  30  years,  1948  through  1978,  approxi- 
mately 206,000  obstetric-gynecologic  examinations 
have  been  performed  by  the  author  upon  patients  in 
the  office,  from  among  a population  of  about  38,300 
female  patients  of  reproductive  age,  or  older.  Of 
these  3,157  patients  needed  in-hospital,  minor 
gynecologic  operative  procedures;  and  3,334  pa- 
tients needed  in-hospital,  major  gynecologic  op- 
erative procedures— total,  6,491.  Another  6,152 
were  obstetric  patients,  whose  prenatal  care,  deliv- 
eries, and  postpartum  care  were  provided  by  the 
author.  A third  group  of  about  6,500  patients  need- 
ed minor  operative  or  investigative  procedures,  per- 
formed in  the  office. 

A statistical  study  has  been  made  among  these 
19,143  obstetric-gynecologic  patients  to  determine 
the  occurrence  and  treatment  of  cervical  polyps, 
congenital  cervical  ectropions,  and  laceration-ever- 


sions of  the  cervix.  Following  excision  or  treatment, 
each  patient’s  long-term  history  has  been  studied. 

In  addition,  interrelations  between  dysplasia, 
cervical  carcinoma-in-situ,  and  invasive  cervical 
cancer  have  been  studied  in  greater  detail,  utilizing 
individual  office  records,  operative  reports,  pa- 
thology reports,  punch  cards,  and  microscopic 
slides.  Follow-up  information,  from  periodic  pelvic 
examinations  and  subsequent  operations,  has  been 
studied  up  to  30  years  after  original  biopsy  diag- 
noses. 

RESULTS  AND  DISCUSSION 

1.  Cervical  Polyps 

Among  the  6,491  patients  who  needed  gynecolo- 
gic operations,  549  (8.46%)  had  cervical  polyps.  Of 
these,  121  cervical  polyps  were  removed  with  the 
uterus  during  hysterectomy,  which  was  performed 
for  various  other  indications.  During  diagnostic  di- 
latation and  curettage,  another  428  cervical  polyps 
were  also  excised.  In  the  office,  during  minor  op- 
erative procedures,  872  cervical  polyps  were  excised 
from  the  12,652  obstetric  and  gynecologic  patients 
(6.89%). 

All  1,421  polyps  were  examined  microscopically. 
Not  one  contained  squamous  cancer  or  dysplasia. 
However,  glandular  endocervical  cancer  was  found 
in  two  polyps. 

Therefore,  the  major  practical  reason  for  excising 
cervical  polyps  is  to  eliminate  an  obvious  cause  of 
intermenstrual,  or  postmenopausal,  “spotting” 
bleeding'^— a symptom  which  can  also  be  produced 
by  cervical  endometriosis,  dysplasia,  or  cancer;  and 
by  endometrial  polyps,  hyerplasia,  or  cancer. 

Excision  of  the  head  and  neck  of  a cervical  polyp 
will  not  suffice  for  long;  unless  the  base  of  the  polyp 
is  also  excised,  the  polyp’s  recurrence  will  soon  be 
heralded  by  more  spotting.  Therefore,  if  the  base  of 
a cervical  polyp  is  high  in  the  cervical  canal,  anes- 
thesia will  be  needed  to  visualize  it  and  remove  it 
completely. 

A second  practical  reason  for  excising  cervical 
polyps  is  to  examine  them  microscopically,  and  to 
differentiate  between  them  and  endometrial  polyps, 
which  are  more  commonly  malignant.'* 

2.  The  Squamocolumnar  Junction  of  Cervical 
Epithelium 

A.  Introduction 

During  fetal  development  the  embryonic,  glandu- 
lar, paramesonephric  duct  epithelium  of  the  upper 
vagina  is  mostly  replaced  by  invaginating,  over- 
growing squamous  epithelium.  The  theoretically 
ideal  site  of  the  squamocolumnar  junction  in  a ma- 
ture woman  is  at,  or  just  inside,  the  external  os  of 
the  cervix,  because  microorganisms,  and  acidity  in 
the  vagina  are  less  likely  to  reach  and  irritate  this 
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more  protected  columnar  epithelium. 

Conversely,  the  generous  bleb  of  clear,  alka'ine 
mucous,  which  is  produced  by  the  glands  of  a small 
ectropion,  during  ovulation,  may  protect  and  harbor 
sperm,  and  thus  may  be  helpful  for  fertility.  Like- 
wise, either  cautery  or  cryotherapy  of  an  ectropion 
always  results  in  deposition  of  some  fibrosis  scar  in 
the  stroma  underneath  the  squamous  epithelium 
which  heals  over  the  treated  surface  of  the  cervix. 
Such  scar  will  make  the  cervix  tougher,  and  thus  will 
prolong  a subsequent  first  labor. Therefore,  unless 
dysplasia  supervenes  in  a young  nulliparous  woman, 
we  usually  prefer  to  postpone  cautery  or  cryotherapy 
of  an  ectropion  until  about  four  months  postpartum, 
after  the  first  delivery. 

A few  women  apparently  inherit  stigmata  of  in- 
complete embryologic  development  of  the  cervix 
and  upper  vagina,  which  includes,  in  varying  de- 
grees, more  muscle  cells  and  fewer  fibrous  cells  in 
the  cervical  stroma  (congenital  incompetence  of  the 
cervix),  and  more  columnar  epithelium  and  less 
squamous  epithelium  on  the  pars  vaginalis  of  the 
cervix  (ectropion).^'  Possibly  the  so-called  DES 
phenomenon’^'^*^'^^— occasionally  found  in  female 
progeny  some  years  after  maternal  consumption  of 
stilbestrol  during  the  first  20  weeks  of  pregnancy- 
may  simply  be  a further,  endocrine,  aggravation  of 
the  above-described  incomplete  embryonic  devel- 
opment among  a few  of  the  susceptible  female  pro- 
geny. 

Regardless  of  histogenesis,  the  probability  that 
cervical  dysplasia  may  develop  seems  to  be  generally 

proportional  to  the  amount  of  endocervical  epithe- 
lium, and  the  length  of  the  squamocolumnar  junc- 
tion, exposed  on  the  cervix  and  upper  vagina  to  the 

vaginal  environment  of  microorganisms  and  ac- 
idity 3,5,19,20,21,22.23,24,25,26 

B.  Ectropion,  and  Laceration-Eversion  of 
the  Cervix 

Among  the  6,491  patients  who  needed  gynecolo- 
gic operations,  43  (0.66%)  had  severe  ectropions, 
and  617  (9.5%)  had  large  laceration-eversions  which 
needed  eradication  by  thorough  cautery.  Additional- 
ly, among  the  12,652  obstetric  and  gynecologic  pa- 
tients who  underwent  minor  operative  procedures 
in  the  office,  1,137  (8.99%)  had  laceration-ever- 
sions which  needed  cautery. 

C.  Prophylaxis  Against  Cervical  Dysplasia 

Thorough  heat  cautery  of  all  everted  columnar 
epithelium  is  an  economical,  rapid,  efficient,  and 
minutely  controllable  method  of  treating  these  le- 
sions. Recently  developed  CO2  laser  is  similarly  ra- 
pid, efficient,  and  controllable,  but  highly  expen- 
sive. We  have  usually  preferred  to  use  heat  cautery 
rather  than  cryotherapy,  which  is  a more  expensive, 


slower,  less  efficient,  and  somewhat  more  diffuse  or 
“blind”  method  of  treatment. 

Results  of  treatment  have  been  generally  excel- 
lent. Cautery  ot  all  glandular  epithelium  on  the  pars 
vaginalis  of  the  cervix  is  performed  soon  after  men- 
struation is  completed,  so  epithelial  healing  will  be 
nearly  complete  prior  to  the  next  menses,  to  avoid 
implant-endometriosis.  Despite  this  timing.,  during 
healing,  cervices  of  72  patients  (4%)  developed  tiny 
areas  of  implant-endometriosis,  which  were  -e- 
moved  later  by  repeat  cautery.  These  are  the  .mly 
patients  who  needed  repeat  cautery.  All  others 
(96%)  needed  no  second  treatment. 

Among  these  1,797  patients  with  notable  ectropi- 
ons or  laceration-eversions  of  the  cervix  treated  by 
heat  cautery,  all  have  been  followed  by  pelvic  exam- 
inations for  between  5 and  29  years.  Only  four 
(0.22%)  have  subsequently  developed  mild  cervical 
dysplasia,  and  none  has  developed  cervical  cancer.  If 
one  compares  this  very  low  incidence  of  mild  cervi- 
cal dysplasia  with  the  usual  incidence  of  all  cervical 
dysplasia  in  this  population  of  women  (between  3 
and  8%,  depending  upon  the  population  base),  it 
seems  evident  that  eradication  of  the  columnar  epi- 
thelium from  the  pars  vaginalis  of  the  cervix  (which 
then  covers  the  pars  vaginalis  of  the  cervix  with 
squamous  epithelium,  and  moves  the  squamoco- 
lumnar junction  up  to  the  external  os  of  the  cervix) 
does  offer  notable  protection  against  subsequent 
cervical  dysplasia.  This  has  been  reported  by  oth- 

gj.5  3,27,28,29,30,31 

Data  and  discussion  concerning  Cervical  Dysplasia  and  Car- 
cinoma-in-Situ  of  the  Cervix  will  be  published  in  the  next  issue 
of  the  Journal.  The  subsequent  issue  will  contain  data  and 
discussions  concerning  Invasive  Squamous  Carcinoma  of  the 
Cervix,  and  comments  and  correlations  concerning  all  Cervical 
Neoplasia. 
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There  are  several  different  types  of  arthritis.  The 
roentgenograms  of  this  patient  are  classical  for  a 
certain  type  of  arthritis.  It  is  suggested  that  the  read- 
er make  a diagnosis  from  the  roentgenograms  be- 
fore reading  the  history. 

CASE  HISTORY 

The  patient  is  a 25  year  old  white  male  who  has 
had  skin  lesions  for  approximately  six  years  duration 
and  arthritis  of  about  three  years  duration.  In  1973 
he  noted  a rash  on  his  elbows  while  working  in  a 
fiberglass  factory.  In  1974-75  he  consulted  a local 
dermatologist  who  gave  him  a “white  cream”  to 
apply  to  the  affected  areas  which  didn’t  do  any  good. 
He  has  since  been  “living”  with  the  rash  except  for 
using  Johnson’s  Baby  Oil  on  the  rash  areas.  The  rash 
had  now  spread  to  most  of  the  areas  of  his  body  and 
become  almost  unbearable  so  he  consulted  another 
dermatologist. 

Approximately  three  years  ago  he  started  having 
joint  pains  and  stiffness  which  has  been  getting  grad- 
ually worse.  About  two  years  ago  he  had  an  episode 
of  considerable  joint  distress  with  stiffness  in  his 
hands,  neck  and  back.  The  joints  which  are  the  most 
affected  are  in  the  fingers,  especially  the  distal  inter- 
phalangeal  joints  of  both  hands.  He  also  has  discom- 
fort in  both  wrists,  right  shoulder,  both  tempo- 
romandibular joints  and  his  spine. 

His  mother  has  a skin  problem  which  is  mostly 
confined  to  her  hair  area. 

On  physical  examination  the  primary  findings 
were  patches  of  erythematous  raised  scaling  skin 
lesions,  typical  of  psoriasis,  and  from  the  neck  down 
involving  almost  all  areas  with  exception  of  the 
knees  and  genitalia.  He  has  limited  motion  of  both 
temporomandibular  joints  which  allows  him  to  open 
his  mouth  about  fifteen  degrees.  His  neck  is  stiff  and 
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he  is  unable  to  bend  it  laterally  or  touch  his  chin  to 
his  chest.  There  is  marked  deformity  of  the  distal 
interphalangeal  joints  of  the  middle  and  little  fingers 
of  the  left  hand  and  in  all  of  the  distal  inter- 
phalangeal joints  of  the  right  hand.  He  complained 
of  pain  with  extension  and  abduction  of  the  right 
shoulder. 

The  laboratory  examinations  showed  a urinalysis, 
multipanel  study  and  stools  for  occult  blood  that 
were  all  negative.  The  sedimentation  rate  was  ele- 
vated at  71.  The  serum  FANA,  rheumatoid  factor 
and  HLA-B27  were  all  negative  too.  The  hemoglo- 
bin was  11.8  grams  and  interpreted  as  a hypochro- 
mic microcytic  anemia  and  also  a decreased  iron 
binding  capacity.  The  chest,  right  shoulder,  cervical 
spine,  thoracic  spine  and  lumbar  spine  roentgeno- 
grams were  all  negative.  The  roentgenograms  of 
both  hands  and  left  temporomandibular  joint  show 
arthritic  changes  consistent  with  psoriatic  arthritis. 
(See  Figs.  1 and  2) 

DISCUSSION 

Marginal  joint  erosive  changes  involving  pre- 
dominately the  distal  interphalangeal  joints  of  the 
hands  or  feet  with  a lack  of  osteoporosis  are  typical 
of  psoriatic  arthritis.  Juxta-articular  osteoporosis 
usually  does  not  occur  in  psoriatic  arthritis  and  skin 
lesions  are  usually  present.  Sacro-iliac  joint  sclero- 
sis, bilateral  or  unilateral  may  occur  which  is  also 
present  in  Reiters’  Disease  or  ankylosing  spondyli- 
tis. The  metacarpals  and  metatarsals  may  show  peri- 
osteal reactions  but  most  commonly  in  the  first 
metatarsal.  Bony  ankylosis  of  the  interphalangeal 
joints  develops  more  often  than  in  rheumatoid  ar- 
thritis. A close  relationship  between  nail  and  joint 
involvement  exists.  The  finding  that  is  almost  pa- 
thognomonic of  psoriatic  arthritis  is  destruction  of 
the  interphalangeal  joints  of  the  hands  and  feet  with 
abnormally  wide  joint  spaces  and  well  demarcated 
adjacent  bony  surfaces.  Resorption  of  the  tufts  of 
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Figure  1 

Marginal  destructive  arthritis  involving  predominately  the  distal  interphalangeal  joints. 


Figure  2 

Slight  resorption  and  flattening  of  the  condylar  head  of  the  mandible  on  the  left  side. 
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ihe  distal  phalanges  of  the  hands  and  feet  can  occur. 
In  advanced  cases  the  bone  destruction  may  be  so 
severe  as  to  result  in  the  “pencil  in  cup”  deformity 
and  suggest  neurotrophic  disease.  Resorption  at  the 
temporomandibular  joints  may  occur.  Syndesmo- 
phytes in  the  spine  that  are  coarse,  asymmetrical 
and  arise  from  the  midvertebral  body  are  character- 
istic. Arthritic  change  at  C1-C2  may  also  occur. 

Histologically,  the  synovitis  that  is  present  is  simi- 
lar to  rheumatoid  arthritis.  However,  there  is  a lack 
of  serum  rheumatoid  factor,  rheumatoid  nodules 
and  cardiopulmonary  lesions. 

Erosive  osteoarthritis  (inflammatory  osteoarthri- 
tis) may  be  difficult  to  distinguish  form  psoriatic 
arthritis.  It  is  a generalized  osteoarthritis  with  pri- 
mary involvement  of  the  proximal  and  distal  inter- 
phalangeal  joints  of  the  hands  with  Heberdons’ 
nodes  but  the  most  striking  changes  are  in  the  distal 
interphalangeal  joints.  There  are  intermittent 
inflammatory  phases  and  if  histologic  sections  are 
taken  during  one  of  these  phases  it  may  be  mistaken 
for  rheumatoid  arthritis.  It  occurs  in  middle  aged 
women  from  40-50  years  of  age.  Our  patient  also  had 
the  skin  lesions  of  psoriasis. 

Rheumatoid  arthritis  involves  the  metacarpo- 
phalangeal and  proximal  interphalangeal  joints  most 
commonly.  It  would  be  unusual  to  have  this  degree 
of  destructive  changes  in  the  distal  interphalangeal 


joints  as  in  our  case  and  none  in  the  metacarpopha- 
langeal joints  in  a rheumatoid  arthritis.  Our  case 
alsohas  good  bone  mineralization.  A rheumatoid 
arthritis  at  this  stage  would  usually  have  some  ero- 
sive changes  in  the  ulnar  styloid  process. 

In  gouty  arthritis  the  joints  of  the  hands  and  feet 
and  the  first  toe  particularly  are  ihe  most  frequently 
involved.  The  typical  changes  are  punched  : ■'  areas 
at  the  margins  of  the  articular  cortex  of  t.  e.  i - 'oived 
joints.  They  are  caused  by  destruction  of  Uie  c«'  u x 
of  the  bone  by  granulation  tissue  in  which  u^aie 
crystals  are  deposited.  The  gouty  tophi  and  tissues 
about  the  tophi  may  be  sites  of  calcific  depostis.  The 
elbow,  wrist,  knee,  shoulder  and  hip  are  often  in- 
volved too.  The  serum  uric  acid  was  not  elevated  in 
this  patient. 
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Letters  To  The  Editor 


Please  express  my  thanks  to  the  members  of  the 
S.  D.  State  Medical  Association  for  their  award. 

As  there  is  no  time  for  summer  employment  this 
year,  it  will  greatly  ease  the  financial  burden  for  this 
coming  year.  You  can  be  sure  that  it  will  be  put  to 
good  use. 

Thank  you  again, 
James  A.  Jones 

SOME  THOUGHTS  ABOUT  SMALLPOX. 

This  is  not  a scientific  article  with  graphs  citing 
percentages  and  with  an  extensive  bibliography  rep- 
resenting a review  of  the  literature,  etc.  but  simply  a 
monologue  expressing  some  of  my  personal  beliefs 
regarding  smallpox  and  our  cessation  of  vaccinating 
for  it. 

I too  have  quit. 

I was  probably  one  of  the  last  to  do  so  because  I 
believe  it  is  a mistake,  but  after  reading  an  article  in 
one  of  the  recent  journals  which  we  all  receive  by 
the  bushel,  and  I don’t  even  remember  the  name  of 
it,  I remember  the  conclusion  which  stated  that  if 
any  doctors  were  sued  for  malpractice  for  a serious 
outcome  for  smallpox  vaccination,  they  would  find 
it  virtually  impossible  to  obtain  a witness  for  their 
defense. 

This  scared  me  enough  to  quit. 

Although  I have  been  giving  smallpox  vaccina- 
tions for  31  years  without  a single  serious  reaction, 
after  reading  this  article,  I quit— fearing  the  one  that 
I might  give  which  would  result  in  a serious  reaction 
even  including  death  of  the  recipient. 

I am  familiar  with  the  literature  concerning  the 
eradication  of  the  disease  world-wide,  the  fact  that 
no  case  has  been  reported  for  several  years,  and  the 
untoward  and  often  serious  reactions  which  follow 
vaccination,  etc.  but  I cannot  accept  all  this. 

In  the  first  place,  the  virus  is  still  in  existence,  I 
understand,  at  the  CDC  in  Georgia  or  somewhere, 
and  anything  in  the  charge  of  the  U.  S.  Government 
or  any  of  its  agencies  is  in  jeopardy  so  far  as  I am 
concerned.  Who  knows  when  some  underling  will 
unwittingly  dump  it  somewhere  where  it  will  be 
ingested  by  somebody  who  is  not  immune  and  will 
develop  the  disease? 

The  fact  that  the  disease  has  not  been  reported 
does  not,  to  me,  mean  that  it  hasn’t  occurred.  It 
could  have  occurred  but  was  not  reported;  it  could 


have  been  misdiagnosed,  or  it  could  have  occurred 
and  the  patient  either  recovered  or  died  without 
having  ever  been  seen  by  a doctor  or  any  other 
responsible  person  and  therefore  not  reported. 

We  all  know  that  viruses  can  mutate  suddenly. 
Flu  viruses  do  it  all  the  time  and  so  do  cold  viruses. 
Now  I am  not  all  that  well  versed  in  virology,  but  it 
does  occur  to  me  that  since  we  still  have  the  vari- 
cella viruses  and  the  herpes  viruses  around,  both  of 
which  I think  are  akin  to  the  variola  virus,  one  of 
them  or  perhaps  any  one  of  the  other  unidentified 
viruses  could  suddenly  mutate  into  a variola  virus. 

Maybe  this  isn’t  possible  but  with  all  due  respect 
to  virologists,  I do  think  that  they,  as  all  of  us,  don’t 
know  everything  about  viruses,  and  which  ones  can. 
mutate  to  what. 

I can’t  help  wondering  also  if  the  bad  reactions 
stemming  from  the  vaccination  were  in  large 
measure  due  to  the  vaccinator’s  failure  to  observe 
the  precautions  that  should  be  taken: 

1.  Presence  of  the  pre-existing  skin  lesions 
(scratches,  pustules,  eczema,  etc.)  on  the 
recipient  or  members  of  the  household  or  con- 
tacts; 

2.  Fever,  URI,  or  other  illness  present  at  the 
time; 

3.  Site  given  (diaper  area  or  other  easily-con- 
taminated area  or 

4.  History  of  febrile  convulsions  or  other  aller- 
gies, and, 

5.  Other  common-sense  deterrents. 

Of  the  articles  I have  read  concerning  the  “bad 
reactions,’’  I have  been  unable  to  gain  this  informa- 
tion although  it  may  be  in  some  of  them  and  as  I 
have  said  before,  this  letter  concerns  my  personal 
beliefs  and  does  not  purport  to  be  a thorough  review 
of  the  literature. 

And  finally,  even  presuming  that  the  smallpox 
virus  is  eliminated  from  the  globe,  the  thought  that 
the  first  virus  had  to  come  from  somewhere  to  infect 
the  first  human  plagues  me. 

Colleagues,  I think  we  are  making  a terrible  mis- 
take in  discontinuing  smallpox  vaccinations  and  I 
am  afraid  that  in  10-20  years  we  are  going  to  have  a 
world-wide  pandemic  of  smallpox. 

E.  F.  Kalda,  M.D. 

Platte,  SD 
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WHEN 

ANXIETY 

AND 

TENSION 

MAGNIFY 

PAIN 

IN  MUSCULOSKELETAL 
DISEASE’ 


A non-narcotic  one-two  punch  against  pain,  with  concurrent  relief  of  anxiety/tension 

EQUAGESIC^ 


(meprobamate  and  ethoheptazine  citrate  with  aspirin)  Wyeth 


EQUAGESIC — Abbreviated  Summary 

"INDICATIONS:  Based  on  a review  of  this  drug  by  the 
National  Academy  of  Sciences — National  Research 
Council  anddr  other  information.  FOA  has  classified 
the  indications  as  follows 

"Possibly”  effective  for  The  treatment  of  pain  accom- 
panied by  tension  and  or  anxiety  in  patients  with  mus- 
culoskeletal disease  or  tension  headache 
Final  classification  of  the  less-than-effective  indica- 
tions requires  further  investigation 
The  effectiveness  of  Equagesic  in  long-term  use,  i e 
more  than  four  months,  has  not  been  assessed  by 
systematic  clinical  studies  The  physician  should  pe- 
nodically  reassess  usefulness  of  the  drug  for  the  indi- 
vidual patient 

CONTRAINDICATIONS:  Equagesic  should  not  be  given  to 
individuals  with  a history  of  sensitivity  or  severe  intolerance 
to  aspirin,  meprobamate,  or  ethoheptazine  citrate 
WARNINGS:  Careful  supervision  of  dose  and  amounts  pre- 
scribed lor  patients  is  advised,  especially  with  those  patients 
wrth  known  propensity  for  taking  excessive  quantities  of  drugs 
Excessive  and  prolonged  use  in  susceptible  persons,  e g . 
alcoholics,  former  addicts,  and  other  severe  psychoneurot- 
ics.  has  been  reported  to  result  in  dependence  on  or  habit- 
uation to  the  drug  Where  excessive  dosage  has  continued 
for  weeks  or  months,  dosage  should  be  reduced  gradually 
rather  than  abruptly  stopped,  since  withdrawal  of  a crutch” 
may  precipitate  withdrawal  reaction  of  greater  proportions 
than  that  for  which  the  drug  was  originally  prescribed  Abrupt 
discontinuance  of  doses  in  excess  of  the  recommer^ed  dose 
has  resulted  in  some  cases  in  the  occurrence  of  epileptiform 
seizures 

Special  care  should  be  taken  to  warn  patients  taking  mepro- 
bamate that  tolerance  to  alcohol  may  be  lowered  with  re- 
sultant slowing  of  reaction  time  and  impairment  of  lodgement 
and  coordination 

USAGE  IN  PREGNANCY  AND  LACTATION  An  in- 
creased risk  of  congenital  malformations  associated  with 
the  use  of  minor  tranquilizers  (meprobamate,  chlordi- 


azepoxide.  and  diazepam)  during  the  first  trimester  of 
pregnancy  has  been  suggested  in  several  studies.  Be- 
cause use  of  these  drugs  Is  rarely  a matter  of  urgency, 
their  use  during  this  period  should  almost  always  be 
avoided.  The  possibility  that  a woman  of  child-bearing 
potential  may  be  pregnant  at  the  time  of  institution  of 
therapy  should  be  considered.  Patients  should  be  ad- 
vised that  if  they  become  pregnant  during  therapy  or 
intend  to  become  pregnant  they  should  communicate 
with  their  physicians  about  the  desirability  of  discontin- 
uing the  drug. 

Meprobamate  passes  the  placental  barrier.  It  is  present 
both  in  umbilical-cord  blood  at  or  near  maternal  plasma 
levels  and  in  breast  milk  of  lactating  mothers  at  concen- 
trations two  to  four  times  that  of  maternal  plasma.  When 
use  of  meprobamate  is  contemplated  In  breast-feeding 
patients,  the  drug's  higher  concentrations  in  breast  milk 
as  compared  to  maternal  plasma  levels  should  be 
considered. 

Preparations  containing  aspirin  should  be  kept  out  of  the 
reach  of  children  Equagesic  is  not  recommended  for  pa- 
tients 12  years  of  age  and  under 

PRECAUTIONS:  Should  drowsiness,  ataxia,  or  visual  dis- 
turbance occur,  the  dose  should  be  reduced  If  symptoms 
continue,  patients  should  not  operate  a motor  vehicle  or  any 
dangerous  machinery 

Suicidal  attempts  with  meprobamate  have  resulted  in  coma, 
shock,  vasomotor  and  respiratory  collapse,  and  anuria  Very 
few  suicidal  attempts  were  fatal,  although  some  patients  in- 
gested very  large  amounts  of  the  drug  (20  to  40  gm)  These 
doses  are  much  greater  than  recommended  The  drug  should 
be  given  cautiously,  and  in  small  amounts,  to  patients  who 
have  suicidal  tendencies  In  cases  where  excessive  doses 
have  been  taken,  sleep  ensues  rapidly  and  blood  pressure, 
pulse,  and  respiratory  rates  are  reduced  to  basal  levels  Hy- 
pen/entilation  has  been  reported  occasionally  Any  drug  re- 
maining in  the  stomach  should  be  removed  and  symptomatic 
treatment  given  Should  respiration  become  very  shallow 
and  slow,  CNS  stimulants,  eg  , caffeine,  Metrazol,  or  am- 


phetamine. may  be  cautiously  administered  It  severe  hypo- 
tension develops,  pressor  amines  should  be  used  parenterally 
to  restore  blood  pressure  to  normal  levels 
ADVERSE  REACTIONS:  A small  percentage  of  patients 
may  experience  nausea  with  or  without  vomiting  and  epigas- 
tric distress  Dizziness  occurs  rarely  when  meprobamate  and 
ethoheptazine  citrate  with  aspirin  is  administered  in  recom- 
mended dosage  The  meprobamale  may  cause  drowsiness 
but.  as  a rule,  this  disappears  as  therapy  is  continued  Should 
drowsiness  persist  and  be  associated  with  ataxia,  this  symp- 
tom can  usually  be  controlled  by  decreasing  the  dose,  but 
occasionally  it  may  be  desirable  to  administer  central  stim- 
ulants such  as  amphetamine  or  mephentermine  sulfate  con- 
comitantly to  control  drowsiness 

A clearly  related  side  effect  to  the  administration  of  mepro- 
bamate is  the  rare  occurrence  of  allergic  or  idiosyncratic  re- 
actions. This  response  develops,  as  a rule,  in  patients  who 
have  had  only  1-4  doses  of  meprobamate  and  have  not  had 
a previous  contact  with  the  drug.  Previous  history  of  allergy 
may  or  may  not  be  related  to  the  incidence  of  reactions 
Mild  reactions  are  characterized  by  an  itchy  urticarial  or  ery- 
thematous, maculopapular  rash  which  may  be  generalized 
or  confined  to  the  groin  Acute  nonthrombocytopenic  purpura 
with  cutaneous  petechiae,  ecchymoses.  peripheral  edema, 
and  tever  have  also  been  reported 

More  severe  cases,  observed  only  very  rarely,  may  also  have 
other  allergic  responses,  including  fever,  fainting  spells,  an- 
gioneurotic edema,  bronchial  spasms,  hypotensive  crises  (1 
fatal  case),  anaphylaxis,  stomatitis  and  prociitis  (1  case),  and 
hyperthermia  Treatment  should  be  symptomatic  such  as 
administration  of  epinephrine,  antihistamine,  and  possibly 
hydrocortisone  Meprobamate  should  be  stopped,  and  rein- 
stitution  of  therapy  should  not  be  attempted 
Rare  cases  have  been  reported  where  patients  receiving 
meprobamate  suffered  from  aplastic  anemia  (1  fatal  case), 
thrombocytopenic  purpura,  agranulocytosis,  and  hemolytic 
anemia  In  nearly  every  instance  reported,  other  toxic  agents 
known  to  have  caused  these  conditions  have  been  associ- 
ated with  meprobamate.  A lew  cases  of  leukopenia  during 


continuous  administration  of  meprobamate  are  reported,  most 
of  these  returned  to  normal  without  discontinuation  of  the 
drug 

Impairment  of  accommodation  and  visual  acuity  has  been 
reported  rarely 

OVERDOSE  Two  instances  of  accidental  or  intentional  sig- 
nificant overdosage  with  ethoheptazine  cilrate  combined  with 
aspirin  have  been  reported  These  were  accompanied  by 
symptoms  of  CNS  depression,  including  drowsiness  and 
light-headedness,  with  uneventful  recovery  However,  on  the 
basis  of  pharmacological  data,  it  may  be  anticipated  that 
CNS  stimulation  could  occur  Other  anticipated  symptoms 
would  include  nausea  and  vomiting  Appropriate  therapy  of 
signs  and  symptoms  as  they  appear  is  the  only  recommen- 
dation possible  at  this  time  Overdosage  with  ethoheptazine 
combined  with  aspirin  would  probably  produce  the  usual 
symptoms  and  signs  of  salicylate  intoxication  Obsen/ation 
and  treatment  should  include  induced  vomiting  or  gastric 
lavage,  specific  parenteral  electrolyte  therapy  for  ketoaci- 
dosis and  dehydration  watching  for  evidence  of  hemor- 
rhagic manifestations  due  to  hypoprothrombinemia  which,  if 
It  occurs,  usually  requires  whole-blood  transfusions 
DESCRIPTION'  Each  Equagesic  tablet  contains  150  mg  me- 
probamate, 75  mg  ethoheptazine  citrate  and  250  mg  aspirin 

Copyright  c 1980,  Wyeth  Laboratories 
All  rights  reserved 

"This  drug  has  been  evaluated  as  possibly 
effective  for  this  indication 


Wyeth 

Lii 


IM 


Laboratories 

Philadelphia.  Pa  19101 


MODERATE 

PAIN 


A therapeutic  dose 
of  acetaminophen 
in  one  tablet 


A therapeutic  dose 
of  two  complementary 
analgesics 


The  convenience  and 
economy  of  a 
dosage  schedule  of 
one  tablet,  every  four 
hours  as  needed 


WHY  NOT  WYGESIC  ® 

(65  mg  propoxyphene  HCI  and  650  mg  acetaminophen)  Wyeth 


WYGESIC — Abbreviated  Summary 
INDICATION:  For  the  relief  of  mild-to-moderale  pain 
CONTRAINDICATION:  Hypersensitivity  to  propox- 
yphene or  to  acetaminophen 

WARNINGS:  CNS  ADDITIVE  EFFECTS  AND  OVER- 
DOSAGE Propoxyphene  in  combination  with  alcohol, 
tranquilizers,  sedative-hypnotics,  or  other  CNS  de- 
pressants has  an  additive  depressant  effect  Pa- 
tients taking  this  drug  should  be  advised  of  the  additive 
effect  and  warned  not  to  exceed  the  dosage  recom- 
mended Toxic  effects  and  fatalities  have  occurred 
following  overdoses  of  propoxyphene  alone  or  in 
combination  with  other  CNS  depressants  Most  of 
these  patients  had  histones  of  emotional  disturb- 
ances or  suicidal  ideation  or  attempts,  as  well  as 
misuse  of  tranquilizers,  alcohol,  or  other  CNS-acfive 
drugs  Caution  should  be  exercised  in  prescribing 
large  amounts  of  propoxyphene  for  such  patients 
(see  Management  of  Overdosage) 

DRUG  DEPENDENCE:  Propoxyphene  can  produce 
drug  dependence  characterized  by  psychic  depend- 
ence and  less  frequently,  physical  dependence  and 
tolerance  It  will  only  partially  suppress  the  with- 
drawal syndrome  in  individuals  physically  dependent 
on  morphine  or  other  narcotics  The  abuse  liability  of 
propoxyphene  is  qualitatively  similar  to  codeine's  al- 
though quantitatively  less  and  propoxyphene  should 
be  prescribed  with  the  same  degree  of  caution  ap- 
propriate to  the  use  of  codeine 
USAGE  IN  AMBULATORY  PATIENTS:  Propoxy- 
phene may  impair  the  mental  and'Or  physical  abilities 
required  tor  potentially  hazardous  tasks,  e g driving 
a car  or  operating  machinery  Patients  should  be 
cautioned  accordingly 

USAGE  IN  PREGNANCY:  Safe  use  in  pregnancy 
has  not  been  established  relative  to  possible  ad- 
verse effects  on  fetal  development  INSTANCES  OF 
WITHDRAWAL  SYMPTOMS  IN  THE  NEONATE 
HAVE  BEEN  REPORTED  FOLLOWING  USAGE 
DURING  PREGNANCY  Therefore,  propoxyphene 
should  not  be  used  in  pregnant  women  unless,  in  the 


judgement  of  the  physician,  the  potential  benefits 
outweigh  the  possible  hazards 
USAGE  IN  CHILDREN:  Propoxyphene  is  not  rec- 
ommended for  children  because  documented  clinical 
experience  has  been  insufficient  to  establish  safety 
and  a suitable  dosage  regimen  in  the  pediatric  group 
PRECAUTIONS:  Confusion,  anxiety,  and  tremors 
have  been  reported  in  a few  patients  receiving  pro- 
poxyphene concomitantly  with  orphenadrine  The  CNS 
depressant  effect  of  propoxyphene  may  be  additive 
with  other  CNS  depressants,  including  alcohol 
ADVERSE  REACTIONS:  The  most  frequent  ad- 
verse reactions  are  dizziness,  sedation,  nausea,  and 
vomiting.  These  seem  more  prominent  in  ambulatory 
than  in  nonambulatory  patients;  some  of  these  re- 
actions may  be  alleviated  if  the  patient  lies  down 
Other  adverse  reactions  include  constipation,  ab- 
dominal pain,  skin  rashes,  lighi-headedness.  head- 
ache, weakness,  euphoria,  dysphoria,  and  minor 
visual  disturbances  The  chronic  ingestion  of  propox- 
yphene in  doses  over  800  mg  per  day  has  caused 
toxic  psychoses  and  convulsions  Cases  of  liver  dys- 
function have  been  reported 
DRUG  INTERACTIONS:  Propoxyphene  in  combi- 
nation with  alcohol,  tranquilizers,  sedative-hypnot- 
ics. and  other  CNS  depressants  has  an  additive 
depressant  effect  Patients  taking  this  drug  should 
be  advised  of  the  additive  effect  and  warned  not  to 
exceed  the  dosage  recommended,  (see  Warnings) 
Confusion  anxiety,  and  tremors  have  been  reported 
in  a few  patients  receiving  propoxyphene  concomi- 
tantly with  orphenadrine 

MANAGEMENT  OF  OVERDOSAGE:  SYMPTOMS 
The  manifestations  of  serious  overdosage  with  pro- 
poxyphene are  similar  to  those  of  narcotic  overdos- 
age and  include  respiratory  depression  (a  decrease 
in  respiratory  rate  and  or  tidal  volume.  Cheyne- 
Stokes  respiration,  cyanosis),  extreme  somnolence 
progressing  to  stupor  or  coma,  pupillary  constriction, 
and  circulatory  collapse  In  addition  to  these  char- 
acteristics. which  are  reversed  by  narcotic  antago- 


nists such  as  naloxone,  there  may  be  other  effects 
Overdoses  of  propoxyphene  can  cause  delay  of  car- 
diac conduction  as  well  as  focal  or  generalized  con- 
vulsions, a prominent  feature  in  most  cases  of  severe 
poisoning  Cardiac  arrhythmias  and  pulmonary  edema 
have  occasionally  been  reported,  and  apnea,  car- 
diac arrest,  and  death  have  occurred 
Symptoms  of  massive  overdosage  with  acetamino- 
phen may  include  nausea,  vomiting,  anorexia,  and 
abdominal  pain,  beginning  shortly  after  ingestion  and 
lasting  for  12  to  24  hours  However,  early  recognition 
may  be  difficult  since  early  symptoms  may  be  mild 
and  nonspecific  Evidence  of  liver  damage  is  usually 
delayed  After  the  initial  symptoms,  the  patient  may 
feel  less  ill:  however,  laboratory  determinations  are 
likely  to  show  a rapid  rise  in  liver  enzymes  and  bili- 
rubin In  case  of  serious  hepatotoxicity.  jaundice,  co- 
agulation defects,  hypoglycemia,  encephalopathy, 
coma,  and  death  may  follow  Renal  failure  due  to 
tubular  necrosis,  and  myocardiopathy,  have  also  been 
reported. 

Ingestion  of  10  grams  or  more  of  acetaminophen 
may  produce  hepatotoxicity  A 13-gram  dose  has  re- 
portedly been  fatal 

TREATMENT:  Primary  attention  should  be  given  to 
the  reestablishment  of  adequate  respiratory  ex- 
change through  provision  of  a patent  airway  and  in- 
stitution of  assisted  or  controlled  ventilation  The 
narcotic  antagonists,  naloxone,  nalorphine,  and  lev- 
allorphan,  are  specific  antidotes  against  the  respira- 
tory depression  produced  by  propoxyphene  An 
appropriate  dose  of  one  of  these  antagonists  should 
be  administered,  preferably  IV.  simultaneously  with 
efforts  at  respiratory  resuscitation  and  the  antagonist 
should  be  repeated  as  necessary  until  the  patient  s 
condition  remains  satisfactory  In  addition  to  a nar- 
cotic antagonist,  the  patient  may  require  careful  titra- 
tion with  an  anticonvulsant  to  control  seizures 
Analeptic  drugs  (e  g caffeine  or  amphetamine)  should 
not  be  used  because  of  their  tendency  to  precipitate 
convulsions. 


Oxygen.  IV  fluids,  vasopressors  and  other  suppor- 
tive measures  should  be  used  as  indicated  Gastric 
lavage  may  be  helpful  Activated  charcoal  can  ab- 
sorb a significant  amount  of  ingested  propoxyphene 
Dialysis  IS  of  little  value  in  poisoning  by  propoxy- 
phene alone  Acetaminophen  is  rapidly  absorbed, 
and  efforts  to  remove  the  drug  from  the  body  should 
not  be  delayed  Copious  gastric  lavage  and/or  induc- 
tion of  emesis  may  be  indicated  Activated  charcoal 
IS  probably  ineffective  unless  administered  almost 
immediately  after  acetaminophen  ingestion  Neither 
forced  diuresis  nor  hemodialysis  appears  to  be  ef- 
fective in  removing  acetaminophen.  Since  acetami- 
nophen in  overdose  may  have  an  antidiuretic  effect 
and  may  produce  renal  damage,  administration  of 
fluids  should  be  carefully  monitored  to  avoid  over- 
load It  has  been  reported  that  mercaptamine  (cys- 
teamine)  or  other  thiol  compounds  may  protect  against 
liver  damage  if  given  soon  after  overdosage  (8-10 
hours).  N-acetyicysteine  is  under  investigation  as  a 
less  toxic  alternative  to  mercaptamine,  which  may 
cause  anorexia,  nausea,  vomiting,  and  drowsiness 
Appropriate  literature  should  be  consulted  for  further 
information  (JAMA  237:2406-2407,  1977) 

Clinical  and  laboratory  evidence  of  hepatotoxicity  may 
be  delayed  up  to  one  week.  Acetaminophen  plasma 
levels  and  half-life  may  be  useful  in  assessing  the 
likelihood  of  hepatotoxicity  Serial  hepatic  enzyme 
determinations  are  also  recommended 
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PROFILE  OF  OFFICE-BASED  PRACTICE  OF  ACTIVE  ACADEMY  MEMBERS 

January  1980 
Conducted  by 

Division  of  Research  and  Information  Resources 
AMERICAN  ACADEMY  OF  FAMILY  PHYSICIANS 
1740  West  92nd  Street 
Kansas  City,  Missouri  64114 


Summary  of  major  results 

General  characteristics  of  these  U.S.  based,  active  Academy 
members  in  direct  patient  care,  office-based  are  as  follows: 

• The  median  number  of  physicians  in  a family  practice  group 
is  3.7. 

• The  median  number  of  physicians  in  a multispecialty  group 
to  which  an  active  A AFP  member  belongs  is  9.2. 

• The  median  number  of  patient  visits  per  week  is  1 3 1 .8. 

• Nine  in  10  members  (90.5  percent)  work  by  appointment. 

• The  average  patient  waiting  time  for  physicians  working  by 
appointment  is  21.7  minutes  (median). 

• Nearly  84  percent  of  active  members  are  working  for  fee  for 
service. 

• For  those  physicians  whose  primary  source  of  income  is  fee 
for  service,  the  median  percentage  representing  overhead  of 
1978  gross  income  is  47. 1 percent. 

• The  median  number  of  nonphysician  personnel  in  a solo 
practice  is  3.0;  in  a two-person  partnership  practice,  5.8. 

• Nearly  one  in  four  patients  (24.4  percent)  of  active  mem- 
bers are  65  years  or  older.  (This  statistic  does  not  refer  to 
patient  visits.) 

• The  median  number  of  hours  spent  per  week  in  direct  pa- 
tient care  is  48.5  hours. 

• The  median  number  of  hours  spent  per  week  in  the  office  is 
34.6  hours. 

• Nine  in  10  active  members  (90.7  percent)  spend  some  time 
each  week  in  the  hospital. 

• Seven  in  10  members  (68.1  percent)  spend  some  time  each 
week  in  the  care  of  patients  in  nursing  homes. 

• One  in  two  members  (53.1  percent)  spend  some  time  each 
week  making  house  calls.  (Making  house  calls  is  directly 
related  to  age  of  ihe  physician  with  older  physicians  more 
likely  to  make  house  calls  than  younger  physicians.) 

• The  median  number  of  hours  spent  per  week  in  telephone 
patient  contacts  is  4.3  hours. 

• Most  members  were  more  likely  to  consult  other  physicians 
than  be  consulted  — they  consulted  other  physicians  11.3 
times  per  month  (median)  and  were  consulted  by  other  phy- 
sicians 3.9  times  per  month  (median). 

• Nearly  one  in  two  members  (51.3  percent)  have  x-rays  done 
in  their  offices.  (This  statistic  is  directly  related  to  practice 
arrangement.) 

• Approximately  83  percent  of  active  members  have  lab  done 
•n  the  office. 

• Nearly  81  percent  do  electrocardiograms  in  their  office. 

• Nearly  80  percent  perform  office  surgery. 

• Approximately  61  percent  treat  fractures  in  the  office. 

• Approximately  one  in  three  members  (33.9  percent)  do  not 
have  a radiologist  routinely  interpreting  their  x-rays. 

• Approximately  61  percent  of  active  members  include  health 


risk  appraisal  in  their  comprehensive  health  care,  39  percent 
include  prospective  medicine,  86  percent  include  patient  ed- 
ucation, and  85  percent  include  immunization  update. 

Comparisons  with  AMA  Data 

These  data  were  compared  and  found  reasonably  consistent  with 
data  published  by  the  American  Medical  Association.  AMA  data 
on  FP/GPs  which  appeared  in  “Profile  of  Medical  Practice  1979” 
are  reported  below  in  means  whereas  the  data  of  this  study  are 
reported  in  medians. 


AMA 

AAFP 

(1978) 

(1980) 

Hours  in  direct  patient  care 

47.7 

48.5 

by  solo 

45.6 

48.3 

2-person 

46.5 

50.4 

Hours  in  office 

36.0 

34.6 

Office  visits 

133.2 

131.8 

Waiting  time  fur  appointment 
(in  minutes) 

25.7 

21.7 

The  following  AMA  data  concerning  the  number  of  physicians 
per  group  appeared  in  “1975-76  Socioeconomics  Issues  of 
Health.”  Comparisons  of  these  means  with  medians  from  the 
Academy  study  are  as  follows: 


AMA 

AAFP 

(1976) 

(1980) 

GP/FP  Group 

4.4 

3.7 

Multispecialty  group 

13  0 

9.2 

SDAFP  Memorial  Lecture 


SDAFP  Board  of  Directors,  has  sanctioned  the  “SDAFP  Me- 
morial Lecture",  to  be  given  at  each  of  the  chapter  sponsored 
Black  Hills  Seminars. 

This  lecture  is  to  be  given  by  an  active,  practice  affiliate  or 
resident  affiliate  member  of  SDAFP  on  a topic  of  the  speaker’s 
preference.  Suggested  topics  are  available  from  the  Education 
Committee,  based  upon  the  cyclic  core  of  knowledge  for  family 
practice. 

Member  applications  for  the  privilege  of  being  selected  for  this 
lecture  must  be  available  to  the  state  office  by  April  1 of  each 
year  for  the  Summer  Seminar  and  October  15  for  the  Winter 
Seminar.  The  application  will  be  a letter  of  intent  to  be  selected 
and  an  outline,  with  references,  of  the  proposed  lecture,  includ- 
ing the  title.  The  speaker  selected  for  each  of  these  lectures  will 
be  handled  by  the  SDAFP  Education  Committee  through  a re- 
view process. 

This  memorial  lecture,  dedicated  to  former  SDAFP  members 
now  deceased,  will  carry  the  honorarium  award  of  $200.  Your 
participation  is  invited. 
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THE 


ALUMNI 

ASSOCIATION 


of  the 


UNIVERSITY  OF  SOUTH  DAKOTA 
SCHOOL  OF  MEDICINE 


The  University  of  South  Dakota  School  of  Medicine  Alumni  Association  was 
officially  organized  in  1980.  It  is  a self-standing,  incorporated  organization. 
It  is  responsible  for  alumni  programming  and  raising  of  funds  for  general 
support  of  the  School  of  Medicine.  The  Association  works  closely  with  the 
South  Dakota  Medical  School  Endowment  Association  which  provides  funds 
for  student  loans  and  scholarships  and  for  research  support.  Both  or- 
ganizations are  administered  by  separate  Boards  of  Directors  with  assist- 
ance from  the  School  of  Medicine. 

As  of  1977  the  University  of  South  Dakota  School  of  Medicine  is  a four- 
year  degree  granting  school,  and  through  the  Alumni  Association  the 
school,  and  past  and  present  students  will  be  better  served. 

Contributions  may  be  sent  to: 

Alumni  Association 
School  of  Medicine 
University  of  South  Dakota 
Vermillion,  South  Dakota  57069 
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This  Is  Your  ATedual  Association 


Richard  R.  McClaflin,  M.D.,  a family  practice 
physician,  has  joined  the  Brown  Clinic  in  Water- 
town.  He  is  a graduate  of  the  University  of  Nebraska 
Medical  School  and  completed  his  residency  in  fam- 
ily practice  at  the  Sioux  Falls  Family  Practice  Cen- 
ter. 

* * * * 

The  American  College  of  Radiology  announced  that 
Leland  J.  Larson,  M.D.,  Sioux  Falls,  has  been  se- 
lected for  Fellowship  in  the  American  College  of 
Radiology  in  honor  of  his  special  contributions  to 
the  medical  profession.  Dr.  Larson  will  receive  his 
award  during  the  annual  meeting  of  the  ACR  in 

New  Orleans,  September  21-25. 

* * ♦ * 

Central  Plains  Clinic,  Sioux  Falls,  announced  the 
association  of  four  new  physicians.  Leycester 
Owens,  Jr.,  M.D.,  a cardiovascular-thoracic  surgeon 

from  Portsmouth,  VA,  is  board  certified  by  the 
American  Board  of  Surgery  and  the  American  Board 
of  Thoracic  Surgery.  Robert  F.  Marschke,  Jr., 
M.D.  from  Indianapolis,  IN,  is  a graduate  of  the 
University  of  South  Dakota  School  of  Medicine  and 
Baylor  College  of  Medicine  and  completed  his  resi- 
dency in  internal  medicine  and  a fellowship  in  med- 
ical oncology  at  the  Mayo  Clinic.  Thomas  J.  Gran, 
M.D.,  a family  practice  physician,  is  a graduate  of 
the  University  of  South  Dakota  School  of  Medicine 
and  completed  his  residency  at  the  Family  Practice 
Residency  Program,  Sioux  Falls.  Paul  L.  Carpen- 
ter, M.D.,  a cardiologist  from  Fairmont,  Min- 
nesota, graduated  from  the  University  of  Minnesota 
Medical  School  and  completed  a residency  in  inter- 
nal medicine  and  a two  year  fellowship  in  cardiology 

at  the  University  of  Minnesota. 

* * * * 

James  Horning,  M.D.  has  joined  the  Department 
of  Internal  Medicine  at  the  Bartron  Clinic,  Water- 
town.  He  is  a graduate  of  the  University  of  South 
Dakota  School  of  Medicine,  served  his  internship 
and  residency  in  internal  medicine  at  Akron  Gen- 
eral Medical  Center,  Akron,  Ohio. 

♦ * * * 


The  Internal  Medicine  Group,  Rapid  City,  an- 
nounced the  addition  of  two  physicians  to  its  staff 
Steven  Stocks,  M.D.  is  a graduate  of  the  University 
of  South  Dakota  School  of  Medicine  and  the  Uni- 
versity of  Colorado  Medical  School.  He  completed 
his  training  in  internal  medicine  at  St.  Luke’s  Hospi- 
tal, Denver,  and  was  in  the  military  service  prior  to 
coming  to  Rapid  City.  James  Engelbrecht,  M.D.  is 
a graduate  of  the  University  of  Iowa  School  of  Medi- 
cine and  completed  his  internship,  residency  and 
work  in  his  subspecialty  of  pneumotology  at  the 

University  of  Utah  hospitals. 

* * * * 

On  October  20,  1980,  the  citizens  of  Rosholt  will 

recognize  Joseph  Kass,  M.D.  for  his  20  years  of 

dedicated  service  to  the  community. 

* * * * 


Claude  H.  Dulaney,  M.D.,  formerly  of  Sturgis, 
South  Dakota,  died  at  age  82  in  St.  Louis,  Mis- 
souri. Dr.  Dulaney  practiced  at  the  V.A.  Medical 
Center  in  Fort  Meade  from  1953  to  1966  and 
then  entered  private  practice  in  Sturgis  until  he 
retired  in  1977.  He  was  an  honorary  member  of 
the  Black  Hills  District  Medical  Society  and  South 
Dakota  State  Medical  Association.  Dr.  Dulaney 
is  survived  by  three  sons,  Claude  Jr.,  St.  Louis, 
Missouri;  Jack,  Santa  Ana,  California,  and  Mi- 
chael, Pipestone,  Minnesota. 

YOUR  CONTRIBUTION 
IS  NEEDED  TO  THE 
SOUTH  DAKOTA 
MEDICAL  SCHOOL 
ENDOWMENT  FUND 
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Future  Meetings 


October 

The  Role  of  the  Clinical  Laboratory  in  Therapeutic  Monitoring, 

ASCP  Ed.  Center,  Chicago,  IL,  Oct.  1-3.  Contact:  ASCP  Edu- 
cational Center,  Workshop  Regis.,  Box  12075,  Chicago,  IL 
60612.  Phone:  (312)  738-1336. 

Fifth  Maternal-Infant  Life  Conference,  Ramada  Inn,  Sioux 
Palls,  SD,  Oct.  2-4.  1 7.7  hrs.  AAPP & AMA  Category  I credits. 
Contact:  Margo  Varcoe,  RN,  Prog.  Direc.,  SD  Perinatal  Assoc. 

1 100  S.  Euclid  Ave.,  Sioux  Falls,  SD  57105.  Phone:  (605)  339- 
6578. 

Bonding/Stimulation/Loss-A  Family  Affair,  Creighton  U. 
School  of  Med.,  Omaha,  NE,  Oct.  7-8.  12  hrs.  Category  1 
credits.  Contact:  Creighton  U.  School  of  Med.,  Div.  of  Cont. 
Ed.,  Omaha,  NE  68178. 

National  Conference  on  Gynecologic  Cancer  — 1980,  Los 

Angeles  Hilton,  Los  Angeles,  Oct.  9-11.  16  hrs.  AAFP  & 
AMA  Category  I credits.  Contact:  Am.  Cancer  Soc.  Nat’l. 
Conf  on  Gyne.  Cancer-1980,  777  Third  Ave.,  New  York,  NY 
10017. 

Current  Diagnosis  in  Neurology,  Med.  Alumni  Aud.,  U.  Hosp., 
Iowa  City,  lA,  Oct.  11.  2.5  hrs.  AAFP  & AMA  Category  I 
credits.  Fee:  S30.  Contact:  Off.  of  CME,  U.  of  Iowa  Coll,  of 
Med.,  285  Med.  Labs,  Iowa  City,  lA  52242. 

Drugs  in  the  Elderly,  Creighton  U.  School  of  Med.,  Omaha,  NE, 
Oct.  21-22.  12  hrs.  Category  1 credits.  Contact:  Creighton  U. 
School  of  Med.,  Div.  of  Cont.  Ed.,  Omaha,  NE  68178. 

Progress  in  Cancer— Diagnosis  and  Therapy,  The  Red  Lion 
Inn,  Omaha,  NE,  Oct.  27-29.  AAFP  & AMA  Category  I cred- 
its. Contact:  Omaha  Midwest  Clinical  Society,  7363  Pacific  St., 
Omaha,  NE  681 14.  Phone:  (402)  397-1443. 


November 

The  American  Academy  of  Ophthalmology’s  1980  Annual 
Meeting,  has  been  changed  to  McCormick  Place,  Chicago,  IL, 
Nov.  2-7.  40  hrs.  AMA  Category  I credits.  Contact:  Am. 
Academy  ofOph.,  1833  Pilmore  St.,  Box  7424,  San  Prancisco, 
CA  94120.  Phone:  (415)  921-4700. 

Seminars  on  Oncology,  Kauai,  HI,  Nov.  5-Dec.  17.  18  hrs.  Cate- 
gory I credits.  Contact:  Creighton  U.  School  of  Med.,  Div.  of 
Cont.  Ed.,  Omaha,  NE  681 78. 

Gastrointestinal  Cancer,  M.D.  Anderson  Hosp.,  Houston,  TX, 
Nov.  5-7.  Contact:  Stephen  C.  Stuyck,  Info.  Coordinator, 
M.D.  Anderson  Hosp.  & Tumor  Inst.,  Houston,  TX  77030. 
Phone:  (713)  792-3030. 

17th  National  Conference  on  Physicians  & Schools,  Chicago 
Marriott,  Chicago,  IL,  Nov.  13-14.  Contact:  AMA,  Dept,  of 
Health  Ed.,  Div.  of  Scientific  Activities,  535  N.  Dearborn, 
Chicago,  IL  60610. 


Perinatal  Care,  Creighton  U.  School  of  Med.,  Omaha,  NE,  Nov, 
13-14.  14  hrs.  Category  1 credits.  Contact:  Creighton  U.  School 
of  Med.,  Div.,  of  Cont.  Ed,,  Omaha,  NE  68178. 

December 

1st  Annual  Combined  Physician-Therapist  Conference  on  the 
Evaluation  and  Current  Treatment  of  Athletic  Injuries,  the 
Team  Approach,  Hyatt  Regency,  Houston,  TX,  Dec.  4-6.  16 
hrs.  Category  1 credits.  Contact:  Robert  Mangine,  RPT,  ATC, 
Dept,  of  Phy.  Therapy,  Med.  Coll,  of  VA,  Box  224,  Richmond, 
VA  23298. 

International  Congress  on  Ericksonian  Approaches  to  Hypno- 
sis and  Psychotherapy,  Phoenix  Civic  Plaza  Con.  Cen.,  Phoe- 
nix, AZ,  Dec.  4-8.  Category  1 credits.  Contact:  Jeffrey  K.  Zeig, 
Ph.D.,  The  Milton  H.  Erickson  Foundation,  Inc.,  1935  E. 
Aurelius  Ave.,  Phoenix,  AZ  85020. 

Family  Medicine  Update,  Creighton  U.  School  of  Med.,  Omaha, 
NE,  Dec.  5-6.  14  hrs.  Category  I credits.  Contact:  Creighton  U. 
School  of  Med.,  Div.  of  Cont.  Ed.,  Omaha,  NE  68178. 

Supercourse  VI  Postgraduate  Course  on  Lung  Disease,  Fair- 
mont Hotel,  New  Orleans,  LA,  Dec.  10-13.  Category  I credits. 
Fee:  $225  — physicians;  $195  — Residents,  Interns  & Fellows. 
Contact:  Clay  A.  Waggenspack,  Jr.,  M.D.,  Course  Chrmn., 
Am.  Lung  Assoc,  of  La.,  Inc.,  Suite  500,  333  St.  Charles  Ave., 
New  Orleans,  LA  70130. 


January 

Seminars  on  Oncology,  Kauai,  HI,  Jan,  21-April  1.  18  hrs.  Cate- 
gory 1 credits.  Contact  Creighton  U.  School  of  Med.,  Div.  of 
Cont.  Ed.,  Omaha,  NE  68178. 


February 

Seminars  on  Ophthalmology,  Kauai,  HI,  Feb.  4-17.  18  hrs.  Cat- 
egory 1 credits.  Contact:  Creighton  U.  School  of  Med.,  Div.  of 
Cont.  Ed.,  Omaha,  NE  68178 

Pediatric  Dermatology  Seminar  VIII,  Eden  Roc  Hotel,  Miami 
Beach,  FL,  Feb.  26-March  1,  (Followed  by  12  day  tour  to 
Tahiti  and  New  Zealand.)  Contact:  Guinter  Kahn,  M.D., 
16800  N.  W.  2nd  Ave.,  Miami,  FL  33169. 


March 

70th  Annual  Meeting  of  the  United  States-Canadian  Division 
of  the  International  Academy  of  Pathology,  Palmer  House, 
Chicago,  IL,  March  2-6.  Contact:  Nathan  Kaufman,  M.D., 
Sec.-Treas.,  US-Canadian  Div.  of  the  Inter.  Academy  of  Pa- 
thology, 1003  Chafee  Ave.,  Augusta,  GA  30904. 
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The  previous  issue  of  this  Journal  contained  an  introduction, 
and  a discussion  of  Potential  Precursor  Lesions  to  Cervical 
Neoplasia. 


3.  Cervical  Dysplasia 

A.  Introduction 

During  the  past  35  years,  aided  by  colposcopy  and 
cervical  biopsies,  evidence  has  been  accumulating 
that  cervical  cancer  is  usually  preceded  by  earlier 
neoplastic  changes  which  are  limited  to  the  cervical 
epithelium.  A focus  of  abnormal  cells,  of  either 
endocervical  or  squamous  origin,  but  developing 
and  maintaining  an  atypical  squamous  appearance, 
and  usually  originating  near  the  squamocolumnar 
junction,  may  grow  out  over  the  pars  vaginalis  of  the 
cervix,  replacing  normal  squamous  epithelium,  or 
may  grow  up  the  cervical  canal,  replacing  or  growing 
into  normal  endocervical  glands.  Mild  or  moderate 
lesions  may  be  closely  adjacent  to  severe  lesions, 
but  borders  between  normal  and  abnormal  epitheli- 
um can  be  quite  sharp. 

Although  the  microscopic  appearances  of  these 


* Presented  at  the  District  VI  Meeting  of  the  American  College 
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epithelial  abnormalities  have  not  changed  over  the 
years,  the  terminology  applied  to  these  lesions  has 
evolved  gradually.  Conditions  which  have  been 
called  basal  cell  hyperplasia;  mild,  moderate  or  se- 
vere dysplasia;  or  squamous  carcinoma-in-situ  of 
the  cervix,  are  now  sometimes  referred  to  as  CIN 
(cervical  intraepithelial  neoplasia)  I,  II,  and  III  (see 
Fig.  1). 

Desquamated  cells  from  these  abnormal  epithelia 
often  show  atypical  nuclear  changes.  Thus,  cervical 
cytology  smears  provide  a painless,  economical 
screening  mechanism  for  cervical  dysplasia,  which 
if  correctly  obtained,  and  if  read  by  a well-trained 
eye,  will  yield  about  90%  accuracy. A circumferen- 
tial scraping  of  the  external  os  of  the  cervix,  using  an 
Ayres  wooden  spatula,  should  be  spread  gently  on  a 
glass  slide.  Some  clinicians  prefer  also  to  add  aspira- 
tions from  the  endocervical  canal,  using  a rubber 
bulb  on  a glass  cannula,  onto  the  other  end  of  the 
same  glass  slide.  The  slide  should  be  dropped  into 
fixative  immediately,  before  it  dries  and  causes  dis- 
tortion of  cells  (half-and-half  alcohol  and  ether). 
After  one-half  hour  or  more  of  fixing,  the  slides  are 
stained  with  Papanicolaou  stain,  dried,  cover- 
slipped,  and  are  ready  for  examination. 
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1 INVASION  1 

If  there  are  atypical  cells  in  the  cervical  smears, 
the  differential  diagnosis  of  most  cervical  lesions 
must  be  based  upon  punch  biopsies.  The  unaided 
eye  is  seldom  able  to  identify  accurately  which  areas 
of  the  cervix  most  likely  need  biopsies.  Schiller  stain 
of  the  cervix  does  identify  squamous  mucosa,  for 
biopsy,  which  lack  glycogen.^’ However,  during 
the  past  15  years,  we  have  used  colposcopy  to  iden- 
tify the  most  propitious  biopsy  sites. ^ The 

colposcope  provides  a low-power,  binocular,  micro- 
scopic view  of  the  cervix  and  upper  vagina,  observed 
soon  after  application  of  3%  acid,  and/or  Schiller 
stain  to  the  cervix. 

While  looking  through  the  colposcope,  one  can 
usually  identify  most  cervical  neoplasias,  and  can 
usually  discern  their  upper  borders  in  the  lower  part 
of  the  cervical  canal.  This  is  a great  advantage  to 
young  patients,  because  colposcopy  and  directed  bi- 
opsies, supplemented  by  indicated  endocervical  cu- 
rettage, usually  has  eliminated  the  need  for  most, 
blind,  diagnostic  cone-biopsies  of  the  cervix. 
Since  cone-biopsy  of  the  cervix  was  quite  frequently 
followed  by  major  complications,  such  as  (1)  de- 


layed postoperative  hemorrhage,  (2)  postoperative 
stenosis  of  the  cervix,  and  (3)  postoperative  incom- 
petence of  the  cervix,  the  reduced  need  for  diagnos- 
tic cone-biopsy,  and  the  reduced  depth  of  therapeu- 
tic cone-cervicoplasty  (after  colposcopy)  provide  a 
great  advantage  for  many  young  patients. 

In  the  interpretation  of  all  subsequent  statistics, 
one  must  remember  that  we  used  Schiller  stain  and 
directed  punch  biopsies,  plus  indicated  cone  bi- 
opsies, from  the  year  1948.  Cervical  smears  had 
been  obtained  from  only  a few  of  these  patients. 

Starting  in  1958,  most  women  had  screening 
cervical  smears  at  regular  intervals.  Those  patients 
with  atypical  smears,  or  those  with  spotting  bleeding 
from  the  cervix,  had  Schiller  stain  and  punch  bi- 
opsies, supplemented  as  needed  with  cone  biopsy. 

Starting  in  1965,  colposcopy  and  directed  punch 
biopsies  have  been  used  for  all  patients  who  have 
(1)  atypical  smears,  (2)  cervical  spotting,  (3)  gross 
cervical  lesions,  or  (4)  prior  cervical  dysplasia.  Only 
occasionally  has  diagnostic  cone-biopsy  been  need- 
ed to  differentiate  micro-invasive  or  invasive  can- 

cer.^’*5,36 
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B.  Number  of  Patients  with  Dysplasia  of  the 
Cervix 

Among  the  6,491  in-hospital,  gynecologic  op- 
erative patients,  the  6,152  obstetric  patients,  and  the 
6,500  patients  who  had  minor  operative  procedures 
performed  in  the  office  (total— 19,143),  573  pa- 
tients (almost  3%)  were  found  to  have  cervical  dys- 
plasia between  the  years  1948-1978.  Nearly  all  were 
found  among  the  12,652  office  patients  (4.5%),  and 
a large  majority  were  discovered  among  the  6,500 
gynecologic  office  out-patients  (more  than  8%  inci- 
dence). 

The  initial  biopsy  was  reported  as  mild  dysplasia 
for  362  (63.2%),  moderate  dysplasia  for  176 
(30.7%),  and  severe  dysplasia  for  35  (6.1%). 

Starting  from  the  year  1958,  when  we  initiated  the 
regular  use  of  cervical  smears,  91%  of  the  cervical 
smears  for  these  patients,  who  subsequently  were 
found  to  have  dysplasia,  were  interpreted  to  contain 
atypical  ceils  of  squamous  origin,  and  9%  were  not 
considered  to  be  unusual.  Thus,  at  least  9%  of  pa- 
tients with  dysplasia  had  cervical  biopsies  without 
prior  atypical  smears,  usually  because  of  a history  of 
spotting,  or  because  of  observable  cervical  lesions. 

C.  Follow-up 

Among  the  573  patients  with  an  initial  biopsy  di- 
agnosis of  cervical  dysplasia,  510  (89%)  have  been 
evaluated  since  then  by  periodic  pelvic  examina- 
tions, until  the  present,  from  one  to  30  years.  Nine 
patients  died  of  other  causes  from  two  to  26  years 
after  respective  biopsies  (stroke-2,  heart  disease-2, 
diabetes- 1,  carcinoma  breast-4).  The  other  54  pa- 
tients have  been  evaluated  by  periodic  pelvic  exam- 
inations for  between  one  and  16  years  after  initial 
biopsies. 

D.  Age 

When  cervical  dysplasia  was  first  discovered,  the 
youngest  patient  was  age  19,  and  the  oldest  was  76 
years  old  (Table  I).  Most  patients  (70.3%)  were  be- 
tween 20  and  60  years  of  age. 


Table  1 

Age 

When  Dysplasia  Was  First  Discovered 

Age  Group 

Number 

20-29  . 

64 

30-39  . 

....  159 

40-49  . 

....  180 

50-59  . 

....  118 

60-69  . 

42 

70.70 

10 

E.  History,  Symptoms,  and  Findings 

Only  45  (7.8%)  of  these  573  patients  were  nullipa- 
ra (Table  11).  Most  439  — 76.6%)  had  had  one  to  five 
babies.  One  mother  had  had  17  prior  babies!  These 
were  sexually  active,  fertile  women. 

Among  these  573  patients,  51  (8.9%)  had  a nota- 
ble vaginitis;  225  (39.3%)  had  a large  ectropion  or 
laceration-eversion  of  the  cervix.  Only  161  (28.1%) 
had  a chief  complaint  of  spotting  bleeding  from  the 
vagina,  at  the  time  that  biopsies  disclosed  dysplasia 
of  the  cervix. 

F.  Other  Pelvic  Abnormalities 

Some  of  these  573  patients  also  had  the  various 
other  pelvic  abnormalities  which  are  listed  in  Table 
III.  All  of  these  were  considered  while  deciding  up- 
on individual  treatment. 


Table  II 

Parity 

When  Dysplasia  Was  First  Discovered 

Prior  Babies 

Number  of  Mothers 

None  

1 

...  45 

46 

2 

...  114 

3 

...  126 

4 

...  100 

5 

53 

6 

32 

7 

28 

8 

12 

9 

3 

1 0 nr  mnrp 

14 

Table  III 

Other  Pelvic  Abnormalities 

When  Dysplasia  Was  First  Discovered 

Abnormality 

Number  of  Patients 

Uterine  descensus  or  prolapse 

97 

Vaginal  relaxations 

94 

Fibroids 

89 

Adenomyosis 

42 

Uterine  hypertrophy 

33 

Endometrial  neoplasia 

55 

Ovarian  neoplasia 

23 

Endometriosis 

39 

Others 

110 

G.  Initial  Treatment  of  Cervical  Dysplasia 

Table  IV  shows  that  dysplasia  was  found  in  residu- 
al cervical  stumps  in  11  patients.  These  patients  had 
had  prior  subtotal  hysterectomies  elsewhere.  They 
were  treated  by  vaginal  excision  of  the  cervical 
stumps,  and  any  adjacent,  Schiller-positive,  vaginal 
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Table  IV 

Initial  Treatment  for  Cervical  Dysplasia 

and  Other  Pelvic  Abnormalities 

Operative  Procedures 

Number  of  Patients 

Vaginal  excision  cervical  stump 

11 

Vaginal  hysterectomy  and  plasty 

58 

Abdominal  hysterectomy 

142 

Abdominal  hysterectomy  (extended) 

27 

238 

mucosa.  Another  58  multipara,  who  also  had  symp- 
tomatic uterine  prolapse  and  vaginal  relaxations, 
were  treated  initially  with  vaginal  hysterectomy  and 
plasty.  Another  142  multipara,  who  also  had  the 
various  other  uterine  or  adnexal  abnormalities  not- 
ed in  Table  IV,  were  treated  initially  with  abdominal 
hysterectomy,  indicated  excision  or  resection  of  ad- 
nexal lesions,  and/or  needed  posterior  colpoperi- 
neoplasties. 

During  the  past  15  years,  before  operations,  these 
patients’  cervices  had  been  viewed  in  the  office 
through  the  colposcope,  and  with  Schiller  stain,  not- 
ing the  location  and  extent  of  dysplasia.  This  mental 
picture,  of  the  area  of  cervical  or  upper  vaginal 
mucosa  which  was  dysplastic,  was  always  reinforced, 
just  before  operation,  by  applying  Schiller  stain  to 
the  cervix.  In  27  multiparous  patients,  whose  ages 
ranged  from  21  to  55,  the  glycogen-free,  dysplastic 
epithelium  extended  well  beyond  the  pars  vaginal- 
is of  the  cervix  for  individually  variable  distances. 
In  these  patients  stay-sutures  were  placed  at  the  pe- 
riphery of  the  dysplastic  epithelium  at  the  time  of 
vaginal  preparation,  before  starting  abdominal  hys- 
terectomy. During  hysterectomy  these  individually 
tailored  portions  of  vaginal  cuff  were  excised  with 
the  uterus  and  cervix,  out  to  normal  epithelium,  just 
beyond  the  stay-sutures.  We  call  this  procedure 
“abdominal  hysterectomy  (extended).’’  By  this 
method  we  can  be  reasonably  certain  to  remove  all 
dysplastic  epithelium,  and  to  leave  most  normal 
epithelium  undisturbed. 

During  many  years  of  follow-up,  there  has  been 
no  retention,  and  no  recurrence  of  dysplastic  epi- 
thelium in  the  vaginal  vaults  among  these  238  pa- 
tients (41.5%)  who  were  treated  by  Schiller  stain, 
indicated  vaginal  stay-sutures,  hysterectomy,  and 
individually  indicated  excision  of  various  respective 
portions  of  upper  vaginas. 

Local  treatment  was  provided  for  the  dysplasia  of 
45  patients  (7.85%),  either  because  they  preferred 
to  avoid  hysterectomy,  or  because  they  were  young 
nulligravidas  or  primiparas  who  still  wished  to  have 
children  (Table  V).  Thorough  heat  cautery  was  used 


for  15,  and  cone-excision  cervicoplasty  was  used  for 
30.  The  new  squamocolumnar  junction  had  been 
theoretically  “protected”  by  placing  it  at,  or  just 
above  the  new  external  os  of  the  cervix.  Despite 
this,  four  patients  following  cautery,  and  four  pa- 
tients following  cone-cervicoplasty  grew  pro- 
gressively severe  dysplasia  later,  requiring  sub- 
sequent hysterectomy  for  these  eight  patients,  with- 
in two  to  14  years  after  their  local  operations.  The 
recurrence  rate  following  heat  cautery  (26.6%)  was 
twice  the  recurrence  rate  following  cone-cervico- 
piasty  (13.3%).  The  average  time  interval  between 
local  treatment  and  subsequently  needed  hyster- 
ectomy was  three  times  longer  after  cone-cervico- 
plasty  (8.25  years)  than  it  was  after  cautery  (2.75 
years) . 

The  major  reason  for  attempting  local  treatment 
for  cervical  dysplasia  was  to  retain  the  uterus  in 
young  women  who  wanted  to  have  babies.  Table  VI 
shows  that,  among  30  young  women  who  wanted 
babies,  18  mothers  had  27  babies.  The  success  rate 
following  cervicoplasty  was  twice  that  following  cau- 
tery. However,  three  of  these  successful  mothers 
eventually  had  recurrence  of  dysplasia,  and  were 
among  the  eight  who  needed  subsequent  hysterec- 
tomies. 

In  order  to  avoid  (1)  stenosis  or  (2)  cervical 
incompetence  postoperatively,  these  cone-cervico- 
plasties  were  individually  tailored  to  remove  only 
those  tissues  which  were  noted,  by  colposcopy  and 
Schiller  stain,  to  be  dysplastic.  Deep  cones  were 
avoided,  unless  they  were  essential. 

The  third,  not  uncommon  complication  of  cone 
biopsy  of  the  cervix  is  delayed  hemorrhage,  which 
may  occur  one  to  three  weeks  after  operations,  as 
the  sutures  slough.  Resuturing  these  edematous, 
necrotic  cervices  may  be  difficult  or  impossible.  In 
three  patients,  who  had  had  cone  biopsy  performed 
elsewhere,  we  have  had  to  remove  uteri  and  cervi- 
ces to  control  severe,  delayed  hemorrhage,  and  save 
patients’  lives.^  ’^-^^ 

H.  No  Initial  Therapy,  Periodic  Examinations, 
Cervical  Smears,  Colposcopy  and  Biopsy 

About  one  half  (290)  of  the  patients,  whose  bi- 
opsies showed  dysplasia,  received  no  initial  thera- 
py. in  most  instances,  the  tiny,  atypical  areas  of  the 
cervix  apparently  had  been  removed  in  the  punch 
biopsies.  Most  of  these  biopsies  had  been  classified 
microscopically  as  “basal  cell  hyperplasia”  or  “mild 
dysplasia,”  although  18  were  “moderate,”  and  3 
were  “severe”  dysplasia.  After  healing  of  the  biopsy 
sites,  there  were  no  colposcopically  abnormal 
areas,  or  Schiller  positive  areas  to  be  seen. 

Assuming  that  most  or  all  atypical  epithelium  had 
been  removed  in  the  original  punch  biopsies,  these 
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Table  V 

Local  Treatment  for  Cervical  Dysplasia 

Progressive  Dysplasia; 

Later  Hysterectomy 

Number  of 

Age 

Average  Time 

Procedures 

Patients 

Range 

Average 

# 

% 

Interval  (yrs) 

Heat 

Cautery 

15 

20-40 

30.9 

4 

26.6 

2.75 

Cone 

Cervicoplasty 

M. 

45 

20-55 

30.1 

4 

13.3 

8.75 

Su 

After  Local  Oj 
Patients 

Age  20-32 

Procedures  Desired  Babies 

Table  VI 

ccessful  Pregnancies 
jerative  Treatment  for  Dysplasia 

Mothers  who  Years  of 

got  babies  Follow-up 

# 

% 

Range 

Average 

Heat 

Cautery 

11 

4 

36.4% 

4-20 

10.1 

Cone 

Cervicoplasty 

19 

14 

73.7% 

2-29 

13.5 

patients  were  reevaluated  in  three  to  six  months  by 
examination,  cervical  cytology,  colposcopy,  Schiller 
stain,  indicated  biopsies,  and  endocervical  cu- 
rettage. If  all  remained  normal,  they  were  reevaluat- 
ed annually. 

I. Subsequently  Progressive  Cervical  Dysplasia 

Within  the  next  one  to  14  years,  progressively 
severe  dysplasia,  diagnosed  by  biopsy,  developed 
in  155  of  these  290  cervices  (53.4%)  (Table  VII).  In 
this  final  stage,  just  before  hysterectomy,  82  bi- 
opsies were  classified  as  moderate  dysplasia,  57  were 
severe  dysplasia,  and  16  had  progressed  to  a micro- 
scopic diagnosis  of  carcinoma-in-situ  (Stage  0)  of 
the  cervix. 

In  75  patients  progressive  cervical  dysplasia  had 
developed  within  one  year  after  the  initial  biopsy 
(Table  VIII),  and  in  64  other  patients  progressive 
changes  were  noted  in  the  biopsies  within  two  to 
four  years,  but  a few  patients  changed  slowly  in  nine 
to  fourteen  years. 

Thirteen  of  the  patients  who  developed  carcino- 
ma-in-situ  of  the  cervix  did  so  within  one  to  three 
years,  after  the  initial  biopsies,  but  one  patient  took 
six  years,  and  another  took  ten  years  to  develop 
carcinoma-in-situ.^'^^'^*’^*^’^® 


J.  Treatment  of  Progressive  Cervical  Dysplasia 

Table  IX  shows  the  operative  procedures  which 
were  used  to  treat  definitively  these  155  multiparous 
patients,  whose  cervical  dysplasia  became  pro- 
gressively severe. 

There  has  been  no  retention  and  no  recurrence  of 
dysplastic  epithelium  in  the  vaginal  vaults  of  any  of 
these  155  patients  since  their  operations. 

In  some  instances,  operative  procedures  were 
chosen  and  modified  to  treat  other  pelvic  abnormali- 
ties which  had  developed  in  some  of  these  patients 
during  their  years  of  observation  and  examination 
(see  Table  X). 

In  56  other  patients  these  other  pelvic  abnormali- 
ties (Table  X)  were  the  major  reasons  for  operations 
(Table  XI),  since  mild  dysplasia  had  not  progressed 
in  these  patients.  Yet,  the  mild  dysplasia  in  these  56 
patients  was  meticulously  identified  and  resected 
with  the  uterus  and  cervix,  so  there  would  be  no 
future  danger  of  recurrence. 

In  summary,  among  the  573  patients  who  were 
initially  found  to  have  cervical  dysplasia,  the  dyspla- 
sia, and  other  pelvic  abnormalities,  were  severe 
enough,  or  extensive  enough  to  warrant  initial  de- 
finitive operations  for  238  (41.5%).  Palliative  cervi- 
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Table  VII 

Progression  in  Severity 
of  Cervical  Dysplasia 


(Among  290  Patients) 

Progressively  Severe  Dysplasia  Number  of 
From To Patients 


Mild 

Moderate 

82 

Mild 

Severe 

39 

Mild 

CA-in-situ 

5 

Moderate 

Severe 

18 

Moderate 

CA-in-situ 

8 

Severe 

CA-in-situ 

3 

155  = 53.4% 


Table  VIII 

Time  Intervals  During  Which 

Severity  of  Cervical  Dysplasia  Progressed 

Years 

Number  of 
Patients 

1 

75 

2 

30 

3 

18 

4 

16 

5 

4 

6 

2 

7 

2 

8 

2 

9 through  14  . 

6 

Table  IX 

Treatment  for  Progressive  Cervical  Dysplasia 

(and  Other  Pelvic  Abnormalities) 

Number  of 

Operative  Procedures 

Patients 

Cone-cervicoplasty 

1 

Vaginal  hysterectomy  and  plasty 

41 

Abdominal  hysterectomy  + 

. 76 

Abdominal  hysterectomy  (extended) 

• J1 

155 

No  Recurrence 

cal  cautery  or  cone-cervicoplasty  was  performed  for 
45  young  women  (7.9%).  Among  30  who  wanted 
children,  27  subsequently  had  babies.  Eight  of  the 
45  young  women  later  needed  hysterectomy  to  treat 
progressive  dysplasia  of  the  cervix.  During  sub- 
sequent years  of  examinations,  cervical  smears, 
colposcopy,  and  biopsies,  we  have  recorded  pro- 
gressive cervical  dysplasia  developing  in  135  of  the 
remaining  290  patients  (23.5%).  In  16  of  these,  the 


‘Cervical  intraepithelial  neoplasia. 


Table  X 

Other  Pelvic  Abnormalities  Which  Developed 
During  Years  of  Observation 


Number  of 

Abnormality  Patients 

Uterine  descensus  or  prolapse 71 

Vaginal  relaxations  73 

Fibroids 67 

Adenomyosis 56 

Uterine  hypertrophy 20 

Endometrial  neoplasia 45 

Ovarian  neoplasia  22 

Endometriosis 40 

Others 80 


Table  XI 

Treatment  for  Other  Pelvic  Abnormalities 

(and  for  Mild  Cervical  Dysplasia) 

Number  of 

Operative  Procedures 

Patients 

Vaginal  hysterectomy  and  plasty  . . . 

...  14 

Abdominal  hysterectomy  -1-  

...  42 

56 

microscopic  diagnosis  of  the  later  lesion  was  car- 
cinoma-in-situ  of  the  cervix.  These  135  patients 
have  had  definitive  operations.  There  were  56  other 
patients  who  have  needed  hysterectomy  and  ancil- 
lary procedures  to  treat  other  pelvic  abnormalities 
(9.8%).  This  leaves  79  patients  (17.3%)  who  appar- 
ently have  not  had  progression  of  the  disease  and 
who  are  still  being  examined  regularly,  as  are  the  37 
patients  who  were  treated  palliatively  with  cautery 
or  cervicoplasty,  and  who  still  retain  their  cervices. 

4.  Carcinoma-in-Situ  of  the  Cervix  (Stage  O) 

A.  Introduction 

At  some  proliferative  level,  during  the  pro- 
gression of  cervical  dysplasia,  cellular  changes  are 
interpreted  to  represent  carcinoma-in-si- 

3,14,39,41,42,43  |gyg|  ygj.y  somewhat  with 

different  gynecologic  pathologists.  Generally,  it  is 
present  when  the  full  thickness  of  the  epithelium  is 
occupied  by  atypical  cells  which  are  obviously  malig- 
nant; yet  none  of  these  malignant  cells  have  pene- 
trated beneath  the  basement  membrane. 

There  is  a present  tendency  to  include  carcinoma- 
in-situ  and  severe  dysplasia,  grouped  together,  in 
CIN  III*  (Fig.  1).  This  nomenclature  has  the  advan- 
tage that  it  emphasizes  the  continuity  of  cervical 
neoplasia,  from  “early”  to  “late”  lesions.  However, 
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it  has  the  great  disadvantage  that  practical  clinicians 
may  come  to  regard  carcinoma-in-situ  with  some- 
what more  complacency  and  less  anxious  respect 
than  it  warrants!  This  stage  of  cervical  neoplasia  may 
progress  quite  rapidly  to  invasive  cancer  in  some 
patients— who  then  may  die  from  the  diseased 

B.  Number  of  Patients  with  Cervical 
Carcinoma-in-Situ 

Among  the  6,491  gynecologic  operative  patients, 
70  patients  had  carcinoma-in-situ  of  the  cervix 
(1.1%).  These  70  carcinoma-in-situ  patients  bear  a 
ratio  relationship  to  the  573  cervical  dysplasia  pa- 
tients of  about  1:8. 

C.  Follow-up 

All  70  patients  have  had  full  follow-up,  from  the 
time  preinvasive  cancer  of  the  cervix  was  diagnosed 
until  the  present.  One  patient  died  two  years  after 
her  operation,  due  to  pulmonary  embolism,  sec- 
ondary to  atrial  fibrillation,  caused  by  rheumatic 
heart  disease.  All  other  patients  (69)  are  alive  and 
well,  from  one  to  30  years  after  treatment. 

D.  Age 

When  carcinoma-in-situ  of  the  cervix  was  first 
diagnosed,  the  youngest  patient  was  19  and  the  old- 
est was  74  (Table  XII).  Most  patients  (75.7%)  were 
between  20  and  50— a similar  distribution  to  that 
noted  for  cervical  dysplasia. 

E.  Symptoms  and  Findings 

Only  seven  (10%)  of  these  patients  were  nullipa- 
ra. Most  had  had  one  to  six  babies. 

Fifty  patients  (71%)  had  had  spotting  bleeding  or 
notable  vaginal  discharge  for  from  one  to  10  years 
prior  to  cervical  biopsy;  47  patients  had  a marked 
eversion  of  endocervical  glands  over  the  pars  vagi- 
nalis of  the  cervix. 

F.  Screening  by  Cervical  Smears 

During  the  years  1948  until  1956,  six  of  these 
patients  did  not  have  cervical  smears.  The  remain- 
ing 64  patients  had  prior  cervical  smears.  Among 
these  64,  cytology  was  “normal”  for  four  (6.25%), 
but  was  “atypical”  for  60  (93.75%). 

G.  Diagnostic  Procedures 

Since  1965  (Table  XIII),  all  patients  with  atypical 
smears,  abnormal-appearing  cervices,  or  spotting 
from  cervices  have  had  colposcopy,  Schiller  stain 
and  directed  punch  biopsies,  taken  in  the  office. 
Prior  to  1965,  just  Schiller  stain  and  punch  biopsies 
were  used. 

In  13  patients,  the  upper  border  of  the  abnormal 
epithelium  could  not  be  seen  through  the  colpo- 
scope,  so  endocervical  curettage  was  obtained.  In 
eight  patients,  microscopic  study  of  the  biopsies 


could  not  rule  out  invasive  cancer,  so  cone-biopsies 
were  obtained,  to  confirm  the  preinvasive  diagnosis. 

H.  Other  Pelvic  Abnormalities 

Although  cervical  carcinoma-in-situ  was  the  ma- 
jor lesion  in  these  70  patients,  it  was  also  important 
to  consider  other  pelvic  abnormalities  when  decid- 
ing upon  specific  operative  procedures  for  certain 
patients  (Table  XIV). 


Table  XII 
Age 

When  Carcinoma-in-situ  Was  Diagnosed 
Age  Group  Numbers 

20-29  18 

30-39  16 

40-49  19 

50-59  10 

60-69  4 

70-79  3 


Table  XIII 

Diagnostic  Procedures 
Cervical  Carcinoma-in-situ 
(70  Patients) 

Number  of 
Patients 


Colposcopy 39 

Schiller  stain 70 

Directed  punch  biopsies 70 

Endocervical  curettage 13 

Cone-biopsy 8 


Table  XIV 

Other  Pelvic  Abnormalities 

When  Carcinoma-in-situ  was  Diagnosed 

Abnormalities 

Number  of 
Patients 

Uterine  descensus  or  prolapse 

3 

Vaginal  relaxations  

4 

Fibroids  

...  14 

Adenomyosis 

...  10 

Endometrial  neoplasia 

3 

Ovarian  neoplasia  

7 

Endometriosis 

...  11 

Other 

...  21 
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Table  XV 

Operations  for  Cervical  Carcinoma-in-situ 

Procedure 

Number  of 
Patients 

Radical  abdominal  hvsterectomv  . . 

5 

Abdominal  hysterectomy  (extended) 

46 

Abdominal  hysterectomy 

12 

Vaginal  excision  of  cervical  stump  . . 

2 

Cone-cervicoplastv 

5 

70 

then,  each  has  had  one  child;  two  have  had  two 
babies.  None  has  yet  developed  recurring  cancer, 
but  none  of  these  four  young  women  has  yet  been 
followed  more  than  10  years  since  cone-cervicoplas- 
ty- 

In  52  of  these  70  women  (80%),  it  was  possible  to 
retain  good  ovarian  function.  It  was  judged  desirable 
to  remove  ovaries  with  the  uterus  in  only  18  pa- 
tients. The  average  age  at  operation  of  these  18  pa- 
tients who  had  bilateral  salpingo-oophorectomy, 
was  56.9  years. 


I.  Operations  for  Cervical  Carcinoma-in-Situ 

In  8 patients  carcinoma-in-situ  had  grown  down 
into  the  lumens  of  cervical  glands,  replacing  them, 
but  not  obviously  penetrating  into  adjacent  stroma. 
However,  in  5 of  these  patients,  during  careful  ex- 
amination of  the  microscopic  sections,  there  was 
enough  evidence  of  minimal  stromal  invasions  that 
we  chose  to  dissect  the  ureters  from  their  beds  in  the 
paracervical  tissues,  and  to  perform  radical  hysterec- 
tomies, removing  wide  paracervical  tissues,  without 
pelvic  lymph  node  resection;  however,  the  hyster- 
ectomy specimens  showed  only  extensive  carcino- 
ma-in-situ. 

In  46  of  these  patients,  carcinoma-in-situ  ex- 
tended out  onto  the  pars  vaginalis  of  the  cervix,  and 
onto  portions  of  the  vaginal  fornices.  Therefore,  the 
preoperative  vaginal  preparation  was  followed  by 
Schiller  stain  and  vaginal  stay-sutures,  after  which 
the  patients  each  were  definitively  treated  by  ab- 
dominal hysterectomy  (extended),  removing 
individually  tailored  portions  of  vaginal  mucosa 
along  with  the  uterus  and  cervix  (see  Fig.  5) . 

Abdominal  hysterectomy  was  sufficient  for  treat- 
ment of  12  patients,  including  one  who  had  glandu- 
lar carcinoma-in-situ  of  endocervical  origin,  which 
had  been  diagnosed  after  office  endocervical  cu- 
rettage. 

Two  patients,  who  had  carcinoma-in-situ  in  resid- 
ual cervical  stumps,  were  treated  by  Schiller  stain 
and  wide  vaginal  excision  of  their  cervical  stumps. 

One  patient  had  atrial  fibrillation  due  to  old  rheu- 
matic heart  disease.  She  did  well  following  the  cone- 
cervicoplasty,  with  which  we  excised  her  cervical 
carcinoma-in-situ,  but  she  died  two  years  later  due 
to  her  cardiac  problem. 

Four  young  nullipara,  each  aged  20  or  21  years, 
wished  to  retain  childbearing  function.  The  upper 
borders  of  their  lesions  could  be  observed  through 
the  colposcope.  Each  was  treated  by  Schiller  stain 
and  individually  tailored  cone-cervicoplasty.  Since 


The  next  issue  of  this  Journal  will  contain  data  and  discussion 
concerning  Invasive  Squamous  Cell  Carcinoma  of  the  Cervix, 
and  comments  and  correlations  relating  to  all  Cervical  neopla- 
sia. 


Dear  Doctor; 

So  you  will  keep  on  keeping  on  Rxing 
those  wonderful  Dow  products,  I would 
like  to  make  samples  available  to  you  once 
again.  Drop  me  a note  as  to  what  samples 
you  can  use  from  the  following  list: 

Accurbron 
Lorelco  Tablets 
Neo-Polycin  Ointment 
Novafed  Liquid  & Capsules 
Novafed  A Liquid  & Capsules 
Novahistine  DH 
Novahistine  Elixir 
Novahistine  Expectorant 
Novahistine  DMX 
Singlet  Tablets 
Tussend  Liquid  & Tablets 
Tussend  Expectorant 
2/G  Liquid 
2G/DM  Liquid 

Thank  you  for  your  prescriptions! 

Keep  this  list  and  order  P.R.N. 

Russ  Bonacker 

2801  E.  30th 

Sioux  Falls,  SD  57103 
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WHEN 

ANXIETY 

AND 

TENSION 

MAGNIFY 

PAIN 

IN  MUSCULOSKELETAL 
DISEASE* 


A non-narcotic  one-two  punch  against  pain,  with  concurrent  relief  of  anxiety/tension 

EQUAGESIC® 


(meprobamate  and  ethoheptazine  citrate  with  aspirin)  Wyeth 


EQUAGESIC — Abbreviated  Summary 
* INDICATIONS:  Based  on  a review  of  this  drug  by  the 
National  Academy  of  Sciences— National  Research 
Council  and'or  other  information.  FOA  has  classified 
the  indications  as  follows 

' Possibly " effective  for  the  treatment  of  pain  accom- 
panied by  tension  and  or  anxiety  in  patients  with  mus- 
culoskeletal disease  or  tension  headache 
Final  classification  of  the  less-than-effective  indica- 
tions requires  further  investigation 
The  effectiveness  of  Equagesic  in  long-term  use.  i e 
more  than  lour  months,  has  not  been  assessed  by 
systematic  clinical  studies  The  physician  should  pe- 
riodically reassess  usefulness  of  the  drug  for  the  indi- 
vidual patient 

CONTRAINDICATIONS:  Equagesic  should  not  be  given  to 
individuals  with  a history  of  sensitivity  or  severe  intolerance 
to  aspinn.  meprobamate,  or  ethoheptazine  citrate 
WARNINGS:  Careful  supervision  of  dose  and  amounts  pre- 
scribed for  patients  is  advised,  especially  with  those  patients 
with  known  propensity  for  taking  excessive  quantities  of  drugs 
Excessive  and  prolonged  use  in  susceptible  persons,  e.g  . 
alcoholics,  former  addicts,  and  other  severe  psychoneurot- 
ics,  has  been  reported  to  result  in  dependence  on  or  habit- 
uation to  the  drug  Where  excessive  dosage  has  continued 
for  weeks  or  months,  dosage  should  be  reduced  gradually 
rather  than  abruptly  stopped,  since  withdrawal  of  a crutch  " 
may  precipitate  withdrawal  reaction  of  greater  proportions 
than  that  for  which  the  drug  was  originally  prescribed  Abrupt 
discontinuance  of  doses  in  excess  of  the  recommended  dose 
has  resulted  m some  cases  m the  occurrence  of  epileptiform 
seizures 

Special  care  should  be  taken  to  warn  patients  taking  mepro- 
bamate that  tolerance  to  alcohol  may  be  lowered  with  re- 
sultant slowing  of  reaction  time  and  impairment  of  judgement 
and  coordination 

USAGE  IN  PREGNANCY  AND  LACTATION  An  in- 
creased risk  of  congenitai  maiformations  associated  with 
the  use  of  minor  tranquilizers  (meprobamate,  chlordi- 


azepoxlde,  and  diazepam)  during  the  first  trimester  of 
pregnancy  has  been  suggested  in  several  studies.  Be- 
cause use  of  these  drugs  is  rarely  a matter  of  urgency, 
their  use  during  this  period  should  almost  always  be 
avoided.  The  possibility  that  a woman  of  child-bearing 
potential  may  be  pregnant  at  the  time  of  institution  of 
therapy  should  be  considered.  Patients  should  be  ad- 
vised that  If  they  become  pregnant  during  therapy  or 
intend  to  become  pregnant  they  should  communicate 
with  their  physicians  about  the  desirability  of  discontin- 
uing the  drug. 

Meprobamate  passes  the  placental  barrier.  It  is  present 
both  In  umbilical-cord  blood  at  or  near  maternal  plasma 
levels  and  In  breast  milk  of  tactating  mothers  at  concen- 
trations two  to  four  times  that  of  maternal  plasma  When 
use  of  meprobamate  Is  contemplated  in  breast-feeding 
patients,  the  drug's  higher  concentrations  in  breast  milk 
as  compared  to  maternal  plasma  levels  should  be 
considered. 

Preparations  containing  aspirin  should  be  kepi  out  of  the 
reach  of  children  Equagesic  is  not  recommended  for  pa- 
tients 12  years  of  age  and  under 

PRECAUTIONS:  Should  drowsiness,  ataxia,  or  visual  dis- 
turbance occur,  the  dose  should  be  reduced  If  symptoms 
continue,  patients  should  not  operate  a motor  vehicle  or  any 
dangerous  machinery 

Suicidal  attempts  with  meprobamate  have  resulted  in  coma, 
shock,  vasomotor  and  respiratory  collapse,  and  anuria  Very 
few  suicidal  attempts  were  fatal,  although  some  patients  in- 
gested very  large  amounts  of  the  drug  (20  to  40  gm)  These 
doses  are  much  greater  than  recommended.  The  drug  should 
be  given  cautiously,  and  in  small  amounts,  to  patients  who 
have  suicidal  tendencies  In  cases  where  excessive  doses 
have  been  taken,  sleep  ensues  rapidly  and  blood  pressure, 
pulse,  and  respiratory  rates  are  reduced  to  basal  levels  Hy- 
perventilation has  been  reported  occasionally  Any  drug  re- 
maining in  the  stomach  should  be  removed  and  symptomatic 
treatment  given  Should  respiration  become  very  shallow 
and  slow,  CNS  stimulants,  eg  . caHeine,  Meirazol,  or  am- 


phetamine, may  be  cautiously  administered  It  severe  hypo- 
tension develops,  pressor  amines  should  be  used  parenterally 
to  restore  blood  pressure  to  normal  levels. 

ADVERSE  REACTIONS-  A small  percentage  of  patients 
may  experience  nausea  with  or  without  vomiting  and  epigas- 
tric distress  Dizziness  occurs  rarely  when  meprobamate  and 
ethoheptazine  citrate  with  aspirin  is  administered  in  recom- 
mended dosage  The  meprobamate  may  cause  drowsiness 
but,  as  a rule,  this  disappears  as  therapy  is  continued  Should 
drowsiness  persist  and  be  associated  with  ataxia,  this  symp- 
tom can  usually  be  controlled  by  decreasing  the  dose,  but 
occasionally  it  may  be  desirable  to  administer  central  stim- 
ulants such  as  amphetamine  or  mephentermine  sulfate  con- 
comitantly to  control  drowsiness 

A clearly  related  side  effect  to  the  administration  of  mepro- 
bamate IS  the  rare  occurrence  of  allergic  or  idiosyncratic  re- 
actions. This  response  develops,  as  a rule,  in  patients  who 
have  had  only  1-4  doses  of  meprobamate  and  have  not  had 
a previous  contact  with  the  drug  Previous  history  of  allergy 
may  or  may  not  be  related  to  the  incidence  of  reactions 
Mild  reactions  are  characterized  by  an  itchy  urticarial  or  ery- 
thematous. maculopapuiar  rash  which  may  be  generalized 
or  confined  to  the  groin  Acute  nonthrombocytopenic  purpura 
with  cutaneous  petechiae,  ecchymoses,  peripheral  edema, 
and  fever  have  also  been  reported 

More  severe  cases,  observed  only  very  rarely,  may  also  have 
other  allergic  responses,  including  fever,  fainting  spells,  an- 
gioneurotic edema,  bronchial  spasms,  hypotensive  crises  (1 
fatal  case),  anaphylaxis,  stomatitis  and  proctitis  (1  case),  and 
hyperthermia  Treatment  should  be  symptomatic  such  as 
administration  of  epinephrine,  antihistamine,  and  possibly 
hydrocortisone  Meprobamate  should  be  stopped,  and  rein- 
stitution  of  therapy  should  not  be  attempted 
Rare  cases  have  been  reported  where  patients  receiving 
meprobamate  suffered  from  aplastic  anemia  (1  fatal  case), 
thrombocytopenic  purpura,  agranulocytosis,  and  hemolytic 
anemia  In  nearly  every  instance  reported,  other  toxic  agents 
known  to  have  caused  these  conditions  have  been  associ- 
ated with  meprobamate  A few  cases  of  leukopenia  during 


continuous  administration  of  meprobamate  are  reported,  most 
of  these  returned  to  normal  without  discontinuation  of  the 
drug 

Impairment  of  accommodation  and  visual  acuity  has  been 
reported  rarely 

O'VERDOSE  Two  instances  of  accidental  or  intentional  sig- 
nificant overdosage  with  ethoheptazine  citrate  combined  with 
aspirin  have  been  reported  These  were  accompanied  by 
symptoms  of  CNS  depression,  including  drowsiness  and 
light-headedness,  with  uneventful  recovery  However,  on  the 
basis  of  pharmacological  data,  it  may  be  anticipated  that 
CNS  stimulation  could  occur  Other  anticipated  symptoms 
would  include  nausea  and  vomiting  Appropriate  therapy  of 
signs  and  symptoms  as  they  appear  is  the  only  recommen- 
dation possible  at  this  time  Overdosage  with  ethoheptazine 
combined  with  aspirin  would  probably  produce  the  usual 
symptoms  and  signs  of  salicylate  intoxication  Observation 
and  treatment  should  include  induced  vomiting  or  gastric 
lavage,  specific  parenteral  electrolyte  therapy  for  ketoaci- 
dosis and  dehydration,  watching  for  evidence  of  hemor- 
rhagic manifestations  due  to  hypoprothrombinemia  which,  if 
It  occurs,  usually  requires  whole-blood  transfusions 
DESCRIPTION:  Each  Equagesic  tablet  contains  150  mg  me- 
probamate, 75  mg  ethoheptazine  citrate  and  250  mg  aspirin 

Copyright  £1980,  Wyeth  Laboratories 
Alt  rights  reserved 

*This  drug  has  been  evaluated  as  possibly 
effective  for  this  indication 
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A therapeutic  dose 
of  acetaminophen 
in  one  tablet 


A therapeutic  dose 
of  two  complementary 
analgesics 


The  convenience  and 
economy  of  a 
dosage  schedule  of 
one  tablet,  every  four 
hours  as  needed 
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WHY  NOT  WYGESIC  ® 

(65  mg  propoxyphene  HCI  and  650  mg  acetaminophen)  Wyeth 


WYGESIC — Abbreviated  Summary 
INDICATION;  For  the  relief  ol  mild-to-moderate  pain 
CONTRAINDICATION:  Hypersensittvity  to  propox- 
yphene or  to  acetaminophen 

WARNINGS:  CNS  ADDITIVE  EFFECTS  AND  OVER- 
DOSAGE  Propoxyphene  in  combination  with  alcohol, 
tranquilizers,  sedative-hypnotics,  or  other  CNS  de- 
pressants has  an  additive  depressant  effect  Pa- 
tients taking  this  drug  should  be  advised  of  the  additive 
effect  and  warned  not  to  exceed  the  dosage  recom- 
mended Toxic  effects  and  fatalities  have  occurred 
following  overdoses  of  propoxyphene  alone  or  in 
combination  with  other  CNS  depressants  Most  of 
these  patients  had  histones  of  emotional  disturb- 
ances or  suicidal  ideation  or  attempts,  as  well  as 
misuse  of  tranquilizers,  alcohol,  or  other  CNS-active 
drugs  Caution  should  be  exercised  in  prescribing 
large  amounts  ol  propoxyphene  for  such  patients 
(see  Management  of  Overdosage) 

DRUG  DEPENDENCE:  Propoxyphene  can  produce 
drug  dependence  characterized  by  psychic  depend- 
ence and  less  frequently,  physical  dependence  and 
tolerance  It  will  only  partially  suppress  the  with- 
drawal syndrome  m individuals  physically  dependent 
on  morphine  or  other  narcotics.  The  abuse  liability  of 
propoxyphene  is  qualitatively  similar  to  codeine  s al- 
though quantitatively  less,  and  propoxyphene  should 
be  prescribed  with  the  same  degree  of  caution  ap- 
propriate to  the  use  of  codeine 
USAGE  IN  AMBULATORY  PATIENTS;  Propoxy- 
phene may  impair  the  mental  and/or  physical  abilities 
required  for  potentially  hazardous  tasks,  e g driving 
a car  or  operating  machinery  Patients  should  be 
cautioned  accordingly 

USAGE  IN  PREGNANCY:  Safe  use  in  pregnancy 
has  not  been  established  relative  to  possible  ad- 
verse effects  on  fetal  development  INSTANCES  OF 
WITHDRAWAL  SYMPTOMS  IN  THE  NEONATE 
HAVE  BEEN  REPORTED  FOLLOWING  USAGE 
DURING  PREGNANCY  Therefore,  propoxyphene 
should  not  be  used  in  pregnant  women  unless,  in  the 


judgement  of  the  physician,  the  potential  benefits 
outweigh  the  possible  hazards 
USAGE  IN  CHILDREN:  Propoxyphene  is  not  rec- 
ommended for  children  because  documented  clinical 
experience  has  been  insufficient  to  establish  safety 
and  a suitable  dosage  regimen  in  the  pediatric  group 
PRECAUTIONS:  Confusion,  anxiety,  and  tremors 
have  been  reported  in  a few  patients  receiving  pro- 
poxyphene concomitantly  with  orphenadnne  The  CNS 
depressant  effect  of  propoxyphene  may  be  additive 
with  other  CNS  depressants,  including  alcohol. 
ADVERSE  REACTIONS:  The  most  frequent  ad- 
verse reactions  are  dizziness,  sedation,  nausea,  and 
vomiting  These  seem  more  prominent  in  ambulatory 
than  in  nonambulatory  patients;  some  of  these  re- 
actions may  be  alleviated  if  the  patient  lies  down. 
Other  adverse  reactions  include  constipation,  ab- 
dominal pain,  skin  rashes,  light-headedness,  head- 
ache. weakness,  euphoria,  dysphoria,  and  minor 
visual  disturbances  The  chronic  ingestion  of  propox- 
yphene in  doses  over  600  mg  per  day  has  caused 
toxic  psychoses  and  convulsions  Cases  of  liver  dys- 
function have  been  reported 
DRUG  INTERACTIONS:  Propoxyphene  m combi- 
nation with  alcohol,  tranquilizers,  sedative-hypnot- 
ics. and  other  CNS  depressants  has  an  additive 
depressant  effect  Patients  taking  this  drug  should 
be  advised  of  the  additive  effect  and  warned  not  to 
exceed  the  dosage  recommended  (see  Warnings) 
Confusion,  anxiety,  and  tremors  have  been  reported 
in  a few  patients  receiving  propoxyphene  concomi- 
tantly with  orphenadnne 

MANAGEMENT  OF  OVERDOSAGE;  SYMPTOMS 
The  manifestations  of  serious  overdosage  with  pro- 
poxyphene are  similar  to  those  of  narcotic  overdos- 
age and  include  respiratory  depression  (a  decrease 
in  respiratory  rate  and  or  tidal  volume,  Cheyne- 
Stokes  respiration,  cyanosis),  extreme  somnolence 
progressing  to  stupor  or  coma,  pupillary  constriction, 
and  circulatory  collapse  in  addition  to  these  char- 
acteristics. which  are  reversed  by  narcotic  antago- 


nists such  as  naloxone,  there  may  be  other  effects 
Overdoses  of  propoxyphene  can  cause  delay  of  car- 
diac conduction  as  well  as  focal  or  generalized  con- 
vulsions, a prominent  feature  in  most  cases  of  severe 
poisoning.  Cardiac  arrhythmias  and  pulmonary  edema 
have  occasionally  been  reported,  and  apnea,  car- 
diac arrest,  and  death  have  occurred 
Symptoms  of  massive  overdosage  with  acetamino- 
phen may  include  nausea,  vomiting,  anorexia,  and 
abdominal  pain,  beginning  shortly  after  ingestion  and 
lasting  for  12  to  24  hours  However,  early  recognition 
may  be  difficult  since  early  symptoms  may  be  mild 
and  nonspecific.  Evidence  of  liver  damage  is  usually 
delayed  After  the  initial  symptoms,  the  patient  may 
feel  less  ill:  however,  laboratory  determinations  are 
likely  to  show  a rapid  rise  in  liver  enzymes  and  bili- 
rubin In  case  of  serious  hepatotoxicity,  jaundice,  co- 
agulation defects,  hypoglycemia,  encephalopathy, 
coma,  and  death  may  follow.  Renal  failure  due  to 
tubular  necrosis,  and  myocardiopathy,  have  also  been 
reported. 

Ingestion  of  10  grams  or  more  of  acetaminophen 
may  produce  hepatotoxicity.  A 13-gram  dose  has  re- 
portedly been  fatal 

TREATMENT:  Primary  attention  should  be  given  to 
the  reestablishment  of  adequate  respiratory  ex- 
change through  provision  of  a patent  airway  and  in- 
stitution of  assisted  or  controlled  ventilation  The 
narcotic  antagonists,  naloxone,  nalorphine,  and  lev- 
allorphan.  are  specific  antidotes  against  the  respira- 
tory depression  produced  by  propoxyphene.  An 
appropriate  dose  of  one  of  these  antagonists  should 
be  administered,  preferably  IV.  simultaneously  with 
efforts  at  respiratory  resuscitation  and  the  antagonist 
should  be  repeated  as  necessary  until  the  patient's 
condition  remains  satisfactory  In  addition  to  a nar- 
cotic antagonist,  the  patient  may  require  careful  titra- 
tion with  an  anticonvulsant  to  control  seizures 
Analeptic  drugs  (e  g caffeine  or  amphetamine)  should 
not  be  used  because  of  their  tendency  to  precipitate 
convulsions. 


Oxygen.  tV  fluids,  vasopressors  and  other  suppor- 
tive measures  should  be  used  as  indicated  Gastric 
lavage  may  be  helpful  Activated  charcoal  can  ab- 
sorb a significant  amount  ol  ingested  propoxyphene 
Dialysis  is  of  little  value  in  poisoning  by  propoxy- 
phene alone  Acetaminophen  is  rapidly  absorbed, 
and  efforts  to  remove  the  drug  from  the  body  should 
not  be  delayed.  Copious  gastric  lavage  and  or  induc- 
tion of  emesis  may  be  indicated.  Activated  charcoal 
IS  probably  ineffective  unless  administered  almost 
immediately  after  acetaminophen  ingestion  Neither 
forced  diuresis  nor  hemodialysis  appears  to  be  ef- 
fective in  removing  acetaminophen  Since  acetami- 
nophen in  overdose  may  have  an  antidiuretic  effect 
and  may  produce  renal  damage,  administration  of 
fluids  should  be  carefully  monitored  to  avoid  over- 
load It  has  been  reported  that  mercaptamine  (cys- 
teamine)  or  other  thiol  compounds  may  protect  against 
liver  damage  if  given  soon  after  overdosage  (6*10 
hours)  N-acetylcysteine  is  under  investigation  as  a 
less  toxic  alternative  to  mercaptamine.  which  may 
cause  anorexia,  nausea,  vomiting,  and  drowsiness. 
Appropriate  literature  should  be  consulted  tor  further 
information.  (JAMA  237:2406-2407.  1977) 

Clinical  and  laboratory  evidence  of  hepatotoxicity  may 
be  delayed  up  to  one  week.  Acetaminophen  plasma 
levels  and  half-life  may  be  useful  in  assessing  the 
likelihood  of  hepatotoxicity.  Serial  hepatic  enzyme 
determinations  are  also  recommended 
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Marketing  In  Medicine 


During  the  past  few  years  we  have  seen  pressures 
develop  to  cause  physicians  to  apply  the  concepts 
and  ethics  of  business  to  the  practice  of  medicine. 
This  urgency  comes  from  several  directions.  The 
then  HEW,  now  HHS,  has  espoused,  along  with  the 
Federal  Trade  Commission,  that  the  public  would 
be  better  served  if  the  physicians  employed  mar- 
keting techniques  in  medicine  including  advertising 
and  dollar  competition  motivation.  As  you  know, 
the  Federal  Trade  Commission  had  initiated  some 
measures  on  a national  level  to  require  physicians  to 
advertise,  or  at  least  to  break  the  long-standing  ethi- 
cal standards  of  the  American  Medical  Association. 
Also,  there  have  been  executives  of  the  private  sec- 
tor encouraging  medicine,  probably  more  frequently 
in  health  delivery  or  allied  health  corporations,  to 
employ  business  methods  and  to  introduce  negotiat- 
ed fee  determination. 

From  my  own  observations  during  years  of  prac- 
tice and  also  from  the  historical  material  available,  it 
is  my  conclusion  that  doctors  have  always  competed 
to  establish  high  quality.  The  public  is  best  served 
when  this  motivation  prevails.  During  a time  when 
increasing  manpower  in  medicine  is  becoming  more 
evident,  it  is  entirely  possible  that  an  increased  com- 
petition for  the  dollar  will  result.  When  the  ethics  of 
the  business  community  for  dollar  competition  are 
employed  in  medicine,  the  public  will  be  ill-served 
from  the  standpoint  of  loss  of  integrity  of  the  med- 
ical field  in  general.  In  recent  action  the  Federal 
Trade  Commission  has  had  its  budget  curtailed  for 
invasive  interference  into  the  conduct  of  free  enter- 
prise. Much  of  this,  as  you  know,  has  been  directed 
to  the  medical  profession.  At  the  present  time  the 
Federal  Trade  Commission  has  only  a by-the-month 
budget  available  to  them,  this  being  granted  at 
monthly  intervals  by  the  Congress.  There  is  also  a 
bill  in  the  national  Congress  to  exempt  the  learned 
profession  from  the  activities  of  the  Federal  Trade 
Commission. 


Advise  your  United  States  Congressmen  and  Sen- 
ators of  your  support  for  the  bill  to  exclude  the 
learned  professions  from  the  Federal  Trade  Com- 
mission activities.  If  you  can,  also  influence  when- 
ever possible  against  the  development  of  marketing 
techniques  in  medicine  as  espoused  by  various  busi- 
ness and  executive  groups.  The  answer  to  their 
question  about  the  desirability  of  competition  is 
easily  answered  by  stating  that  physicians  compete 
for  the  development  of  quality  not  primarily  for  the 
attainment  of  the  dollar. 

Marketing  techniques  in  medicine  are  limited  by 
our  Code  of  Ethics  in  relation  to  advertising.  It  is  not 
considered  ethical  to  advertise  beyond  establishing 
the  physician’s  location  and  nature  of  his  practice 
and  qualifications.  It  is  considered  unethical  to  solic- 
it patients  in  any  manner.  There  have  been  some 
medical  groups  across  the  United  States  who  have 
used  persuasion  and  suggestion  in  patient  solicita- 
tion for  specific  symptoms,  diseases,  or  surgical  pro- 
cedures. The  most  recent  ethical  infraction  I have 
encountered  is  one  regarding  the  symptom  of 
tennitis.  Some  years  ago  a similar  solicitation  by 
medical  practitioners  of  acupuncture  took  place. 
These  are  the  techniques  of  marketing  that  carry 
deception  and  at  times  are  downright  fraudulent. 
Fraudulent  advertising  is  clearly  against  the  Code  of 
Ethics  of  the  American  Medical  Association.  Be- 
yond these  rather  rigid  parameters  the  physician  is 
bound  by  his  own  conscience  and  good  taste  to  pre- 
sent himself  to  the  public  in  a factual,  timely  and 
tasteful  manner.  The  use  of  public  media,  personal 
appearances  and  speaking  engagements  to  solicit  pa- 
tients is  unethical.  One  must  be  particularly  careful 
not  to  use  language  which  would  give  that  impres- 
sion in  these  circumstances. 

The  above  comments  are  not  made  to  detract 
from  the  value  of  cost  effectiveness  and  efficiency  in 
the  management  of  a medical  practice.  All  those 
measures,  done  with  integrity  to  contain  the  cost  of 
medical  services,  are  very  much  necessary  and 
laudable  endeavors. 


Respectfully  submitted, 
Winston  B.  Odland,  M.D.,  President 
South  Dakota  State  Medical  Association 
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RURAL  MEDICINE,  THE  MEDICAL  SCHOOL 
AND  WHAT  OF  THE  FUTURE? 

Medical  personnel  in  the  regional  medical  centers 
are  to  be  commended  for  the  great  progress  they 
have  made  in  the  last  ten  years.  A number  of  factors 
have  contributed,  but  the  catalyst  that  put  it  all  to- 
gether was  the  development  of  a degree  granting 
Medical  School. 

With  the  addition  of  sophisticated  diagnostic  and 
therapeutic  facilities  in  the  regional  centers  there 
has  been  a trend  to  refer  all  complicated  medical 
cases  to  specialists.  This  is  the  way  the  young  doc- 
tors are  trained  and  probably,  in  most  cases  is  the 
best  for  the  patient. 

This  morning  a patient  stated  “Don’t  you  think  I 
should  go  to  Sioux  Falls  for  a good  check  up’’? 
“Last  year  I went  to  the  Mayo  Clinic.”  I suggested 
we  could  give  him  an  exam  and  consult  with  doctors 
in  Huron.  With  no  intention  of  being  offensive  he 
said,  “No,  I went  to  Huron  two  years  ago.  I have 

always  liked  Dr but  I know  they 

have  better  things  to  work  with  in  Sioux  Falls.”  The 
patient  trusts  me  but  he  is  intelligent  enough  to 
know  there  are  such  things  as  cat  scanners,  cardiac 
catherization  and  sophisticated  surgical  and  lab  pro- 
cedures that  are  available  only  in  the  big  centers. 

Recently,  I diagnosed  carcinoma  of  the  rectum  in 
a young  woman.  There  was  a time  when  we  might 
have  operated  on  her,  but  I asked  her  what  she 
wanted  to  do  and  she  immediately  suggested  a well 
known  surgeon  in  Sioux  Falls.  My  fee  was  $89  for 
call,  biopsy  etc.,  but  when  I figured  up  the  time, 
telephone  calls,  transfer  reports,  talking  with  the 
family  etc.  it  cost  me  well  over  $100.  Her  bill  after 
ten  days  in  Sioux  Falls  was  $10,000. 

I discover  that  I am  now  basically  a triage  offi- 
cer and  I see  a fundamental  problem  developing. 

Will  a referral  practice  be  challenging  enough  to 
hold  a young  doctor  and  will  his  income  be  ade- 
quate? This  leads  to  the  question:  what  kind  of 
training  should  a triage  (which  really  means  sorting) 
doctor  have  and,  how  will  a referring  M.D.  support 
himself  and  staff?  When  we  were  treating  our  com- 
plicated cardiacs,  ob’s,  and  doing  surgery  our  work 
was  challenging  and  our  income  was  good,  but  what 
of  the  future?  A purely  referral  practice  will  lack 


challenge  and  financial  inducement  for  a young  doc- 
tor to  settle  in  a rural  area;  especially  if  he  owes 
thousands  of  dollars  for  his  education. 

The  problems  in  rural  medicine  are  tremendous.  I 
hope  someone  will  start  thinking  deeply  about  ulti- 
mate solutions: 

1.  What  kind  of  triage  medics  do  we  need?  In  the 
army  an  attempt  has  always  been  made  to  place 
experienced  level-headed  doctors  in  field  hos- 
pitals. Young  inexperienced  doctors  in  the  Ko- 
rean war,  for  example,  tended  to  transfer  far 
too  many  wounded  men  back  to  the  base  hos- 
pitals. It  proved  to  be  inefficient  and  costly. 

2.  How  will  the  rural  physician  be  reimbursed? 

3.  How  can  rural  hospitals  continue  to  exist  with- 
out the  income  from  surgery  and  diagnostic 
workups? 

4.  What  should  the  real  goal  of  the  Medical 
School  be?  We  need  family  physicians  but 
what  constitutes  the  proper  education  of  a 
country  doctor? 

I now  note  in  a news  release  concerning  funding 
of  the  Medical  School  the  entire  thrust  of  the  school 
is  to  be  family  practice  which  apparently  means  edu- 
cating more  medical  doctors  for  the  rural  areas. 
There  is  no  shortage  of  M.D.’s  in  Yankton,  Sioux 
Falls,  Aberdeen  and  Rapid  City. 

The  rural  legislators  were  persuaded  by  we  rural 
physicians  to  support  a four  year  school.  We  thought 
we  would  have  a part  in  educating  the  students. 
Students  planning  to  be  rural  doctors  need  exposure 
to  the  challenge  and  excitement  of  the  dramatic 
medical  situations  that  develop  in  the  rural  areas, 
but  now  medical  students  get  almost  all  of  their 
clinical  training  in  Sioux  Falls  (incidentally  I have 
often  wished  I had  a resident  physician  at  our  hospi- 
tal). 

Intelligent  M.D.’s  have  said  we  don’t  need  doc- 
tors in  the  rural  areas  but,  if  we  have  no  M.D.’s, 
there  will  be  no  hospitals;  without  medical  facilities 
people  gradually  move  out. 

The  new  wealth  of  South  Dakota  is  produced  in 
the  heartland  of  the  state  and  in  the  inner  Black 
Hills.  If  the  workers  move  out;  (many  may  have  to 
for  other  than  medical  reasons)  it  will  leave  the  area 
wide  open  for  out  of  state  syndicates.  It  is  a stagger- 
ing problem.  Can  we  afford  a first  class  Medical 
School  that  must  be  funded  at  approximately  5 mil- 
lion dollars  a year,  if  the  school  turns  out  only  coun- 
try doctors?  Where  will  the  doctors  find  a location  to 
practice  that  will  reward  them  with  the  income  they 
have  been  led  to  expect? 
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I will  not  attempt  an  answer;  but  at  least,  I believe 
I have  given  an  honest  appraisal  of  a very  difficult 
problem.  It  would  be  easy  to  turn  our  backs  on  the 
problem  and  hope  things  work  out  but,  the  Legisla- 
tive Research  Council  and  the  state  budget  director 
have  no  choice  but  to  ask  some  hard  questions. 


Roscoe  E.  Dean,  M.D. 
Wessington  Springs,  SD 


Note:  Dr.  Dean  ia  a family  physician  in  Wessington  Springs,  SD. 
He  has  had  30  years  experience  as  a family  physician  in  a rural 
community  and  is  a charter  member  of  the  American  Board  of 
Family  Physicians.  He  is  a graduate  of  the  University  of  South 
Dakota  and  Temple  University  Medical  Schools.  He  completed  a 
rotating  internship  and  residency  in  pathology  at  Ancker  Hospital 
(now  Ramsey  County)  St.  Paul,  Minnesota.  During  his  surgical 
residency  at  Ancker  Hospital  he  was  also  assistant  super- 
intendent of  the  hospital.  In  addition,  he  spent  two  years  on  the 
surgical  staff  of  Wm.  Beaumont  Army  General  Hospital  teaching 
obstetrics  and  gynecology. 


PHYSICIAN  WANTED 

The  Splitrock  Clinic  Association  is  in  search  of  a 
general  practitioner  physician  for  the  commun- 
ity of  Garretson,  South  Dakota,  and  the  sur- 
rounding area.  The  population  of  the  service 
area  is  about  1 0,000  and  Garretson  itself  has  a 
population  of  900.  The  farm  community  of 
Garretson  includes  several  churches,  a grade 
and  high  school,  a 78  bed  nursing  home,  a 
medical  clinic,  a pharmacy,  grocery,  bank,  legal 
services  and  several  other  businesses  too  nu- 
merous to  name.  Interesting  historical  sights 
and  a state  park  lend  themselves  to  the  natural 
beauty  of  the  area.  Five  hospitals  are  within  a 
30  mile  radius  of  Garretson,  with  Sioux  Falls, 
population  of  80,000,  only  25  miles  away.  We 
currently  have  a local  physician  and  are  seeking 
another  physician  to  compliment  his  ever- 
increasing  practice.  Send  inquiries  to: 

Splitrock  Clinic  Association 
Gloria  Schultz 
920  4th  St. 

Garretson,  SD  57030 
Phone:  (605)  594-3466 
or 

(605)  594-6683 


FAMILY  PRACTITIONER  WANTED 

1 3-man,  mixed  group  practice  seeking 
family  practitioner  to  join  its  Family 
Practice  Department  of  six  family 
practitioners  located  100  miles  south 
of  the  Twin  Cities  in  a community  of 
25,000.  Ideal  community  with  excellent 
schools  and  multiple  recreational  op- 
portunities, new  hospital.  Liberal  bene- 
fits and  top  salary  offered.  This  is  a 
choice  practice  opportunity  in  rural 
southern  Minnesota.  Please  contact: 

James  Burns,  M.D. 

210  N.  St.  Mary  St. 

Albert  Lea,  MN  56007 
(507)  373-1441 


FAMILY  PRACTICE  PHYSICIANS  NEEDED 

Established,  general  practice  physician  retired 
September  1 980.  Clinic  office  and  equipment 
available  on  hospital  grounds.  Retired  physician 
offers  clinic  rent  free  for  six  months  and  then 
will  sell  to  physician  at  extremely  reasonable 
price.  Practicing  physician  is  willing  to  establish 
call  schedule  for  weekdays,  weekends,  con- 
tinuing education  and  vacations.  Hospital  willing 
to  guarantee  income. 

The  hospital  is  prepared  to  purchase  some 
new  equipment  for  the  hospital  if  necessary.  25 
bed  hospital  built  in  1970.  Adjoining  48  bed 
intermediate  care  facility,  99%  occupancy. 
Beeper  system. 

Community:  population  approximately  1 ,500 
in  Platte  and  trade  center  for  several  smaller 
communities.  Missouri  River  is  14  miles  west 
with  all  kinds  of  hunting,  fishing  and  boating, 
etc.  Golf  course  and  club  house  just  outside  of 
town.  Swimming  pool  and  tennis  court.  Very 
good  school  system  (public  and  Christian  pri- 
vate). Nine  churches.  Contact; 

Patricia  Biddle,  RN,  Administrator 
Platte  Community  Memorial  Hospital 
Platte,  SD  57369 
Call  Collect:  (605)  337-3364 
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SUPPOSITORIES/CREAM  WITH 


HYDROCORTISONE  ACETATE 

#1  prescribed  hemorrhoidal  prodi^  | i 


ANUSOL-HC*  SUPPOSITORIES 

Hemorrhoidal  Suppositories 

ANUSOL-HC®  CREAM 

Rectal  Cream  with  Hydrocortisone  Acetate 

Caution:  Federal  law  prohibits  dispensing  without 
prescription. 

Description:  Each  Anusol-HC  Suppository  contains  hydrocor- 
tisone acetate,  10.0  mg;  bismuth  subgallate,  2.25%;  bismuth 
resorcin  compound,  1.75%,  benzyl  benzoate,  1.2%;  Peruvian 
balsam,  1.8%i;  zinc  oxide,  1 1.0%;  also  contains  the  following 
inactive  ingredients;  dibasic  calcium  phosphate,  and  certified 
coloring  in  a hydrogenated  vegetable  oil  base. 

Each  gram  of  Anusol-HC  Cream  contains  hydrocortisone 
acetate,  5.0  mg;  bismuth  subgallate,  22.5  mg;  bismuth 
resorcin  compound,  17  5 mg,  benzyl  benzoate,  12  0 mg; 
Peruvian  balsam,  18.0  mg,  zinc  oxide,  1 10.0  mg;  also  contains 
the  following  inactive  ingredients:  propylene  glycol,  propyl- 
paraben, methylparaben,  polysorbate  60  and  sorbitan 
monostearate  in  a water-miscible  base  of  mineral  oil,  glyceryl 
stearate  and  water 

Indications:  Anusol-HC  Suppositories  and  Anusol-HC  Cream 
are  adjunctive  therapy  for  the  symptomatic  relief  of  pain  and 
discomfort  in;  external  and  internal  hemorrhoids,  proctitis, 
papillitis,  cryptitis,  anal  fissures,  incomplete  fistulas  and  relief  of 
local  pain  and  discomfort  following  anorectal  surgery. 
Anusol-HC  Cream  is  also  indicated  for  pruritus  am. 


Anusol-HC  is  especially  indicated  when  inflammation  is 
present.  After  acute  symptoms  subside,  most  patients  can  be 
maintained  on  regular  Anusol®  Suppositories  or  Ointment. 
Contraindications:  Anusol-HC  Suppositories  and  Anusol-HC 
Cream  are  contraindicated  in  those  patients  with  a history  of 
hypersensitivity  to  any  of  the  components  of  the  preparations. 
Warnings:  The  safe  use  of  topical  steroids  during  pregnancy 
has  not  been  fully  established.  Therefore,  during  pregnancy, 
they  should  not  be  used  unnecessarily  on  extensive  areas,  in 
large  amounts  or  for  prolonged  periods  of  time. 

Precautions:  Symptomatic  relief  should  not  delay  definitive 
diagnoses  or  treatment. 

If  irritation  develops,  Anusol-HC  Suppositories  and 
Anusol-HC  Cream  should  be  discontinued  and  appropriate 
therapy  instituted. 

In  the  presence  of  an  infection  the  use  of  an  appropriate 
antifungal  or  antibacterial  agent  should  be  instituted.  It  a 
favorable  response  does  not  occur  promptly,  the  cortico- 
steroid should  be  discontinued  until  the  infection  has  been 
adequately  controlled. 

Care  should  be  taken  when  using  the  corticosteroid 
hydrocortisone  acetate  in  children  and  infants. 

Anusol-HC  is  not  for  ophthalmic  use 
Dosage  and  Administration:  Anusol-HC  Suppositories  — 
Adults:  Remove  foil  wrapper  and  insert  suppository  into  the 
anus  Insert  one  suppository  in  the  morning  and  one  at 


bedtime  for  3 to  6 days  or  until  inflammation  subsides.  Then 
maintain  patient  comfort  with  regular  Anusol  Suppositories. 

Anusol-HC  Cream  — Adults;  After  gentle  bathing  and 
drying  of  the  anal  area,  remove  tube  cap  and  apply  to  the 
exterior  surface  and  gently  rub  in  For  internal  use,  attach  the 
plastic  applicator  and  insert  into  the  anus  by  applying  gentle 
continuous  pressure.  Then  squeeze  the  tube  to  deliver 
medication.  Cream  should  be  applied  3 or  4 times  a day  for  3 
to  6 days  until  inflammation  subsides  Then  maintain  patient 
comfort  with  regular  Anusol  Ointment. 

WOTf ; If  staining  from  either  of  the  above  prcxfucts  occurs, 
the  stain  may  be  removed  from  fabric  by  hand,  or  machine 
washing  with  household  detergent. 

How  Supplied:  Anusol-HC  Suppositories—  boxes  of  12 
(N  0047-0089-12)  and  boxes  of  24  (N  0047-0089-24)  in 
silver  foil  strips  with  Anusol-HC  W/C  printed  in  black. 

Anusol-HC  Cream  — pne-ounce  tube  (N  0047-0090-01) 
with  plastic  applicator. 

Store  between  59°-86°  F {15°-30°  C). 

Full  information  is  available  on  request 
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SOUTH  DAKOTA  ACADEMY  OF  FAMILY  PHYSICIANS 
3001  South  Holly  Avenue 
Sioux  Falls,  SD  57105 
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Physician 

Partners 


PROFILE  OF  OFFICE-BASED  PRACTICE  OF  ACTIVE  ACADEMY  MEMBERS 

January  1980 

Conducted  by 

Division  of  Research  and  Information  Resources 
AMERICAN  ACADEMY  OF  FAMILY  PHYSICIANS 
1740  West  92nd  Street 
Kansas  City,  Missouri  641 14 


MEAN  Percentages 

Distribution  of  Practice  Arrangement 

Patient  Population  of  Family 

Active  Academy  Members  Two-Person  Practice  Multispecialty 

who  are  Office-based Total Solo Partnership Group Group 

Under  15  years 15.1  13.8  16.2  17.6  15.2 

(n  = 2,313)  (n  = 593)  (n  = 589)  (n  = 526)  (n  = 605) 

15-24  years  14.2  13.3  14.4  14.8  17.0 

25-44  years  21.5  21.0  22.1  21.6  23.0 

45-64  years  24.7  25.9  24.1  23.2  23.0 

65  years  and  over 24.4  26.0  23.3  22.8  21.8 

Total  100.0  100.0  100.0  100.0  100.0 


U.S.  Based  Active  AAFP  Members  who  were  in  Office-based  Direct 
Patient  Care  by  Age  and  Whether  Physician  Makes  House  Calls 


Active  AAFP 
Members  by  Age 

Total 

Percent 

Make 

House  Calls 
Percent 

Do  Not  Make 

House  Calls 

Percent 

Not 

Reported 

Percent 

Total  

100.0 

(n=3,181) 

(N =20,479) 

53.1 

38.1 

_8J 

26-35  years 

100.0 
(n  = 664) 

(N  = 3,249) 

40.6 

52.0 

7.4 

36-45  years  

100.0 
(n  = 666) 

(N  = 3,674) 

49.6 

41.0 

9.4 

46-55  years  

100.0 

(n  = l,036) 

(N  = 7,221) 

53.0 

36.1 

10.9 

56-65  years  

100.0 
(n  = 665) 

(N  = 5,096) 

62.6 

29.9 

7.5 

66-75  years 

100.0 
(n  = 128) 

(N  = l,100) 

63.0 

33.6 

3.4 

Over  75  years 

100.0 

(n  = 8) 

(N=46) 

58.4 

41.6 

0.0 

Not  reported 

100.0 

(n=14) 

(N  = 92) 

3.6 

85.0 

11.4 

MEAN 

50.7  years 

47.4  years 

48.6  years 

MEDIAN 

51.8  years 

48.3  years 

49.7  years 

Who  gets  hurt  if  health  insurance  is  priced  out  of 

the  market  ? 

A question  that  all  of  us  must  consider ! 

Health  care  cost  containment  is  everyone’s  responsibility 
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SOUTH  DAKOTA  BLUE  SHIELD 

1601  West  Madison  Street 
Sioux  Falls,  South  Dakota  57104 


SOUTH  DAKOTA 


IT'S  HIGHLY 
FECOMMENDED... 

AND  FOR  GOOD  REASONS 


1 . provides  broad-spectrum,  overlapping  antibacterial  effectiveness  against 
common  susceptible  pathogens,  including  staph  and  strep 

2.  helps  prevent  topical  infections,  and  treats  those  that  have  already 
started 

3.  it’s  good  medicine  for  abrasions,  lacerations,  open  wounds,  primary 
pyodermas,  secondarily  infected  dermatoses:  and  it’s  painless 
and  cosmetically  pleasing 

4.  contains  three  antibiotics  that  are  rarely  used  systemically 

5.  you  can  recommend  it  in  any  of  the  three  convenient  package 
sizes:  1 oz  tube,  V2  oz  tube,  or  the  versatile,  single-use 
foil  packet 


NEOSPORIN*  Ointment 

(polymyxin  B-bacitracin-neomycin) 


selected 
by  NASA  for 
the  Apollo  and 
Skylab  missions 


Each  gram  contains:  Aerosporin®  (Polymyxin  B Sulfate) 
5.000  units,  bacitracin  zinc  400  units,  neomycin  sulfate 
5 mg  (equivalent  to  3 5 mg  neomycin  base);  special  white 
petrolatum  qs:  in  tubes  of  1 oz  and  1/2  02  and  1/32  oz 
(approx.)  foil  packets 

WARNING:  Because  of  the  potential  hazard  of  nephro- 
toxicity and  ototoxicity  due  to  neomycin,  care  should  be 
exercised  when  using  this  product  in  treating  extensive 
burns,  trophic  ulceration  and  other  extensive  conditions 
where  absorption  of  neomycin  is  possible  In  burns  where 
more  than  20  percent  of  the  body  surface  is  affected, 
especially  if  the  patient  has  impaired  renal  function  or  Is 
receiving  other  aminoglycoside  antibiotics  concurrently, 
not  more  than  one  application  a day  is  recommended 


When  using  neomycin-containing  products  to  control 
secondary  infection  in  the  chronic  dermatoses,  it  should 
be  borne  in  mind  that  the  skin  is  more  liable  to  become 
sensitized  to  many  substances.  Including  neomycin.  The 
manifestation  of  sensitization  to  neomycin  isusually  a low 
grade  reddening  with  swelling,  dry  scaling  and  itching;  it 
may  be  manifest  simply  as  a failure  to  heal  During  long- 
term use  of  neomycin-containing  products,  periodic 
examination  for  such  signs  is  advisable  and  the  patient 
should  be  told  to  discontinue  the  product  if  they  are  ob- 
served. These  symptoms  regress  quickly  on  withdrawing 
the  medication  Neomycin-containing  applications 
should  be  avoided  for  that  patient  thereafter 

PRECAUTIONS:  As  with  other  antibacterial  preparations. 


prolonged  use  may  result  in  overgrowth  of  nonsusceptible 
organisms,  including  fungi  Appropriate  measures  should 
be  taken  if  this  occurs. 

ADVERSE  REACTIONS:  Neomycin  is  a not  uncommon 
cutaneous  sensitizer  Articles  in  the  current  literature 
indicate  an  increase  in  the  prevalence  of  persons  allergic 
to  neomycin.  Ototoxicity  and  nephrotoxicity  have  been 
reported  (see  Warning  section) 

Complete  literature  available  on  request  from  Profes- 
sional Services  Dept.  PML 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 
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Laboratory  Aids 


Sponsored  by  the  South  Dakota  Society  of  Pathologists 

Viral  Diagnosis— The  Nitty-Gritty 

A criticism  often  aimed  at  the  viral  laboratory  is 
the  low  yield  of  positive  results.  A much  higher 
yield  is  possible  but  it  takes  good  communication 
between  the  physician  and  the  viral  diagnostic  labo- 
ratory. You  should  request  pertinent  material  from 
the  laboratory  and  keep  it  available  for  reference. 
Here  are  some  salient  points  to  produce  the  most 
meaningful  results. 

1.  The  cases  must  be  selected  —reference  to 
printed  material  supplied  by  the  laboratory  or  a 
call  to  the  laboratory  director  is  adequate. 
Appropriate  clinical  information  must  also  be 
included  on  the  laboratory  requisition  slip, 
e.g.,  age,  sex,  description  and  duration  of  signs 
and  symptoms. 

2.  Specimens  must  be  collected  from  the  appro- 
priate site  in  an  appropriate  manner— your 
laboratory  will  supply  material  upon  request. 

3.  The  specimen  must  be  collected  early  in  the 
infection— first  several  days. 

4.  The  specimens  must  be  placed  in  a suitable 
transport  medium  and  taken  directly  to  labora- 
tory. Refrigeration  or  freezing  may  be  neces- 
sary—this  information  again  can  be  obtained 
from  most  laboratories  on  request.  The  longer 
the  delay  between  collection  and  inoculation; 
the  lower  the  yield. 

In  many  cases  laboratory  personnel  can  collect 
nasopharyngeal,  throat,  urine,  fecal  or  conjunctival 
specimens.  In  certain  situations  a labile  virus  such  as 
respiratory  syncytial  virus  can  only  be  isolated  by 
immediate  inoculation.  A time  must  be  arranged 
with  the  laboratory  for  collection  and  submission  of 
the  specimen. 

What  about  direct  immunofluorescent  (IF)  tech- 
niques or  cytologic  techniques?  These  should  be 
arranged  with  the  laboratory.  For  example,  a diag- 
nosis of  herpes  simplex  type  I or  II  may  be  made  in 
this  manner  from  suspected  genital  or  oral  ulcers  or 
vesicles,  ocular  or  skin  lesions,  or  brain  biopsy. 
Specimens  or  glass  slides  do  not  need  to  be  refriger- 
ated or  fixed  if  handled  immediately.  If  only  cytolo- 
gy is  desired,  fix  in  95%  alcohol.  If  should  be  re- 
membered that  immunofluorescent  (IF)  or  cytolo- 
gic diagnosis  is  more  rapid  but  less  sensitive  than 
culture. 

Lastly,  confirmatory  acute  phase  (collected  as  ear- 
ly as  possible  in  the  illness)  and  convalescent  phase 
(collected  at  two  weeks  of  onset  of  symptoms)  se- 
rum specimens  should  be  collected  to  confirm  the 
diagnosis. 

John  F.  Barlow,  M.D. 

Pathologist 


Tenuate°(S 

(diethylproplon  hydrochloride  NF) 

Tenuate  Dospan^ 

(diethylproplon  hydrochloride  NF)  controlled-release 
AVAILABLE  ONLY  ON  PRESCRIPTION 
Briet  Summary 

INDICATION:  Tenuate  and  Tenuate  Dospan  are  indicated  In  the 
management  of  exogenous  obesity  as  a short-term  adjunct  (a  tew 
weeks)  In  a regimen  of  weight  reduction  based  on  caloric  restriction 
The  limited  usefulness  of  agents  of  this  class  should  be  measured 
against  possible  risk  factors  Inherent  in  their  use  such  as  those 
described  below 

CONTRAINDICATIONS:  Advanced  arteriosclerosis,  hyperthyroidism, 
known  hypersensitivity,  or  idiosyncrasy  to  the  sympathomimetic 
amines,  giaucoma  Agitated  states  Patients  with  a history  of  drug 
abuse  During  or  within  14  days  following  the  administration  of  mono- 
amine oxidase  inhibitors,  (hypertensive  crises  may  result), 
WARNINGS:  If  tolerance  develops,  the  recommended  dose  should 
not  he  exceeded  in  an  attempt  to  increase  the  effect:  rather,  the  drug 
should  be  discontinued  Tenuate  may  impair  the  ability  of  the  patient 
to  engage  in  potentially  hazardous  activities  such  as  operating 
machinery  or  driving  a motor  vehicle:  the  patient  should  therefore  be 
cautioned  accordingly  Drug  Dependence  Tenuate  has  some  chemi- 
cal and  pharmacologic  similarities  to  the  amphetamines  and  other 
related  stimulant  drugs  that  have  been  extensively  abused  There 
have  been  reports  of  subjects  becoming  psychologically  dependent 
on  diethylproplon  The  possibility  of  abuse  should  be  kept  in  mind 
when  evaluating  the  desirability  of  including  a drug  as  part  of  a weight 
reduction  program  Abuse  of  amphetamines  and  related  drugs  may 
be  associated  with  varying  degrees  of  psychologic  dependence  and 
social  dysfunction  which,  in  the  case  of  certain  drugs,  may  be  severe 
There  are  reports  of  patients  who  have  increased  the  dosage  to  many 
times  that  recommended  Abrupt  cessation  following  prolonoedhign 
dosage  administration  results  in  extreme  fatigue  and  mental  depres- 
sion, changes  are  also  noted  on  the  sleep  EEG  Manifestations  of 
chronic  intoxication  with  anorectic  drugs  Include  severe  dermatoses, 
marked  insomnia,  irritability,  hyperactivity,  and  personality  changes 
The  most  severe  manifestation  of  chronic  intoxications  Is  psychosis, 
often  clinically  indistinguishable  from  schizophrenia.  Use  in 
Pregnancy  Although  rat  and  human  reproductive  studies  have  not 
indicated  adverse  effects,  the  use  of  Tenuate  by  women  who  are 
pregnant  or  may  become  pregnant  requires  that  the  potential  benefits 
be  weighed  against  the  potential  risks.  Use  in  Children  Tenuate  Is 
not  recommended  for  use  in  children  under  12  years  of  age. 
PRECAUTIONS:  Caution  Is  to  be  exercised  in  prescribing  Tenuate 
for  patients  with  hypertension  or  with  symptomatic  cardiovascular 
disease,  including  arrhythmias  Tenuate  should  not  be  administered 
to  patients  with  severe  hypertension.  Insulin  requirements  in  diabetes 
mellitus  may  be  altered  In  association  with  the  use  of  Tenuate  and 
the  concomitant  dietary  regimen,  Tenuate  may  decrease  the  hypo- 
tensive effect  of  guanethidine  The  least  amount  feasible  should  be 
prescribed  or  dispensed  at  one  time  in  order  to  minimize  the  possibility 
of  overdosage  Reports  suggest  that  Tenuate  may  increase  convul- 
sions In  some  epileptics.  Therefore,  epileptics  receiving  Tenuate 
should  be  carefully  monitored.  Titration  of  dose  or  discontinuance  of 
Tenuate  may  be  necessary 

ADVERSE  REACTIONS:  Cardiovascular  Palpitation,  tachycardia, 
elevation  of  blood  pressure,  precordial  pain,  arrhythmia.  One  pub- 
lished report  described  T-wave  changes  in  the  ECG  of  a healthy  young 
male  after  ingestion  of  diethylproplon  hydrochloride.  Central  Nervous 
System  Overstimulation,  nervousness,  restlessness,  dizziness,  jit- 
terlness.  Insomnia,  anxiety,  euphoria,  depression,  dysphoria,  tremor, 
dyskinesia,  mydriasis,  drowsiness,  malaise,  headache:  rarely  psy- 
chotic episodes  at  recommended  doses.  In  a few  epileptics  an 
Increase  in  convulsive  episodes  has  been  reported  Gastroinlestinal: 
Oryness  of  the  mouth,  unpleasant  taste,  nausea,  vomiting, abdominal 
discomfort,  diarrhea,  constipation,  other  gastrointestinal  distur- 
bances, Allergic  Urticaria,  rash,  ecchymosis,  erythema.  Endocrine 
impotence,  changes  in  libido,  gynecomastia,  menstrual  upset.  Hema- 
topoietic System  Bone  marrow  depression,  agranulocytosis,  leuko- 
penia Miscellaneous  A variety  of  miscellaneous  adverse  reactions 
has  been  reported  by  physicians.  These  include  complaints  such  as 
dyspnea,  hair  loss,  muscle  pain,  dysuria,  increased  sweating,  and 
polyuria 

DOSAGE  AND  ADMINISTRATION:  Tenuate  (diethylproplon  hydro- 
chloride) One  25  mg  tablet  three  times  dally,  one  hour  before  meals, 
and  in  midevenmg  if  desired  to  overcome  night  hunger  Tenuate 
Dospan  (diethylproplon  hydrochloridelcontrolled-release:  One  75  mg 
tablet  daily,  swallowed  whole,  in  midmorning.  Tenuate  Is  not  recom- 
mended (or  use  in  children  under  12  years  of  age, 

OVERDOSAGE:  Manifestations  of  acute  overdosage  include  rest- 
lessness, tremor,  hyperreflexia.  rapid  respiration,  confusion,  assault- 
iveness. hallucinations,  panic  states  Fatigue  and  depression  usually 
follow  the  central  stimulation  Cardiovascular  effects  include  arrhyth- 
mias, hypertension  or  hypotension  and  circulatory  collapse.  Gastro- 
intestinal symptoms  include  nausea,  vomiting,  diarrhea,  and 
abdominal  cramps.  (Dverdose  of  pharmacologically  similar  com- 
pounds has  resulted  in  fatal  poisoning,  usually  terminating  in  con- 
vulsions and  coma  Management  of  acute  Tenuate  Intoxication  Is 
largely  symptomatic  and  includes  lavage  and  sedation  with  a barbitu- 
rate Experience  with  hemodialysis  or  peritoneal  dialysis  is  inade- 
quate to  permit  recommendation  in  this  regard  Intravenous 
pheniolamlne  (Regitine")  has  been  suggested  on  pharmacologic 
grounds  (or  possible  acute,  severe  hypertension,  if  this  complicates 
Tenuate  overdosage 
Product  Information  as  of  April,  1976 
MERRELL-NATIONAL  laboratories  Inc. 

Cayey,  Puerto  Rico  00633 
Direct  Medical  Inouiries  to 
MERRELL-NATIONAL  LABORATORIES 
Division  of  Richardson-Meriell  Inc 
Cincinnati.  Ohio  45215.  U S A, 

Licensor  of  Merrell" 

References:  1 . Citations  available  on  request  (tom  Medical  Research 
Department.  MERRELL-NATIONAL  LABORATORIES,  Cincinnati, 
Ohio  45215  2.  Hoekenga,  M T,  O DIIIon  |Oillon|,  R H , and  Leyland. 
H M A comprehensive  review  of  diethylproplon  hydrochloride  In, 
Central  Mechanisms  of  Anorectic  Drugs,  S GarattiniandR  Samanin, 
Ed  . New  York,  Raven  Press,  1978.  pp  391-404 

Merrell 
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Overweight  may  not  always  be  simple... 


♦Studies  have  shovwn  that  obesity  is  associated  with  an  increased  incidence  of 
hypertension,  symptomatic  heart  disease,  adult-onset  diabetes,  and  other  diseases. 


Memll 


For  prescribing  information  see  opposite  page 


complications  can  devel 
Complicated  or  not  ■■■ 


Tenuate-it  makes  sense. 

And  it^  responsible  medicine. 


A useful  short-term  adjunct 
in  an  indicated  weight  loss  program. 

Overweight  patients  in  certain  diagnostic  categories  often  require 
strict  appetite  control  and  a successful  program  of  weight 
reduction  may  tend  to  diminish  the  incidence  or  severity  of  the . . 
complications  in  some  patients.  Diethylpropion  hydrochloride 
has  been  reported  useful  in  such  patients  and  while  it  is  not 
suggested  that  Tenuate  itself  in  any  way  reduces  the 
complications  of  overweight,  it  may  have  a useful  place  as  a 
short-term  adjunct  in  a prescribed  dietary  regimen. Tenuate 
should  not  be  administered  to  patients  with  severe  hypertension; 
see  additional  Warnings  and  Precautions  on  the  opposite  page. 

In  uncomplicated  overweight. 

Many  patients,  on  the  other  hand,  present  with  excess  fat  but  no 
disease.  While  this  condition  is  often  termed  uncomplicated 
obesity,  complications  of  both  a social  and  a psychologic  nature 
may  be  distressingly  real  for  the  patients.  In  these  cases,  a 
short-term  regimen  of  Tenuate  can  help  reinforce  your  dietary 
counsel  during  the  important  early  weeks  of  an  indicated  weight 
loss  program. 

Ciinical  effectiveness. 

The  anorectic  effectiveness  of  diethylpropion  hydrochloride  is 
well  documented.  No  less  than  16  separate  double-blind,  placebo- 
controlled  studies  attest  to  its  usefulness  in  daily  practice.’  And 
the  unique  chemistry  of  Tenuate  provides  “. . .anorectic  potency 
with  minimal  overt  central  nervous  system  or  cardiovascular 
stimulation.’’^  Compared  with  the  amphetamines,  diethylpropion 
has  minimal  potential  for  abuse. 


'The  Family  of  Man”  by  Roberto  Moretti, 
a statuary  in  crystal  symbolizing  the  broad  range  of 
hypertensive  patients  eligibie  for  therapy  with  Catapres. 


4. 


It’s  for  all  kinds  of 


• Unlike  beta  blockers,  Catap 

• Catapres  can  be  useful  even  in  these 

Congestive  heart  failure  Allergic  rhinitis 

Ventricular  hypertrophy  Hepatic  disease 

Hyperglycemia  Hyperuricemia 

Diabetes  mellitus  Gouty  arthritis 

Bronchial  asthma  Sulfonamide  hypersensitivity 

Like  any  antihypertensive,  use  with  caution  in  severe 
coronary  insufficiency,  recent  myocardial  infarction, 
cerebrovascular  disease  or  chronic  renal  failure. 

work/play— normal  hemodynamic  responses  to  exercise  maintained. 

love  —low  incidence  of  impotence  and/or  loss  of  libido; 

2.8%  in  1,923  patients  studied.^ 

cardiac  output-  tends  to  return  to  control  values  during  long-term  therapy, 
blood  flow— preserved  in  kidney. 

No  Single  Advantage  Determines  Drug  Choice. 

Other  factors  must  include: 


The  drug’s  effectiveness  in  a given  patient,  its 
side  effects,  warnings,  precautions,  tolerance, 
etc.  A rational  therapeutic  choice  depends  on  a 
careful  assessment  of  all  such  factors. 
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atfcjjareficrge  stimulation  decreases  syrnpametic  outflow  from 
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Catapres® 

(clonidine  hydrochloride) 

Tablets  of  0.1, 0.2, 0.3  mg 

Indication:  The  drug  is  indicated  in  the  treatment  of  hypertension.  As  an  anti- 
hypertensive drug,  Catapres  (clonidine  hydrochloride)  is  mild  to  moderate  in 
potency.  It  may  be  employed  in  a general  treatment  program  with  a diuretic  and/or 
other  antihypertensive  agents  as  needed  for  proper  patient  response. 

Warnings:  Tolerance  may  develop  in  some  patients  necessitating  a reevaluation 
of  therapy. 

Usage  in  Pregnancy:  In  view  of  embryotoxic  findings  in  animals,  and  since 
information  on  possible  adverse  effects  in  pregnant  women  is  limited  to  uncon- 
trolled clinical  data,  the  drug  is  not  recommended  in  women  who  are  or  may 
become  pregnant  unless  the  potential  benefits  outweigh  the  potential  risk  to 
mother  and  fetus. 

Usage  in  Children:  No  clinical  experience  is  available  with  the  use  of  Catapres 
(clonidine  hydrochloride)  in  children. 

Precautions:  When  discontinuing  Catapres  (clonidine  hydrochloride),  reduce  the 
dose  gradually  over  2 to  4 days  to  avoid  a possible  rapid  rise  in  blood  pressure  and 
associated  subjective  symptoms  such  as  nervousness,  agitation,  and  headache. 
Patients  should  be  instructed  not  to  discontinue  therapy  without  consulting  their 
physician.  Rare  instances  of  hypertensive  encephalopathy  and  death  have  been 
recorded  after  cessation  of  clonidine  hydrochloride  therapy.  A causal  relationship 
has  not  been  established  in  these  cases.  It  has  been  demonstrated  that  an 
excessive  rise  in  blood  pressure,  should  it  occur,  can  be  reversed  by  resumption  of 
clonidine  hydrochloride  therapy  or  by  intravenous  phentolamine.  Patients  who 
engage  in  potentially  hazardous  activities,  such  as  operating  machinery  or  driving, 
should  be  advised  of  the  sedative  effect.  This  drug  may  enhance  the  CNS- 
depressive  effects  of  alcohol,  barbiturates  and  other  sedatives.  Like  any  other 
agent  lowering  blood  pressure,  clonidine  hydrochloride  should  be  used  with 
caution  in  patients  with  severe  coronary  insufficiency,  recent  myocardial  infarction, 
cerebrovascular  disease  or  chronic  renal  failure. 

As  an  integral  part  of  their  overall  long-term  care,  patients  treated  with  Catapres 
(clonidine  hydrochloride)  should  receive  periodic  eye  examinations.  While,  except 
for  some  dryness  of  the  eyes,  no  drug-related  abnormal  ophthalmologic  findings 
have  been  recorded  with  Catapres  (clonidine  hydrochloride),  in  several  studies 
the  drug  produced  a dose-dependent  increase  in  the  incidence  and  severity  of 


spontaneously  occurring  retinal  degeneration  in  albino  rats  treated  for  6 months  or 
longer. 

Adverse  Reactions:  The  most  common  reactions  are  dry  mouth,  drowsiness  and 
sedation.  Constipation,  dizziness,  headache,  and  fatigue  have  been  reported 
Generally  these  effects  tend  to  diminish  with  continued  therapy.  The  following 
reactions  have  been  associated  with  the  drug,  some  of  them  rarely.  (In  some 
instances  an  exact  causal  relationship  has  not  been  established.)  These  include: 
Anorexia,  malaise,  nausea,  vomiting,  parotid  pain,  mild  transient  abnormalities  in 
liver  function  tests;  one  report  of  possible  drug-induced  hepatitis  without  icterus 
and  hyperbilirubinemia  in  a patient  receiving  clonidine  hydrochloride,  chlor 
thalidone  and  papaverine  hydrochloride.  Weight  gain,  transient  elevation  of  blood 
glucose,  or  serum  creatine  phosphokinase:  congestive  heart  failure,  Raynaud's 
phenomenon;  vivid  dreams  or  nightmares,  insomnia,  other  behavioral  changes 
nervousness,  restlessness,  anxiety  and  mental  depression.  Also  rash,  an 
gioneurotic  edema,  hives,  urticaria,  thinning  of  the  hair,  pruritus  not  associated 
with  a rash,  impotence,  urinary  retention,  increased  sensitivity  to  alpohol,  dryness, 
itching  or  burning  of  the  eyes,  dryness  of  the  nasal  mucosa,  pallor,  gynecomastia, 
weakly  positive  Coombs'  test,  asymptomatic  electrocardiographic  abnormalities 
manifested  as  Wenckebach  period  or  ventricular  trigeminy. 

Overdosage:  Profound  hypotension,  weakness,  somnolence,  diminished  or  ab- 
sent reflexes  and  vomiting  followed  the  accidental  ingestion  of  Catapres  (clonidine 
hydrochloride)  by  several  children  from  19  months  to  5 years  of  age.  Gastric 
lavage  and  administration  of  an  analeptic  and  vasopressor  led  to  complete  re- 
covery within  24  hours.  Tolazoline  in  intravenous  doses  of  10  mg  at  30-minute 
intervals  usually  abolishes  all  effects  of  Catapres,  (clonidine  hydrochloride)  over- 
dosage. 

How  Supplied:  Catapres,  brand  of  clonidine  hydrochloride,  is  available  as  0.1  mg 
(tan)  and  0.2  mg  (orange)  oval,  single-scored  tablets  in  bottles  of  100  and  1000.  Also 
available  as  0.3  mg  (peach)oval,  single-scored  tablets  In  bottles  of  100. 

For  complete  details,  please  see  full  prescribing  Information. 
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■ Tablets  of  0.1, 0.2, 0.3  mg 

Catapres 

(clonidine  HCI) 


Hypertension 


• No  contraindications. 

• Effective  in  all  degrees  of  hypertension.  It  is  mild  to 
moderate  in  potency. 

• Low  incidence  of  depression,  impotence,  orthostatic 
hypotension — no  fatal  hepatotoxicity. 

• Preserves  kidney  blood  flow. 

Most  common  side  effects  are  dry  mouth,  drowsiness, 
and  sedation  which  generally  tend  to  diminish  with  time. 


The  usual  starting  dose  of  Catapres  is  0.1  mg  at  break- 
fast and  0.1  mg  at  bedtime.  Some  patients  may  benefit 
from  a starting  dose  of  0.1  mg  at  bedtime. 

Usual  daily  dose  range — 0.2  — 0.8  mg 

Maximum  daily  dose — 2.4  mg 

Doses  as  high  as  this  have  rarely  been  employed. 

For  optimal  results,  the  dose  of  Catapres  must  be 
adjusted  according  to  the  patient’s  individual  blood 
pressure  response. 
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Clinicopathological  Conference 


Forty-Seven  Year  Old  Woman  With  Sudden 
Onset  of  Aphasia 


Milo  V.  Anderson,  M.D.* 

Discusser 

John  F.  Barlow,  M.D.** 

Editor 


Case  No.  793-328 

This  47-year-old  housewife,  mother  of  three,  was  admitted  to 
Sioux  Valley  Hospital  because  of  inability  to  talk  for  several 
hours. 

The  patient  had  had  known  chronic  obstructive  lung  disease 
and  was  a long  time  smoker  with  mild  elevation  of  the  hemato- 
crit and  mild  reduction  of  pulmonary  function.  She  had  been 
mildly  cyanotic  for  several  years.  She  had  continued  to  smoke 
and  had  suffered  from  nervousness,  insomnia  and  excessive 
use  of  alcohol  for  several  years.  Other  than  the  above  she  was 
well  until  the  night  prior  to  admission  when  it  was  noted  that 
she  had  garbled  speech  and  became  totally  unable  to  talk.  The 
patient  apparently  had  some  headache  but  this  was  somewhat 
difficult  to  determine. 

The  history  was  otherwise  unremarkable,  except  that  the 
patient  had  slowly  lost  weight  during  the  last  several  years,  but 
there  were  no  other  complaints  on  the  review  of  systems. 
PHYSICAL  EXAMINATION:  Well-developed  somewhat  un- 
dernourished skinny  woman  with  a dusky  complexion  without 
clubbing.  Pulse  118/min.  and  regular;  respirations  26/min. 
and  regular;  blood  pressure  100  systolic  and  60  diastolic;  tem- 
perature 98.6°F.  The  patient  could  only  communicate  by  pan- 
tomime. 

Examination  of  the  head  and  neck  revealed  the  neck  to  be 
stiff  in  forward  and  lateral  motion.  There  was  no  palpable 
cervical  or  axillary  lymphadenopathy.  The  thyroid  was  not  pal- 
pable. The  pupils  were  equal  and  reacted  to  light.  Examination 
of  the  chest  revealed  bilateral  limitation  of  motion.  The  chest 
was  normal  to  percussion  but  the  breath  sounds  were  dimin- 
ished throughout.  There  were  no  rales.  The  heart  was  not  en- 


*  Resident  in  Family  and  Community  Medicine,  Sioux  Falls, 
SD. 

**  Pathologist,  Laboratory  of  Clinical  Medicine  and  Sioux  Valley 
Hospital,  Sioux  Falls,  SD;  Professor  of  Pathology,  School  of 
Medicine,  University  of  South  Dakota. 


larged.  There  were  no  murmurs  or  abnormal  sounds.  Examina- 
tion of  the  abdomen  and  breasts  were  unremarkable.  She  could 
move  all  extremities  well.  The  tendon  reflexes  were  present 
and  equal  throughout. 

A neurological  consultant  felt  that  there  was  some  diminu- 
tion of  the  pupillary  reflex  to  light  due  to  small  pupils.  Ex- 
traoccular  movements  were  grossly  normal,  and  there  was  a 
gross  response  bilaterally  to  visual  field  confrontation.  The 
fundi  could  not  be  visualized  well.  The  speech  was  garbled  but 
the  cranial  nerves  otherwise  appeared  intact.  The  neck  was 
stiff. 

The  carotid  pulses  were  palpable  without  significant  bruits. 
No  definite  weakness  or  abnormalities  of  the  extremities  were 
noted.  She  was  noted  to  have  a non-united  fracture  of  the  right 
humerus  for  the  past  year. 

LABORATORY  DATA:  Urinalysis  yellow,  clear;  specific 
gravity  1.031;  pH  5.0;  1-1-  protein;  small  amount  of  ketone 
bodies,  negative  for  glucose,  bile,  and  hemoglobin;  sediment  0- 

1 white  cells/hpf;  2-4  red  cells/hpf;  hemoglobin  14.2  gm/dl, 
total  leukocyte  count  5000/mm^  (5.0  x 109/L):  with  88%  seg- 
mented neutrophils  and  12%  lymphocytes.  The  cell  indices  and 
remaining  hemogram  were  within  normal  limits.  Platelets 
were  normal  in  number  and  morphology,  and  the  red  cells  were 
normochromic  and  normocytic.  Prothrombin  time  12.5  seconds 
with  11.5  seconds  control,  partial  thromboplastin  time  37  sec- 
onds with  a 33  second  control.  Sodium  134  meq/L;  potassium 
3.7  meq/L;  zetacrit  76%  (elevated)  total  protein  6.4  gm/dl  with 
3.1  gm/dl  albumin;  0.6  gm/dl  alpha  globulin;  1.0  gm/dl  alpha 

2 globulin,  0.9  gm/dl  beta  globulin;  0.9  gm/dl  gamma  globulin. 
Cerebrospinal  fluid  showed  an  opening  pressure  150  mm  of 
water  and  closing  pressure  of  110  mm  of  water.  There  were 
10,150  red  cells/mm^  with  40  white  cells/mm^,  two-thirds  of 
which  were  polymorpholuclear  leukocytes.  The  cerebrospinal 
fluid  protein  was  103  mg/dl  and  glucose  70  mg/dl.  The  serology 
for  syphilis  was  non-reactive.  A serum  test  for  rheumatoid 
factor  was  negative.  Electrocardiograms  showed  marked  right 
axis  deviation  and  right  ventricular  hypertrophy  consistent 
with  pulmonary  disease.  There  were  non-specific  ST  segment 
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elevations.  An  echocardiogram  was  unremarkable.  A CT  scan 
of  the  head  revealed  an  area  of  apparent  extracerebral  and  prob- 
ably intracerebral  hemorrhage  in  the  left  parietal  lobe.  A left 
vertebral  angiogram  was  unremarkable.  The  right  angiogram 
was  unremarkable.  The  left  carotid  angiogram  showed  an  an- 
eurysm arising  from  one  of  the  branches  of  the  left  middle 
cerebral  artery. 

After  admission  the  patient  developed  right  arm  spasms  and 
weakness  and  right  facial  weakness  as  well  as  seizure  activity. 
She  had  progressive  aphasia. 

The  patient  had  the  angiograms  described  above  on  the  sixth 
hospital  day.  On  the  fifteenth  hospital  day,  she  had  a left  pari- 
etal craniotomy  and  excision  of  an  aneurysm.  The  artery  re- 
moved showed  acute  inflammation  and  necrosis,  as  well  as 
organizing  thrombus.  Three  blood  cultures  taken  just  before 
surgery,  were  reported  as  alpha  streptococcus  after  seven  days 
although  there  were  no  organisms  grown  in  early  subcultures. 

DR.  ANDERSON:  This  female  patient  with  known 
chronic  pulmonary  disease  presented  with  abrupt 
onset  of  aphasia.  The  main  finding  on  initial  physical 
examination  was  a stiff  neck. 

Aphasia  is  defined  as  a disorder  of  language  sec- 
ondary to  lesions  of  the  brain.  Most  of  these  lesions 
are  located  in  the  opercular  or  perisylvian  regions  of 
the  dominant  hemisphere.  Gray  matter  lesions  tend 
to  produce  more  deficit  than  white  matter  lesions. 
Indeed,  the  site  is  more  significant  than  the  size  of 
the  lesion  with  small  areas  producing  speech  deficits 
while  larger  areas  produce  Inguage  and  speech  defi- 
cits. Lesions  anterior  to  the  sylvian  area  produce 
deficits  of  speech  (mutism,  decreased  articulation, 
syllable  to  syllable  intonation,  melody)  while  lesions 
posterior  to  the  Sylvian  area  result  in  malpositioning 
of  the  oral  cavity  and  gross  mispronunciation  of 
intended  words  and  syllables  as  well  as  decreased 
discrimination  of  spoken  words;  therefore  there  is 
poor  repetition  and  understanding  of  language. 

There  are  four  major  types  of  aphasia  to  be 
considered;  complete,  Broca’s,  minor  motor  and 
Wernicke’s.  Complete  or  global  aphasia  involves  all 
modes  of  expression;  spoken  or  written  word,  ges- 
ture, reading  and  understanding  the  spoken  word.  If 
the  aphasia  is  more  or  less  permanent,  it  implies  a 
process  involving  a large  perisylvian  lesion  of  the 
left  cerebral  hemisphere.  This  is  seen  with  in- 
volvement of  both  major  divisions  of  the  middle 
cerebral  artery  (MCA),  origin  of  MCA,  or  left  inter- 
nal carotid.  Thrombus  or  embolus  formation  or  a 
large  left  intracerebral  hemorrhage,  tumor  or  post- 
ictal state  may  also  produce  global  aphasia.  Related 
physical  signs  may  be  a right  hemiplegia,  hemianes- 
thesia, and/or  a homonymous  hemianopia.  The  pa- 
tient may  be  anywhere  from  alert  to  comatose. 

Broca’s  or  major  motor  aphasia  manifests  itself 
with  the  motor,  verbal,  or  executive  side  of  lan- 
guage. Often  there  is  left  MCA  obstruction.  There  is 
initially  a variable  impairment  of  comprehension 
with  a more  or  less  dense  right  hemiparesis  and 
hemianesthesia,  a transient  right  hemianopia  and 


ipsilateral  eye  deviation.  Acutely,  this  particular 
type  of  aphasia  cannot  be  distinguished  from  the 
global  type  until  the  language  comprehension  im- 
proves (as  it  usually  does).  Chronically,  there  are 
varying  degrees  of  right  hemiparesis.  Stereotyped 
phrases  and  cursing  are  intact.  Exasperation  and  dis- 
pair  are  obviously  present.  With  improvement  there 
is  improper  accent  of  syllables,  words  are  out  of 
place  in  a phrase  and  stammering  produces  anxiety. 
Other  etiologies  would  include  a putamenal  hyper- 
tensive hemorrhage  or  a huge  frontal  tumor  or  ab- 
scess. 

Minor  motor  aphasia  results  in  a mechanical 
speech  impairment  of  focal  nature.  Initially,  the 
deficits  may  resemble  major  motor  aphasia  except 
for  more  or  less  intact  spoken  and  written  word 
comprehension.  Facial,  lingual,  and  sometimes  bra- 
chial paresis  along  with  dyspraxia  of  facial  muscles 
may  accompany  the  impaired  speech.  Nearly  all  cas- 
es are  due  to  cerebral  emboli.  Clinical  manifesta- 
tions usually  clear  within  weeks  or  months  and  prog- 
nosis for  near  complete  recovery  of  all  functions  is 
excellent. 

The  fourth  major  type  of  aphasia  is  Wernicke’s  or 
sensory  aphasia.  Often  called  “fluent”  aphasia  be- 
cause of  the  retained  ability  to  speak  comparatively 
well,  the  major  finding  is  the  impaired  comprehen- 
sion of  language.  This  type  of  deficit  is  found  with 
lesions  of  the  posterior  parietal-occipital  regions 
supplied  by  the  lower  division  of  the  MCA. 

Since  this  patient  seems  to  have,  by  definition, 
minor  motor  aphasia,  and  since  nearly  all  cases  of 
this  type  are  due  to  embolism,  a discussion  of  cere- 
bral embolism  is  in  order. 

Even  though  the  cerebrovascular  bed  obtains  but 
20%  of  the  cardiac  output,  almost  50%  of  all  symp- 
tom-producing arterial  emboli  lodge  in  the  brain.*' 
Neurologic  deficit,  then,  is  a frequent  initial  mani- 
festation of  embolic  phenomena.  There  are  probably 
two  reasons  for  this*;  1)  many  discrete  parts  of  the 
brain  are  exquisitely  sensitive  to  obstruction  of 
blood  flow,  e.g.  the  brain  stem,  and  2)  thromboem- 
boli  from  the  left  ventricle  tend  to  go  directly  to  the 
brain  because  of  the  “straight-shot”  effect  of  blood 
flow  into  the  cranial  vessels  from  the  aortic  arch. 

Since  80%  of  the  internal  carotid  blood  flow  per- 
fuses the  area  supplied  by  the  MCA  and  because  the 
MCA  is  a direct  continuation  of  the  internal  carotid, 
emboli  often  lodge  in  this  particular  vascular  distri- 
bution area. 

The  following  are  some  of  the  common  cardiac 
sources  of  emboli: 

1 ) Active  rheumatic  endocarditis 

2)  Post-rheumatic  valvular  disease 

3)  Bacterial  endocarditis,  acute  or  subacute 
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4)  Arrythmia,  especially  atrial  fibrillation 

5)  Myocardial  infarction  with  mural  thrombus 
(cerebral  embolus  may  be  the  first  sign  of  si- 
lent MI) 

6)  Congenital  heart  disease 

7)  Cardiac  surgery 

8)  Prosthetic  heart  valves 

9)  Marantic  endocarditis  in  patients  with  carcino- 
matosis or  collagen  vascular  disease 

Another  frequent  source  of  emboli  is  a blood  clot 
from  the  pulmonary  veins.  Increased  venous  pres- 
sure in  cardiac  decompensation  leads  to  formation 
of  the  clot.  Paradoxical  emboli,  a rare  cause  of  sys- 
temic embolism,  occurs  when  a thrombus  passes 
from  systemic  veins  to  the  arterial  circulation 
through  a defect  in  the  heart,  bypassing  the  pulmo- 
nary circulation.  The  thrombi  exit  the  right  atrium 
through  a patent  foramen  ovale  and  pass  into  the  left 
atrium  if  right  atrial  pressure  is  greater  than  left 
atrial.  From  there  they  continue  into  the  cerebral 
circulation.  This  situation  may  be  found  in  cardiac 
decompensation  or  tricuspid  atresia.  Below  are  some 
sources  and  types  of  emboli. 

SOURCES  OF  EMBOLI 

1.  Paradoxical  (see  above) 

2.  Pulmonary  Veins 

3.  Heart  Valves 

4.  Endocardium 

5.  Aortocranial  Arteries 

TYPES  OF  EMBOLI 

1.  Clot  (red  thrombus) 

2.  Fibrin  Platelet  (white  thrombus) 

3.  Cholesterol 

4.  Fat 

5.  Air 

6.  Tumor  (Metastasis) 

7.  Bacterial  vegetation 

8.  Foreign  Bodies 

A similar  situation  occurs  without  the  cardiac  de- 
compensation in  Tetrology  of  Fallot  in  which  there 
is  a high  right  ventricular  pressure  in  the  presence  of 
an  interventricular  septal  defect.  Other  congenital 
heart  defects  associated  with  cerebral  embolism 
include  patent  ductus  arteriosus,  coarctation  of  the 
aorta,  and  interventricular  septal  defect. 

Another  frequent  etiology  would  be  those  emboli 
originating  from  ulcerative  atheromatous  plaques  in 
the  carotid  or  vertebral-basilar  arteries.  Apparently 
the  plaques  can  eventually  discharge  cholesterol 
crystals  and/or  fibrin  clots  into  the  arterial  stream, 
causing  the  embolic  manifestations. 

Metastatic  deposits  in  the  brain  are  associated 
with  carcinoma  of  the  lung,  breast,  stomach,  kid- 
ney, thyroid  and  malignant  melanomas.  Due  to  their 


small  size  initially,  these  emboli  are  asymptomatic 
until  they  expand  to  adequate  clinical  size.  Myxo- 
mas of  the  heart  and  certain  tumors  can  send  off 
large  enough  emboli  to  obstruct  an  artery  and  cause 
immediate  neurologic  deficit. 

Various  parasites— Trichinella  spiralis.  Entamoe- 
ba histolytica,  Cysticercus  cellulosae  from  Taenia 
solium,  and  Plasmodium  falciparum  may  obstruct 
small  arteries  of  the  brain  or  produce  intracranial 
cysts. 

Septic  emboli  contain  organisms  that  may  pro- 
liferate to  cause  endarteritis,  mycotic  aneurysm, 
perforations  of  the  artery,  cerebritis,  brain  abscess, 
or  any  combination.  Mycotic  aneurysms,  if  formed 
may  be  a source  of  intracerebral  or  subarachnoid 
hemorrhage.  The  most  common  cause  of  septic  em- 
boli is  bacterial  endocarditis.  Pulmonary  thrombo- 
phlebitis secondary  to  bronchiectasis,  lung  abscess, 
or  pneumonia  can  also  be  a source  of  septic  emboli. 
Illicit  drug  users  are  now  a more  frequent  group  of 
individuals  within  this  category. 

Emboli  caused  by  trauma  include  air,  foreign  bod- 
ies, and  fat.  The  most  common  means  by  which  air 
enters  the  circulation  is  via  surgical  procedures  in- 
volving the  dural  sinuses  or  veins  of  the  head,  neck, 
and  chest,  plus  operations  on  the  heart.  Nitrogen 
bubbles  can  also  form  when  normal  or  high  at- 
mospheric pressure  is  suddenly  reduced,  such  as  in 
divers  or  aviators. 

Clinically,  strokes  due  to  cerebral  embolism  de- 
velop most  rapidly.  The  artery  involved  determines 
the  neurological  picture.  A large  embolus  may  plug 
the  main  tract  of  the  MCA  and  produce  a severe 
hemiplegia.  In  the  Harvard  stroke  registry  series  of 
embolic  cases,  80%  were  in  the  MCA.^  Usually,  the 
embolus  is  small,  however,  and  passes  into  one  of 
the  branches  of  the  MCA,  producing  a much  more 
focal  deficit:  motor  aphasia,  a monoplegia,  a central 
type  of  aphasia  with  little  or  no  motor  paralysis,  or  a 
sensory  motor  paralysis  with  little  or  no  in- 
volvement of  language.  Of  the  remaining  20%^,  1 1% 
were  found  in  the  posterior  cerebral  artery  (PCA) 
producing  a unilateral  or  bilateral  homonymous 
hemianopia.  Seven  percent  were  basilar  where  deep 
coma  and  total  paralysis  may  abruptly  occur. 

Headache  is  not  uncommon.  MCA  emboli  pro- 
duce headache  in  the  ipsilateral  temple,  while  PCA 
emboli  lead  to  pain  in  the  outer  one-half  of  the 
eyebrow.  The  presence  of  atrial  fibrillation,  a history 
of  MI  or  embolic  signs  elsewhere  point  toward  cere- 
bral embolism.  If  hemorrhage  can  be  ruled  out  (pri- 
marily by  CT  scan  of  the  head),  thrombosis  needs  to 
be  considered  as  another  common  cause  of  the 
above-described  findings.  Other  diagnostic  possibili- 
ties that  can  be  confused  with  embolus  are  hemi- 
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plegic  migraine  and  intracranial  neoplasm. 

Thirty  percent  of  cerebral  emboli  produce  hemor- 
rhagic infarction,  which  usually  does  not  cause  the 
cerebrospinal  fluid  (CSF)  to  be  bloody.  However, 
the  fluid  can  occasionally  be  grossly  bloody  and  con- 
tain greater  than  10,000/mm^  When  this  happens, 
this  is  the  single  exception  to  the  rule  that  blood  in 
the  CSF  is  unequivocal  evidence  that  the  stroke  is 
due  to  an  intracerebral  hemorrhage,  aneurysm,  or 
A-V  malformation. 

In  infective  endocarditis  with  septic  embolism, 
the  white  blood  cells  in  the  cerebrospinal  fluid 
(CSF)  may  be  increased.  The  ratio  of  polymor- 
phonuclear cells  to  lymphocytes  depends  on  the 
acuteness  of  the  process.  Red  blood  cell  numbers 
also  increase  as  do  the  protein  values.  CSF  sugar 
levels  are  usually  normal.* 

Of  all  the  etiologies  of  cerebral  embolism  dis- 
cussed, only  the  following  seem  to  need  considera- 
tion in  this  particular  patient’s  differential  diagnosis; 
infective  endocarditis  with  septic  emboli,  un- 
diagnosed and  recent  arrythmia,  congenital  heart 
disease,  marantic  endocarditis,  suppurative  pulmo- 
nary processes  or  paradoxical  emboli.  Were  it  not 
for  the  information  of  positive  alpha-hemolytic 
streptococcal  blood  cultures  and  the  finding  of  the 
apparent  mycotic  aneurysm,  several  of  these  possi- 
bilities would  be  difficult  to  rule  out.  These  two 
findings,  however,  tip  the  balance  toward  the  choice 
of  infective  endocarditis  with  septic  embolus  as  the 
etiology  of  this  patient’s  neurologic  findings.  Mohr, 
Fisher,  and  Adams  have  stated  that  cerebral  embo- 
lism in  the  course  of  septicemia  usually  means  that  a 
vegetative  endocarditis  is  present." 

A review  of  infective  endocarditis  (I.E.)  is  appro- 
priate, then,  to  defend  how  a patient  with  no  fever, 
no  heart  murmur,  and  a normal  echocardiogram  can 
suffer  neurologic  manifestations  from  such  a source. 

One  of  the  more  recent  large  reviews  of  IE  comes 
from  Drs.  Pelletier  and  Petersdorfi  who  retrospec- 
tively surveyed  125  cases  from  1963-1972.^  Table  I 
shows  the  presenting  symptoms  and  the  corre- 
sponding mortality  rate  in  this  survey.-^  The  symp- 
toms related  to  altered  central  nervous  system 
(CNS)  function  (stroke,  delirium,  coma)  were  the 
only  ones  associated  with  a significantly  higher  mor- 
tality rate  (60%)  as  compared  to  the  non-CNS  symp- 
toms. The  febrile  patient  being  discussed  may  not  be 
a rarity  because  it  is  now  known  that  in  some  pa- 
tients with  IE  fever  may  be  absent.  This  is  seen  in 
those  who  suffer  from  intracerebral  of  subarachnoid 
hemorrhage  secondary  to  embolism  or  ruptured 
mycotic  aneurysm  and  those  who  have  severe  con- 
gestive failure,  uremia,  increased  age  or  in  those 
who  have  received  suboptimal  doses  of  antibiotics 
(the  latter  is  the  most  common  cause).  As  seen  in 


Table  I 

Presenting  Symptoms 


Positive 

Symptom-related  (%) 

Finding  (%) 

Mortality  Rate 

Fever 

84 

36 

Chills 

41 

22 

Weakness 

38 

30 

Dyspnea 

36 

46 

Sweats 

24 

35 

Anorexia— wt.  loss 

24 

28 

Malaise 

24 

17 

Cough 

24 

28 

Skin  lesions 

21 

39 

Stroke 

18 

55 

Nausea-Vomiting 

17 

43 

Headache 

16 

25 

Chest  pain 

16 

37 

Edema 

12 

40 

Myalgia 

12 

20 

Arthralgia 

12 

27 

Abdominal  pain 
Delirium 

11 

46 

(toxic  psychosis) 

8 

60 

Coma 

8 

70 

Hemoptysis 

8 

50 

Back  pain 

7 

49 

Table  II 

Physical  Signs 

(%) 

Heart  Murmur 

89 

Fever  (100.5°  F) 

77 

Embolic  Episode 

50 

Skin  Manifestations 

50 

Splenomegaly 

28 

Septic  Complications 

19 

Mycotic  Aneurysms 

18 

Proven  Glomerulonephritis 

IS 

Clubbing 

12 

Retinal  Lesions 

9 

Table  II,  however,  fever  was  still  the  second  most 
common  physical  finding  in  the  survey.^  This  figure 
(77%)  is  somewhat  lower  than  that  reported  in  vir- 
ulent organisms:  Streptococcus  viridans  (10),  cul- 
ture negative  (5),  anaerobes  (2),  and  enterococcus 
(2);  or  they  had  received  prior  antibiotics  (21). 

It  has  been  generally  accepted  that  a heart  mur- 
mur was  the  sine  qua  non  for  a diagnosis  of  infective 
endocarditis.  Now,  however,  it  has  been  established 
that  from  10-15%  of  cases  have  no  detectable  mur- 
mur at  the  time  initially  seen.^  A murmur  may  de- 
velop later  or  not  at  all.  Those  patients  with  acute 
left-sided  endocarditis  or  with  any  form  of  right- 
sided infection  (especially  the  tricuspid  valve)  are 
most  likely  to  not  have  murmurs.  In  the  University 
of  Washington  study,  10  of  the  14  cases  without 
murmur  were  in  parenteral  drug  addicts  who  had 
possible  tricuspid  valve  disease  with  staphylococcus 
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aureus  (S. Aureus)  being  the  most  common  agent. 
The  fact  to  be  stressed  is  that  the  development  of  a 
new  regurgitant  murmur  in  the  clinical  setting  of 
sepsis  is  virtually  diagnostic  of  I.E. 

Table  II  also  reveals  that  clinically  recognized  em- 
boli (50%)  and  mycotic  aneurysm  (18%)  are  more 
prevalent  than  previously  thought.  Episodes  of  the 
former  were  more  common  with  anaerobic,  gram- 
negative, staphylococcus  (staph  aureus),  and 
streptococcal  infections.  The  infecting  organisms  re- 
lated to  mycotic  aneurysm  were  mainly  S.  aureus, 
streptococcal  species,  or  gram-negative  bacilli. 
Some  authors  feel  that  staph  aureus  is  less  com- 
monly an  etiology  for  mycotic  aneurysms  than  the 
others."*’^ 

Another  important  factor  to  consider  in  I.E.,  and, 
especially  in  the  patient  being  discussed,  is  that  of 
the  source  of  the  infection.  Donald  Kaye,  in  Cecil’s 
Textbook  of  Medicine,’  describes  transient  bactere- 
mia as  being  a common  event  after  even  seemingly 
harmless  daily  tasks,  e.g.  toothbrushing,  chewing 
hard  candy,  or  using  an  oral  irrigation  device.  These 
may  result  in  bacteremia  approximately  25%  of  the 
time.  Although  the  source  of  infection  for  the  initial 
episode  of  bacteremia  is  often  not  known  in  I.E. 
(37%  from  University  of  Washington  study ),^  oral 
cavity  infection  or  dental  procedures  appear  to  be 
the  most  common  sources  of  endocarditis  caused  by 
streptococcus  viridans  (strep  viridans).^ 

Further  data  shows  that  acute  I.E.  from  staph  au- 
reus was  more  likely  to  have  a definite  source  of 
infection  (68%)  when  compared  to  streptococcal 
(43%).  Lerner  & Weinstein'^  have  also  agreed  that 
subacute  I.E.  cases  (as  strep  viridans  usually  is)  are 
less  likely  to  have  an  apparent  source  of  infection 
than  those  with  acute  endocarditis  (e.g.  staph  au- 
reus).’^ Overall,  in  today’s  changing  society,  par- 
enteral drug  addiction  and  prior  cardiac  surgery 
seem  to  be  the  most  common  sources  of  infection 
for  endocarditis  followed  closely  by  dental  foci. 
There  is,  however,  considerable  difference  of  opin- 
ion as  to  whether  S.  aureus  or  alpha-streptococcus  is 
the  most  frequent  causative  organism. 

A few  comments  regarding  pre-existing  heart  dis- 
ease and  I.E.  are  in  order.  Overall,  there  was  noted 
pre-existing  heart  disease  in  72%  of  the  cases  of 
endocarditis.^  This  percentage  varied  from  only  54% 
in  acute  endocarditis  caused  by  staph  aureus  to  86% 
and  92%,  respectively,  for  streptococcal  and  entero- 
coccal  disease.  Because  of  the  decreasing  incidence 
of  rheumatic  heart  disease,  congenital  heart  disease 
(CHD)  has  become  a very  common  explanation  for 
the  abnormal  heart  condition  preceding  I.E.  Among 
the  latter,  isolated  aortic  stenosis  was  the  most  com- 
mon (78%),  followed  by  interventricular  septal  de- 
fect (VSD),  Tetralogy  of  Fallot,  idiopathic  hyper- 


trophic subaortic  stenosis  (IHSS)  and  atrial  septal 
defect  (ASD). 

The  high  incidence  of  strep  viridans  I.E.  in  those 
cases  of  CHD,  may  then  be  significant  in  the  patient 
being  discussed.  She  had  no  heart  murmur  and  the 
echocardiogram  was  negative,  but  it  is  still  conceiva- 
ble that  an  undiagnosed  congenital  heart  defect 
could  have  served  as  the  initiating  point  for  endo- 
carditis, and,  subsequently,  embolization. 

A third  factor  that  might  initially  be  thought  to 
argue  against  this  patient  having  I.E.  is  that  of  her 
negative  echocardiogram.  In  a study  by  Wann  et  al^ 
vegetations  were  visualized  by  ultrasound  in  only  22 
of  65  (34%)  patients  that  met  strict  criteria  for  the 
diagnosis  of  I.E.*^  Echocardiography,  therefore,  did 
not  appear  to  be  a sensitive  method  of  detecting 
vegetations  in  their  survey.  This  is  quite  significant 
when  observing  that  of  their  65  patients,  26  had 
strep,  viridans  as  their  causative  agent  and  19  of 
those  showed  no  vegetations  on  echocardiogram. 

Finally,  do  this  patient’s  neurological  findings 
approach  those  expected  from  complications  of 
I.E.?  Although  major  cerebrovascular  accidents  are 
an  uncommon  presentation  for  the  patients  with 
I.E.,  major  cerebral  embolic  events  are  found  in  15- 
35%.^  There  is  a higher  percentage  of  neurological 
complications  with  staph  aureus  than  with  other  un- 
common causes  of  I.E.,  but  strep  viridans  has  a sig- 
nificant (28%)  frequency  of  neurologic  manifesta- 
tions.^ Table  III  shows  the  types  of  complications 
and  their  frequency.  This  raises  the  question  as  to 
when  the  embolic  event  in  this  patient  took  place. 
Roach  et  al  state  that  most  “early”  emboli  (in  the 
course  of  the  infection)  are  caused  by  the  more  viru- 
lent bacteria  such  as  staph  aureus.^  Likewise, 
mycotic  aneurysms,  a usually  fatal  complication,  are 


Table  III 

Neurologic  Complications  Manifested  as  Presenting 
Symptoms  Among  36  Patients  with  Bacterial 


Endocarditis* 

Neurologic  Problem  Number 

Major  cerebral  embolism  22 

Seizure  5 

Meningeal  signs  and  symptoms  3 

Subarachnoid  hemorrhage  2 

Intracerebral  hemorrhage  2 

Cerebral  embolism  and  hemorrhage  2 

Personality  change  2 

Weakness  of  lower  extremities  2 

Subdural  hemorrhage  I 

Cortical  blindness  I 

Obtundation  without  focal  deficit  1 


*Several  patients  had  more  than  one  presenting  neurologic 
complaint. 
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more  common  today  in  the  acute  form  with  or- 
ganisms like  staph  aureus.  Formerly,  mycotic  aneu- 
rysms were  almost  exclusively  seen  late  in  the 
course  of  subacute  disease  with  strep  viridans.  This 
change  is  probably  due  in  part  to  the  recent 
increased  survival  of  patients  with  virulent  infec- 
tions. Unfortunately,  cultures  from  the  surgical 
specimen  in  this  case  were  not  obtained  to  allow  for 
comparison  with  the  blood  cultures. 

In  summary,  this  patient’s  aphasia,  stiff  neck,  and 
later  development  of  right  facial  and  right  arm  weak- 
ness seem  to  be  most  likely  due  to  a relatively  acute 
embolic  event  with  a secondary  intracerebral  bleed. 
Along  with  this  discussion,  this  is  supported  by  the 
findings  of  the  CT  scan  of  the  head,  the  arterio- 
grams, and  appearance  of  the  lesion  at  surgery.  The 
aneurysm  described  also  seems  most  consistent  with 
mycotic  dilatation  of  the  MCA  as  the  result  of  septic 
embolism.  The  two  points  that  are  potentially  most 
controversial  are:  1)  what  was  the  source  of  the  al- 
pha streptococcal  bacteremia,  and  2)  did  the  bac- 
teremia result  in  infective  endocarditis  with  the  sub- 
sequent neurological  complications  mentioned.  I 
feel  that  the  most  likely  source  of  the  septicemia 
and,  thus,  the  origin  of  an  undiagnosed  endocardial 
vegetation,  would  have  been  an  intraoral  site.  I can- 
not entirely  rule  out  a suppurative  lung  process  with 
secondary  cerebral  embolization  in  this  patient  with 
chronic  lung  disease,  but  the  alpha  streptococcus 
would  be  a very  unusual  organism  from  such  a fo- 
cus. 

Dr.  Anderson’s  Diagnosis 

1.  Infective  Endocarditis  Due  To  Strepto- 
coccus Viridans  (Alpha  Streptococ- 
cus) 

2.  Mycotic  Aneurysm  Of  Middle  Cere- 
bral Artery 

DR.  BARLOW;  At  surgery,  the  lesion  was  not  a 
typical  berry  aneurysm  of  the  cerebral  circulation 
but  was  an  abnormal  segment  of  swollen  vessel  (Fig. 
1).  On  microscopic  examination,  the  vessel  wall  was 
markedly  altered  by  inflammation  and  there  was 
surrounding  organizing  hemorrhage  exterior  to  the 
vessel.  Both  acute  and  chronic  inflammation  were 
present.  (Fig  2)  A gram  stain  of  the  tissue  showed 
small  round  structures  which  are  consistent  with 
cocci. 

I think  we  have  reason  to  make  a diagnosis  of 
mycotic  aneurysm  of  the  carotid  artery.  Since 
mycotic  aneurysms  are  usually  secondary  to  infec- 
tive endocarditis  and  since  the  patient  had  positive 
blood  cultures  for  an  organism  commonly  producing 
infective  endocarditis,  I would  guess  that  the  aneu- 
rysm was  secondary  to  infection  of  the  heart  valve. 


Figure  2 

Artery  in  brain  with  thrombosis  and  marked  destruction  by 
inflammation.  H & E lOOX 
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FINAL  ANATOMIC  DIAGNOSIS: 

MYCOTIC  ANEURYSM  OF  MIDDLE 
CEREBRAL  ARTERY  PROBABLY  SEC- 
ONDARY TO  INFECTIVE  ENDOCARDI- 
TIS DUE  TO  STREPTOCOCCUS  VIR- 
IDANS 

*DR.  J.  F.  FOSS;  Isn’t  it  unusual  to  have  a patient 
who  has  infective  endocarditis  without  a fever  or 
murmur? 

DR.  BARLOW:  Yes,  it  is  and  I am  not  totally  sure 
that  this  case  represents  that  entity,  but  I think  it  is 
the  best  possibility. 

The  pathogenesis  of  mycotic  aneurysm  is  un- 
certain. It  may  be  due  to  vessel  wall  weakness  sec- 
ondary to  an  infective  process  at  the  site  of  em- 
bolization or  it  could  be  due  to  septic  embolism  to 
the  vasa  vasorum.  Certainly  some  mycotic  aneu- 
rysms can  be  due  to  adjacent  infection  which  grad- 
ually affects  the  arterial  wall  by  contiguity. 

I would  like  to  make  a few  comments  about  the 
diagnosis  of  infective  endocarditis.  Certainly,  blood 
culture  is  a method  of  choice.  Since  infective  endo- 
carditis usually  produces  a continuous  type  of  bac- 
teremia, 3-5  cultures  separated  by  two  hours  is  ade- 
quate for  diagnosis  of  most  cases.  Negative  cultures 
occur  in  5-15%  of  cases.  However,  in  those  that  are 
positive,  the  first  few  cultures  usually  detect  the 
disease.  Provided  that  the  blood  culture  is  done 
both  aerobically  and  anaerobically  most  of  the  com- 
mon pathogens  will  grow  in  about  seven  days,  the 
usual  length  of  time  many  laboratories  keep  blood 
cultures.  However,  certain  fastidious  organisms 
which  can  cause  infective  endocarditis  may  take 
more  time  and  it  is  wise  for  the  physician  to  notify 
the  laboratory  that  the  cultures  should  be  held  for 
several  weeks. 

It  is  probably  best  to  draw  10  ml’s  of  blood  and 
place  it  into  100  cc’s  of  suitable  medium.  Beside 
aerobic  and  anaerobic  conditions,  environment  high 
in  carbon  dioxide  should  be  utilized.  Sodium  poly- 
anethol  sulfonate  (SPS)  should  be  present  in  one  of 
the  bottles.  This  material  inactivates  many  of  the 
aminoglycoside  antibiotics,  inhibits  phagocytosis, 
and  inhibits  bacteriocidal  substances  such  as  com- 
plement in  the  blood  as  well  as  acting  as  an  anti- 
coagulant. 

I would  like  to  emphasize  that  when  an  organism 
is  isolated  from  a blood  culture,  it  is  impossible  to 
tell  whether  it  is  contaminant  or  not.  Certainly  some 
of  the  organisms  of  low  virulence,  such  as  staphylo- 
coccus albus  and  corynebacteria  can  cause  infective 
endocarditis  particularly  after  cardiac  surgery.  These 
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organisms  are  usually  considered  contaminants  but 
they  may  be  pathogens.  Also  well  known  pathogens 
such  as  staph  aureus,  strep  viridans,  or  enterococcus 
can  be  contaminants.  Scrupulous  adherence  to  the 
aseptic  collection  of  blood  cultures  is  necessary.  Ob- 
taining more  than  one  blood  culture  is  also  useful  in 
that  if  the  organism  is  detected  in  several  cultures,  it 
is  more  likely  to  be  a pathogen. 
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We’ll  make  you  only  one  promise.  When  you  start 
working  to  make  your  future  happen,  we’ll  be  there. 
And  whatever  direction  you  take  in  life,  remember. . 
you  can  always  come  home  to  FIRSTSioux  Falls. 


# RrslSiouxRills 

People  Banking  on  People 


MAIN  OFFICE  • EXPRESS  BANK  • WESTERN  MALL  BRANCH 
INDUSTRIAL  BRANCH  • EMPIRE  BRANCH  • BALTIC  • DELL  RAPIDS 

The  First  National  Bank  in  Sioux  Falls  Member  FD.I.C. 
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SOUTH  DAKOTA 


This  Is  Your  Medical  Association 


Jerry  Turgeon,  D.O.  has  established  his  office  for 
general  medical  practice  in  Murdo.  Dr.  Turgeon,  a 
Sioux  Falls  native,  graduated  from  Kirksville  School 
of  Osteopathic  Medicine  in  Kirksville,  Missouri, 
and  interned  at  a Detroit,  Michigan,  hospital. 

♦ ♦ ♦ ♦ 

The  Hand  County  Clinic,  Miller,  announced  the 
association  of  Steven  Schroeder,  M.D.  Dr.  Schroe- 
der  graduated  from  the  University  of  South  Dakota 
School  of  Medicine  and  received  his  M.D.  degree 
from  the  University  of  Minnesota.  He  completed  a 
family  practice  residency  at  the  Hennepin  County 
Medical  Center,  Minneapolis,  prior  to  moving  to 
Miller. 

i((  di  >i> 

Joseph  Kass,  M.D.,  Rosholt,  has  been  named  pres- 
ident of  the  Whetstone  Valley  District  Medical  Soci- 
ety and  David  Oey,  M.D.,  Sisseton,  is  secretary. 

il^  in 

Michael  R.  Ferrell,  M.D.,  Sioux  Falls,  attended  a 
review  course  in  internal  medicine  in  Denver  spon- 
sored by  the  University  of  Colorado. 

♦ ♦ ♦ ♦ 

The  Bartron  Clinic,  Watertown,  announced  the 
association  of  James  R.  Horning,  M.D.  in  the  prac- 
tice of  internal  medicine,  cardiology  and  diagnosis. 
Dr.  Horning,  is  a graduate  of  the  University  of 
South  Dakota  Medical  School  and  completed  his 
residency  training  in  Akron,  Ohio. 

« « « * 

K.  A.  Kelts,  M.D.,  pediatric  neurologist  from  the 
university  of  South  Dakota  Medical  School,  Vermil- 
lion, was  the  keynote  speaker  at  a seminar  held  on 
epilepsy  at  the  Rushmore  Plaza  Civic  Center,  in 
Rapid  City. 


The  Madison  Clinic,  Ltd.  has  announced  that  Kim 

L.  Wilde,  M.D.,  a specialist  in  internal  medicine, 
will  be  associated  with  the  clinic  and  Madison  Com- 
munity Hospital.  Dr.  Wilde  was  born  and  raised  in 
Freeman.  He  received  his  medical  education  from 
the  University  of  South  Dakota  Medical  School  in 
1977,  spent  three  years  in  Tucson,  Arizona  in  an 
internal  medicine  internship  program,  and  com- 
pleted his>  residency  in  July  1980.  Dr.  Wilde  and  his 
wife  Kathy,  a Bonesteel  native,  are  expecting  their 
first  child. 

« « « « 

Raymundo  Tan,  M.D.  has  joined  Radiology  Serv- 
ices, P.A.,  Aberdeen.  Dr.  Tan  came  to  this  country 
from  Manila,  Philippines  where  he  received  his 

M. D.  degree  from  the  University  of  St.  Tomas.  He 
served  his  internship  at  the  University  of  St.  Tomas 
Hospital  and  the  Cook  County  Hospital  in  Chicago, 
Illinois  and  completed  his  residency  in  radiology  at 
Cook  County  Hospital  in  June,  1980.  Dr.  Tan  and 
his  wife  Maria  reside  in  Aberdeen. 

♦ ♦ ♦ * 

Thomas  J.  Huber,  M.D.,  former  resident  of  Pierre, 
has  returned  to  practice  as  a general  practitioner  at 
the  Pierre  Clinic.  Dr.  Huber  received  his  M.D.  de- 
gree at  the  University  of  South  Dakota  Medical 
School  in  1977  and  completed  his  residency  in  Sioux 
Falls  Family  Practice  Program  in  June  of  this  year. 
He  and  his  wife  Peggy,  also  a former  resident  of 
Pierre,  have  one  daughter  and  have  eagerly  looked 
forward  to  moving  back  to  Pierre. 

YOUR  CONTRIBUTION 
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the 

south  dakota  state  medical 

association 


IS  CELEBRATING 
ITS 

CENTENNIAL  YEAR 
1881-1981 


A SPECIAL  ANNUAL  MEETING 
HAS  BEEN  ARRANGED. 


MAY  28  - 31, 1981 
RAMADA  INN 
SIOUX  FALLS,  S.D. 


PLAN  NOW  TO  ATTEND. 


ANNUAL  AND  BIANNUAL  LEASING  OF  ALL  MAKES  OF  AUTOMOBILES 


LEASING  IS  NOT  FOR  EVERYONE,  BUT  MEDICAL 
PEOPLE  ARE  OUR  SPECIALTY.  ALL  MAKES  OF 
AUTOS,  TRUCKS,  4 WHEELERS.  VARIOUS  PLANS 
TO  FIT  YOUR  NEEDS  OR  THE  PROFESSIONAL 
GROUPS  WITH  WHOM  YOU  ARE  ASSOCIATED. 
REFERENCES  ARE  GLADLY  FURNISHED  AND  WE 
WILL  WORK  WITH  YOUR  ACCOUNTANTS. 

3401  WEST  41  St  STREET 
SIOUX  FALLS,  SOUTH  DAKOTA  57105 

PHONE  336-3818 

C.  H.  "Chuck"  Point,  Mgr.  Home  phone  336-3168 


LOCUM  TENENS 

WORK  WANTED 


FAMILY  AND  GENERAL  PRACTICE, 
OPEN  AVAILABILITY 


CONTACT:  T.  C.  KOLFF,  M.D. 
(801)  566-1666 
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SOUTH  DAKOTA 


THE 

ALUMNI 

ASSOCIATION 

of  the 

SOUTH  DAKOTA  SCHOOL  OF  MEDICINE 


CLASS  REPRESENTATIVES 


1908-1922 

Alumni  Office 

1950 

R.  T.  Orr,  M.D. 

1923 

G.  1.  W.  Cottam,  M.D, 

1951 

Phyllis  Huffman,  M.D. 

1924 

J.  O.  Thrcadgold,  M.D. 

1952 

Dennis  J.  Walter,  M.D. 

1925 

Alumni  Office 

1953 

R.  P.  Bose,  M.D. 

1926 

F.  L.  Hummer,  M.D. 

1954 

D.  E.  Guenther,  M.D. 

1927 

R.  S.  Hubbs,  M.D. 

1955 

R.  D.  Hockett,  M.D. 

1928 

Ernest  E.  Walkes,  M.D. 

1956 

C.  W.  Anderson,  M.D. 

1929 

J.  R.  Cochran,  M.D. 

1957 

Lyle  Munneke,  M.D. 

1930 

Harry  L.  Schwartz,  M.D. 

1958 

P.  W.  Flynn,  M.D. 

1931 

F.  T.  Sorum,  M.D. 

1959 

J.  G.  Garrick,  M.D. 

1932 

B.  V.  Reaney,  M.D. 

1960 

T.  P.  Gormley,  M.D. 

1933 

V.  V.  Rockey,  M.D. 

1961 

Richard  Porter,  M.D. 

1934 

C.  Richard  Goodhope,  M.D. 

1962 

W.  N.Golliher,  M.D. 

1935 

E.  S.  Palmerton,  M.D. 

1963 

D.  V.  Rousseau,  M.D. 

1936 

H.  B.  Shreves,  M.D. 

1964 

T.  L.  Looby,  M.D. 

1937 

J.  J.  DeRoos,  M.D. 

1965 

L.  F.  Nelson,  M.D. 

1938 

R.  J.  Ogborn,  M.D. 

1966 

A.  A.  Lamport,  M.D. 

1939 

Cleo  L.  Vogele,  M.D. 

1967 

James  R.  Adams,  Jr.,  M.D. 

1940 

Don  Alcott,  M.D. 

1968 

C.  L.  Pelton,  M.D. 

1941 

H.  L.  Saylor,  Jr.,  M.D. 

1969 

James  Giebink,  M.D. 

1942 

D.  L.  Scheller,  M.D. 

1970 

J.  L.  Peterson,  M.D. 

1943 

G.  H.  Steele,  M.D. 

1971 

R.  F.  Schroeckenstein,  M.D. 

1943 

Warren  Jones,  M.D. 

1972 

Patricia  Lankhorst,  M.D. 

1944 

M.  J.  Johnson,  M.D. 

1973 

R.  J.  Bury,  M.D. 

1945 

F.  U.  Sebring,  M.D. 

1974 

Steve  Larson 

1946 

R.  H.  Lindquist,  M.D. 

1975 

1947 

C.  W.  Rainy,  M.D. 

1976 

Deborah  R.  Foley,  M.D. 

1948 

C.  H.  Steele,  M.D. 

1977 

1949 

W.  F.  Stanage,  M.D. 

1978 

Robert  Goodhope,  M.D. 

Contributions  may  be  sent  to: 

Alumni  Association 

University  of  South  Dakota  School  of  Medicine 
East  Clark  & Dakota 
Vermillion,  South  Dakota  57069 
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Future  JMeetings 


November 

M.D.  Anderson’s  25th  Annual  Clinical  Conference  on  Gastro- 
intestinal Cancer,  Shamrock  Hilton  Hotel,  Houston,  TX, 
Nov.  5-7.  15  hrs.  Category  I credits.  Fee:  $50.  Contact:  Clinical 
Conf.  Regis.,  U.  of  Texas  System  Cancer  Center,  M.D.  Ander- 
son Hosp.,  Texas  Med.  Center,  Houston,  TX  77030. 


Psychiatry  Postgraduate  Conference,  U.  of  Iowa  Coll,  of  Med., 
Iowa  City,  lA,  Nov.  6-8.  Category  I credits.  Contact:  Richard 
M.  Caplan,  M.D.,  Assoc.  Dean  for  CME,  U.  of  Iowa  Coll,  of 
Med.,  Iowa  City,  lA  52242. 


Sixth  Annual  Childhood  Cancer  Workshop,  U.  of  Iowa  Coll,  of 
Med.,  Iowa  City,  lA,  Nov.  14.  Category  I credits.  Contact: 
Richard  M.  Caplan,  M.D.,  Assoc.  Dean  for  CME,  U.  of  Iowa 
Coll,  of  Med.,  Iowa  City,  I A 52242. 


Postgraduate  Conference  on  Obstetrics  and  Gynecology,  U.  of 
Iowa  Coll,  of  Med.,  Iowa  City,  lA,  Nov.  18-19.  Category  I 
credits.  Contact:  Richard  M.  Caplan,  M.D.,  Assoc.  Dean  for 
CME,  U.  of  Iowa  Coll,  of  Med.,  Iowa  City,  lA  52242. 


Radiation  Therapy  Seminar,  U.  of  Iowa  Coll,  of  Med.,  Iowa 
City,  lA,  Nov.  20.  Category  I credits.  Contact:  Richard  M. 
Caplan,  M.D.,  Assoc.  Dean  for  CME,  U.  of  Iowa  Coll,  of 
Med.,  Iowa  City,  lA  52242. 


December 

Cardiology  Today,  U.  of  Iowa  Coll,  of  Med.,  Iowa  City,  lA,  Dec. 
1-5.  30  hrs.  Category  I credit.  Fee:  $275.  Contact:  Carl  W. 
White,  M.D.,  Card.  Div.,  U.  of  Iowa  Hosp.  & Clinics,  Iowa 
City,  lA  52242. 


Ophthalmology  Clinical  Conference,  U.  of  Iowa  Coll,  of  Med., 
Iowa  City,  lA,  Dec.  3.  Category  I credits.  Contact:  Richard  M. 
Caplan,  M.D.,  Assoc.  Dean  for  CME,  U.  of  Iowa  Coll,  of 
Med.,  Iowa  City,  lA  52242. 

Family  Medicine  Update,  Creighton  U.  School  of  Med.,  Omaha, 
NE,  Dec.  5-6,  14  hrs.  Category  1 credits.  Contact:  Creighton  U. 
School  of  Med.,  Div.  of  Cont.  Ed.,  Omaha,  NE  68178. 


January 


Ophthalmology  Clinical  Conference,  U.  of  Iowa  Coll,  of  Med., 
Iowa  City,  lA,  Jan.  7.  Category  1 credits.  Contact:  Richard  M. 
Caplan,  M.D.,  Assoc.  Dean  for  CME,  U.  of  Iowa  Coll,  of 
Med.,  Iowa  City,  I.\  52242. 


Seminars  on  Oncology,  Kauai,  HI,  Jan.  21 -April  1.18  hrs.  Cate- 
gory 1 credits.  Contact  Creighton  U.  School  of  Med.,  Div.  of 
Cont.  Ed.,  Omaha,  NE  68178. 


Radiation  Therapy  Seminar,  U.  of  Iowa  Coll,  of  Med.,  Iowa 
City,  lA,  Jan.  22.  Category  I credits.  Contact:  Richard  M.  Cap- 
lan, M.D.,  Assoc.  Dean  for  CME,  U.  of  Iowa  Coll,  of  Med., 
Iowa  City,  lA  52242. 


Cardiology  Today,  U.  of  Iowa  Coll,  of  Med.,  Iowa  City,  lA,  Jan. 
26-30.  30  hrs.  Category  I credit.  Fee:  $275.  Contact:  Carl  W. 
White,  M.D.,  Card.  Div.,  U.  of  Iowa  Hosp.  & Clinics,  Iowa 
City,  lA  52242. 


February 

Ophthalmology  Clinical  Conference,  U.  of  Iowa  Coll,  of  Med., 
Iowa  City,  lA,  Feb.  4.  Category  I credits.  Contact:  Richard  M. 
Caplan,  M.D.,  Assoc.  Dean  for  CME,  U.  of  Iowa  Coll,  of 
Med.,  Iowa  City,  lA  52242. 

Seminars  on  Ophthalmology,  Kauai,  HI,  Feb.  4-17.  18  hrs.  Cat- 
egory 1 credits.  Contact:  Creighton  U.  School  of  Med.,  Div.  of 
Cont.  Ed..  Omaha,  NE  68178 


Otolaryngology  Clinical  Conference,  U.  of  Iowa  Coll,  of  Med., 
Iowa  City,  lA,  Feb.  27.  Category  1 credits.  Contact:  Richard  M. 
Caplan,  M.D.,  Assoc.  Dean  for  CME,  U.  of  Iowa  Coll,  of 
Med.,  Iowa  City,  lA  52242. 


March 

70th  Annual  Meeting  of  the  United  States-Canadian  Division 
of  the  International  Academy  of  Pathology,  Palmer  House, 
Chicago,  IL,  March  2-6.  Contact:  Nathan  Kaufman,  M.D., 
Sec.-Treas.,  US-Canadian  Div.  of  the  Inter.  Academy  of  Pa- 
thology, 1003  Chafee  Ave.,  Augusta,  GA  30904. 

Ophthalmology  Clinical  Conference,  U.  of  Iowa  Coll,  of  Med., 
Iowa  City,  lA,  March  4.  Category  I credits.  Contact:  Richard 
M.  Caplan,  M.D.,  Assoc.  Dean  for  CME,  U.  of  Iowa  Coll,  of 
Med.,  Iowa  City,  lA  52242. 


Northwestern  USM  Course  in  Sports  Medicine,  Sheraton  Ho- 
tel, Maui,  HI,  March  8-15.  25  hrs.  Category  I credits.  Contact: 
Marianne  Porter,  Center  for  Sports  Medicine,  2-063,  303  E. 
Chicago  Ave.,  Chicago,  IL  60611. 


Refresher  Course  for  the  Family  Physician,  U.  of  Iowa  Coll,  of 
Med.,  Iowa  City,  I A,  March  10-13.  Category  I credits.  Contact: 
Richard  M.  Caplan,  M.D.,  Assoc.  Dean  for  CME,  U.  of  Iowa 
Coll,  of  Med.,  Iowa  City,  I A 52242. 

American  Society  of  Clinical  Pathologists,  San  Diego,  CA, 
March  12-19.  Contact:  Am.  Soc.  of  Clinical  Pathologists,  2100 
W.  Harrison  St.,  Chicago,  IL  60612. 

Second  Annual  Seminar— Ultrasound  at  Vail,  The  Lodge  at 
Vail,  Vail,  CO,  March  21-38.  Contact;  Ultrasound  at  Vail,  P.O. 
Box  6093,  Cherry  Creek  Station,  Denver,  CO  80206. 
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Clinicopathological  Conference 

Thirty-Six  Year  Old  Caucasian  Male 

With  Dyspnea  And  A Bilateral  Pulmonary  Infiltrate 


A Study  Of  Cervical  Carcinoma  And  Its 
Precursor  Lesions 

Part  III:  Invasive  Cervical  Carcinoma. 
Summary  Concerning  Cervical  Neoplasia 


Table  of  Contents:  page  3 


Nowy  two  dosoge  forms 


SCO-mg^  PuKrules^ond  600-mgi!^  Ibbiels 


^DISTA 


Dista  Products  Company 

Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


Additional  information  available  to  the  profession 
on  request. 


•Present  as  345.9  mg.  and  691.8  mg.  of  the  calcium  salt  of  fenoprofen 
dihydrate  equivalent  to  300  mg.  and  600  mg.  fenoprofen  respectively. 


700934 
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Just  one  built-in  advantage 


Ensures  smooth  therapeutic  effect  even 
if  a dose  is  missed  The  relatively  longer  half- 
life  of  Valium'’  (diazepam/Roohe]  has  impor- 
tant olinical  and  pharmaoologicai  implioa- 
tions.  Steady-state  levels  generally  are 
reaohed  within  5-7  days  with  no  further 
acoumulation.  At  this  plateau,  the  patient 
benefits  from  the  oonsistent,  steady  response 
you  expeot.  Sharp  blood  level  variations, 
frequently  attributed  to  agents  with  a short 
half-life,  do  not  appear  with  Valium. 

Avoids  sudden  symptom  breakthrough 

Onoe  steady-state  levels  are  achieved, 
sudden  reemergence  of  symptoms  is 
unlikely.  Diazepam  and  its  active 
metabolites  exhibit  overlapping  half- 
lives  that  are  advantageous  not 
only  during  therapy  but  espe- 
cially when  pharmacologic 
support  is  discontinued. 
Elimination  rates  are  gradual 
with  Valium  and  thus 
provide  a compatible 


the  patient.  In  comparison,  blood  levels  of 
short-acting  agents  with  inactive  metab- 
olites decrease  more  rapidly  and  are  more 
likely  to  be  associated  with  withdrawal 
symptoms  if  medication  is  stopped  abrupt- 
ly* With  Valium  unwanted  effects  other  than 
drowsiness  or  ataxia  are  rare.  Patients  should 
be  cautioned  about  driving  and  advised  to 
avoid  alcohol. 

Tapers  naturally;  complements  gradual 
dosage  reduction  at  discontinuation 

When  any  psychoactive  medication  is 
discontinued,  it  is  good  medical  practice  to 
gradually  reduce  the  dosage.  From  your 
own  experience  you  know  this  is  rarely 
necessary  after  a short  course  of  Vallum 
therapy,  but  for  patients  on  extended 
therapy,  gradual  reduction  of  dosage  is 
advisable.  This  regimen,  along  with  the  self- 
tapering feature  of  Valium,  provides  a 
smooth  transition  to  independent  coping, 

♦Sellers  EM:  Drug  Metab  Rev  5(1):5-11, 1978 


m ttiE  manggErriEnt  of 
sgmptorriE  of  anxiEtg 


effective  therapg  through 

efficient  pharmacodgnamics 


Before  prescribing,  please  see  summary  of  product  information  on  next  page 


yiazEpam/RootiE 


Before  prescribing,  please  consult  complete 
product  Information,  a summary  of  which 
follows: 

Indications:  Management  of  anxiety  disorders, 
or  short-term  relief  of  symptoms  of  anxiety,  symp- 
tomatic relief  of  acute  agitation,  tremor,  delirium 
tremens  and  hallucinosis  due  to  acute  alcohol 
withdrawal.  ad|unctively  in  skeletal  muscle  spasm 
due  to  reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders,  athe- 
tosis. stiff-man  syndrome,  convulsive  disorders 
(not  for  sole  therapy) 

The  effectiveness  of  Valium  (diazepam/Roche) 
in  long-term  use.  that  is.  more  than  4 months, 
has  not  been  assessed  by  systematic  clinical 
studies  The  physician  should  periodically  reas- 
sess the  usefulness  of  the  drug  for  the  individual 
patient 

Contraindicated:  Known  hypersensitivity  to 
the  drug  Children  under  6 months  of  age 
Acute  narrow  angle  glaucoma,  may  be  used 
m patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy 
Warnings:  Not  of  value  m psychotic  patients 
Caution  against  hazardous  occupations  requir- 
ing complete  mental  alertness  When  used 
adiunctively  in  convulsive  disorders,  possibility 
of  increase  m frequency  and/or  severity  of 
grand  mal  seizures  may  require  increased  dos- 
age of  standard  anticonvulsant  medication, 
abrupt  withdrawal  may  be  associated  with  tempo- 
rary increase  in  frequency  and/or  severity  of 
seizures  Advise  against  simultaneous  ingestion 
of  alcohol  and  other  CNS  depressants  With- 
drawal symptoms  similar  to  those  with  barbitu- 
rates and  alcohol  have  been  observed  with 
abrupt  discontinuation,  usually  limited  to  ex- 
tended use  and  excessive  doses  Infrequently, 
milder  withdrawal  symptoms  have  been  reported 
following  abrupt  discontinuation  of  benzodiaz- 
epines after  continuous  use.  generally  at  higher 
therapeutic  levels,  for  at  least  several  months 
After  extended  therapy,  gradually  taper  dosage 
Keep  addiction-prone  individuals  under  careful 
surveillance  because  of  their  predisposition  to 
habituation  and  dependence 

Usage  in  Pregnancy:  Use  of  minor 
tranquilizers  during  first  trimester 
should  almost  always  be  avoided  be- 
cause of  increased  risk  of  congenital 
malformations  as  suggested  in  sev- 
eral studies.  Consider  possibility  of 
pregnancy  when  instituting  therapy; 
advise  patients  to  discuss  therapy  if 
they  intend  to  or  do  become 
pregnant. 

Precautions:  If  combined  with  other  psycho- 
tropics  or  anticonvulsants  consider  carefully 
pharmacology  of  agents  employed,  drugs  such 
as  phenothiazines.  narcotics,  barbiturates,  MAO 
inhibitors  and  other  antidepressants  may  poten- 
tiate its  action  Usual  precautions  indicated  in 
patients  severely  depressed,  or  with  latent  de- 
pression, or  with  suicidal  tendencies  Observe 
usual  precautions  in  impaired  renal  or  hepatic 
function  Limit  dosage  to  smallest  effective 
amount  in  elderly  and  debilitated  to  preclude 
ataxia  or  oversedation 

Side  Effects:  Drowsiness,  confusion,  diplopia, 
hypotension,  changes  in  libido,  nausea,  fatigue, 
depression,  dysarthria,  jaundice,  skin  rash, 
ataxia,  constipation,  headache,  incontinence, 
changes  in  salivation,  slurred  speech,  tremor, 
vertigo,  urinary  retention,  blurred  vision  Paradoxi- 
cal reactions  such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle  spas- 
ticity, insoriinia,  rage,  sleep  disturbances, 
stimulation  have  been  reported,  should  these 
occur,  discontinue  drug  Isolated  reports  of  neu- 
tropenia, jaundice,  periodic  blood  counts  and 
liver  function  tests  advisable  during  long-term 
therapy 


Roche  Laboratories 

ROCHE  > Division  of  Hoffmann-La  Roche  Inc. 
Nutley.  New  Jersey  07110 


FAMILY  PRACTICE  PHYSICIANS  NEEDED 

Established,  general  practice  physician  retired 
September  1 980.  Clinic  office  and  equipment 
available  on  hospital  grounds.  Retired  physician 
offers  clinic  rent  free  for  six  months  and  then 
will  sell  to  physician  at  extremely  reasonable 
price.  Practicing  physician  is  willing  to  establish 
call  schedule  for  weekdays,  weekends,  con- 
tinuing education  and  vacations.  Hospital  willing 
to  guarantee  income. 

The  hospital  is  prepared  to  purchase  some 
new  equipment  for  the  hospital  if  necessary.  25 
bed  hospital  built  in  1970.  Adjoining  48  bed 
intermediate  care  facility,  99%  occupancy. 
Beeper  system. 

Community:  population  approximately  1,500 
in  Platte  and  trade  center  for  several  smaller 
communities.  Missouri  River  is  14  miles  west 
with  all  kinds  of  hunting,  fishing  and  boating, 
etc.  Golf  course  and  club  house  just  outside  of 
town.  Swimming  pool  and  tennis  court.  Very 
good  school  system  (public  and  Christian  pri- 
vate). Nine  churches.  Contact: 

Patricia  Biddle,  RN,  Administrator 
Platte  Community  Memorial  Hospital 
Platte.  SD  57369 
Call  Collect:  (605)  337-3364 


FAMILY  PRACTITIONER  WANTED 

1 3-man,  mixed  group  practice  seeking 
family  practitioner  to  join  its  Family 
Practice  Department  of  six  family 
practitioners  located  100  miles  south 
of  the  Twin  Cities  in  a community  of 
25,000.  Ideal  community  with  excellent 
schools  and  multiple  recreational  op- 
portunities, new  hospital.  Liberal  bene- 
fits and  top  salary  offered.  This  is  a 
choice  practice  opportunity  in  rural 
southern  Minnesota.  Please  contact: 

James  Burns,  M.D. 

210  N.  St.  Mary  St. 

Albert  Lea,  MN  56007 
(507)  373-1441 
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AMERICAN  MEDICAL  STUDENT  ASSOCIATION 

South  Dakota  Chapter 
University  of  South  Dakota 
School  of  Medicine 
Vermillion,  SD  57069 


To  the  Physicians  of  South  Dakota: 


It  is  my  privilege  as  the  1980-81  State  MECO  Director  to  take  this  opportunity  to  greet  each  member  of 
the  South  Dakota  State  Medical  Association  and  to  tell  you  about  MECO/SCEP.  MECO/SCEP  stands  for 
Medical  Education  and  Community  Orientation  Project/Summer  Clinical  Education  Program— an  edu- 
cational program  for  pre-clinical  medical  students  based  in  a community  hospital  or  group  practice  clinic. 
Students  spend  from  4-10  weeks  in  a community  under  supervision  of  a practicing  physician;  they 
participate  in  physicians’  offices,  other  community  health  care  institutions,  and  each  area  of  hospital 
based  care.  MECO  emphasizes  patient-oriented  care  and  allows  students  to  integrate  their  basic  science 
studies  with  actual  practice  of  medicine.  Of  all  former  participants,  80%  have  stated  that  they  would  be 
interested  in  returning  to  practice  in  their  MECO  community  and  98%  would  recommend  the  project  to 
others. 


The  purpose  of  this  letter  is  to  inform  those  of  you  familiar  with  the  project  of  another  opportunity  in 
1981  to  provide  an  educational  experience  for  students  and  to  encourage  the  development  of  new  MECO 
projects  across  the  state. 


A concern  sometimes  voiced  by  physicians  contemplating  a MECO  project  is  that  a pre-clinical  student 
will  require  a great  deal  of  time  and  prevent  them  from  seeing  their  normal  number  of  patients.  In 
general,  MECO  preceptors  have  found  that  having  a student  may  slow  them  down  a little,  but  much  less 
than  they  had  anticipated.  A normal  routine  can  be  carried  on,  with  time  for  discussion  over  lunch  or  en 
route  to  the  hospital.  In  addition,  the  student  spends  considerable  time  with  other  physicians,  in  the 
operating  room,  emergency  room,  or  with  the  administrative  and  social  services  personnel  of  the  hospital 
and  community  health  agencies.  Physicians  frequently  report  that  the  pleasure  and  stimulation  of 
teaching  students  greatly  outweighs  any  inconvenience  caused  by  the  student’s  presence. 


The  American  Academy  of  Family  Physicians  grants  thirty  hours  of  continuing  education  credit  to  any 
member  participating  for  a summer  in  the  MECO  project.  The  American  Medical  Association  provides 
hour-for-hour  credit  toward  its  Physician’s  Recognition  Award,  up  to  a maximum  of  45  hours,  for 
physicians  of  any  specialty  who  teach  students  under  MECO. 


I am  looking  forward  to  working  with  any  interested  physicians  in  order  to  set  up  MECO  projects 
profitable  for  both  physician  and  student.  Please  feel  free  to  contact  me  for  further  information  at  this 
address:  106-B  S.  University,  Vermillion,  SD  57069.  Thank  you. 


Sincerely, 

Connie  Kay  Haan,  State  Project  Director 

605-677-5233 
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THE 


ALUMNI 

ASSOCIATION 

of  the 

UNIVERSITY  OF  SOUTH  DAKOTA 
SCHOOL  OF  MEDICINE 


The  University  of  South  Dakota  School  of  Medicine  Alumni  Association  was 
officially  organized  in  1980.  It  is  a self-standing,  incorporated  organization. 
It  is  responsible  for  alumni  programming  and  raising  of  funds  for  general 
support  of  the  School  of  Medicine.  The  Association  works  closely  with  the 
South  Dakota  Medical  School  Endowment  Association  which  provides  funds 
for  student  loans  and  scholarships  and  for  research  support.  Both  or- 
ganizations are  administered  by  separate  Boards  of  Directors  with  assist- 
ance from  the  School  of  Medicine. 

As  of  1977  the  University  of  South  Dakota  School  of  Medicine  is  a four- 
year  degree  granting  school,  and  through  the  Alumni  Association  the 
school,  and  past  and  present  students  will  be  better  served. 

Contributions  may  be  sent  to: 

Alumni  Association 
School  of  Medicine 
University  of  South  Dakota 
Vermillion,  South  Dakota  57069 
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A non-narcotic  one-two  punch  against  pain,  with  concurrent  relief  of  anxiety/tension 

EQUAGESIC  ^ 

(meprobamate  and  ethoheptazine  citrate  with  aspirin)  Wyeth 


EQUAGESIC — Abbreviated  Summary 

* INDICATIONS  Based  on  a review  of  this  drug  by  the 
National  Academy  of  Sciences— National  Research 
Council  andor  other  information,  FDA  has  classified 
the  indications  as  follows 

■'Possibly"  effective  for  the  treatment  of  pain  accom- 
panied by  tension  and/or  anxiety  in  patients  with  mus- 
culoskeletal disease  or  tension  headache 
Final  classification  of  the  less-than-effective  indica- 
tions requires  further  investigation 
The  effectiveness  of  Equagesic  in  long-term  use.  i e 
more  than  four  months,  has  not  been  assessed  by 
systematic  clinical  studies  The  physician  should  pe- 
riodically reassess  usefulness  of  the  drug  (or  the  indi- 
vidual patient 

CONTRAINDICATIONS:  Equagesic  should  not  be  given  to 
individuals  with  a history  of  sensitivity  or  severe  intolerance 
to  aspirin,  meprobamate,  or  ethoheptazine  citrate 
WARNINGS:  Careful  supervision  of  dose  and  amounts  pre- 
scribed (or  patients  is  advised,  especially  with  those  patients 
with  known  propensity  for  taking  excessive  quantities  of  dajgs 
Excessive  and  prolonged  use  in  susceptible  persons,  e g , 
alcoholics,  former  addicts,  and  other  severe  psychoneurot- 
ICS.  has  been  reporied  to  result  in  dependence  on  or  habit- 
uation to  the  drug  Where  excessive  dosage  has  continued 
(or  weeks  or  months,  dosage  should  be  reduced  gradually 
rather  than  abruptly  stopped,  since  withdrawal  of  a "crutch" 
may  precipitate  withdrawal  reaction  of  greater  proportions 
than  that  for  which  the  drug  was  originally  prescribed  Abrupt 
discontinuance  of  doses  in  excess  of  the  recommended  dose 
has  resulted  in  some  cases  m the  occurrence  of  epileptiform 
seizures 

Special  care  should  be  taken  to  warn  patients  taking  mepro- 
bamate that  tolerance  to  alcohol  may  be  lowered  with  re- 
sultant slowing  of  reaction  time  and  impairment  of  judgement 
and  coordination 

USAGE  IN  PREGNANCY  AND  LACTATION;  An  in- 
creased risk  of  congenital  malformations  associated  with 
the  use  of  minor  tranquilizers  (meprobamate,  chlordi- 


azepoxide,  and  diazepam)  during  the  first  trimester  of 
pregnancy  has  been  suggested  in  several  studies.  Be- 
cause use  of  these  drugs  is  rarely  a matter  of  urgency, 
their  use  during  this  period  should  almost  always  be 
avoided.  The  possibility  that  a woman  of  child-bearing 
potential  may  be  pregnant  at  the  time  of  institution  of 
therapy  should  be  considered.  Patients  should  be  ad- 
vised that  if  they  become  pregnant  during  therapy  or 
Intend  to  become  pregnant  they  should  communicate 
with  their  physicians  about  the  desirability  of  discontin- 
uing the  drug. 

Meprobamate  passes  the  placental  barrier.  It  is  present 
both  in  umbilical-cord  blood  at  or  near  maternal  plasma 
levels  and  in  breast  milk  of  lactating  mothers  at  concen- 
trations two  to  four  times  that  of  maternal  plasma.  When 
use  of  meprobamate  Is  contemplated  In  breast-feeding 
patients,  the  drug's  higher  concentrations  in  breast  milk 
as  compared  to  maternal  plasma  levels  should  be 
considered. 

Preparations  containing  aspirin  should  be  kept  out  of  the 
reach  of  children  Equagesic  is  not  recommended  for  pa- 
tients 12  years  ot  age  and  under 

PRECAUTIONS:  Should  drowsiness,  ataxia,  or  visual  dis- 
turbance occur,  the  dose  should  be  reduced.  If  symptoms 
continue,  patients  should  not  operate  a motor  vehicle  or  any 
dangerous  machinery 

Suicidal  attempts  with  meprobamate  have  resulted  in  coma, 
shock,  vasomotor  and  respiratory  collapse,  and  anuria  Very 
few  suicidal  attempts  were  fatal,  although  some  patients  in- 
gested very  large  amounts  of  the  drug  (20  to  40  gm)  These 
doses  are  much  greater  than  recommended  The  drug  should 
be  given  cautiously,  and  in  small  amounts,  to  patients  who 
have  suicidal  tendencies  In  cases  where  excessive  doses 
have  been  taken,  sleep  ensues  rapidly  and  blood  pressure, 
pulse,  and  respiratory  rates  are  reduced  to  basal  levels  My- 
pervenlilation  has  been  reported  occasionally  Any  drug  re- 
maining in  the  stomach  should  be  removed  and  symptomatic 
treatment  given  Should  respiration  become  very  shallow 
and  slow,  CNS  stimulants,  eg  , caffeine,  Metrazot,  or  am- 


phetamine, may  be  cautiously  administered  If  severe  hypo- 
tension develops,  pressor  amines  should  be  used  parenterally 
to  restore  blood  pressure  to  normal  levels 
ADVERSE  REACTIONS'  A small  percentage  of  patients 
may  experience  nausea  with  or  without  vomiting  and  epigas- 
tric distress  Dizziness  occurs  rarely  when  meprobamate  and 
ethoheptazine  citrate  with  aspirin  is  administered  in  recom- 
mended dosage  The  meprobamate  may  cause  drowsiness 
but.  as  a rule,  this  disappears  as  therapy  is  continued  Should 
drowsiness  persist  and  be  associated  with  ataxia,  this  symp- 
tom can  usually  be  controlled  by  decreasing  the  dose,  but 
occasionally  it  may  be  desirable  to  administer  central  stim- 
ulants such  as  amphetamine  or  mephentermine  sulfate  con- 
comitantly to  control  drowsiness 

A clearly  related  side  effect  to  the  administration  of  mepro- 
bamate IS  the  rare  occurrence  of  allergic  or  idiosyncratic  re- 
actions This  response  develops,  as  a rule,  in  patients  who 
have  had  only  1-4  doses  of  meprobamate  and  have  not  had 
a previous  contact  with  the  drug  Previous  history  of  allergy 
may  or  may  not  be  related  to  the  incidence  of  reactions. 

Mild  reactions  are  characterized  by  an  itchy  urticarial  or  ery- 
thematous. maculopapular  rash  which  may  be  generalized 
or  confined  to  the  groin  Acute  nonthrombocytopenic  purpura 
with  cutaneous  petechiae.  ecchymoses,  peripheral  edema, 
and  fever  have  also  been  reported 

More  severe  cases,  observed  only  very  rarely,  may  also  have 
other  allergic  responses,  including  fever,  fainting  spells,  an- 
gioneurotic edema,  bronchial  spasms,  hypotensive  crises  (1 
fatal  case),  anaphylaxis,  stomatitis  and  proctitis  (1  case),  and 
hyperthermia.  Treatment  should  be  symptomatic  such  as 
administration  of  epinephrine,  antihistamine,  and  possibly 
hydrocortisone  Meprobamate  should  be  stopped,  and  rein- 
stitution  of  therapy  should  not  be  attempted 
Rare  cases  have  been  reported  where  patients  receiving 
meprobamate  suffered  from  aplastic  anemia  (1  fatal  case), 
thrombocytopenic  purpura,  agranulocytosis,  and  hemolytic 
anemia.  In  nearly  every  instance  reported,  other  toxic  agents 
known  to  have  caused  these  conditions  have  been  associ- 
ated with  meprobamate  A few  cases  of  leukopenia  during 


continuous  administration  of  meprobamate  are  reported,  most 
of  these  returned  to  normal  without  discontinuation  of  the 
drug 

Impairment  of  accommodation  and  visual  acuity  has  been 
reported  rarely 

OVERDOSE:  Two  instances  of  accidental  or  intentional  sig- 
nificant overdosage  with  ethoheptazine  citrate  combined  with 
aspirin  have  been  reported.  These  were  accompanied  by 
symptoms  of  CNS  depression,  including  drowsiness  and 
light-headedness,  with  uneventful  recovery  However,  on  the 
basis  of  pharmacological  data,  it  may  be  anticipated  that 
CNS  stimulation  could  occur  Other  anticipated  symptoms 
would  include  nausea  and  vomiting.  Appropriate  therapy  of 
signs  and  symptoms  as  they  appear  is  the  only  recommen- 
dation possible  at  this  time  Overdosage  with  ethoheptazine 
combined  with  aspirin  would  probably  produce  the  usual 
symptoms  and  signs  of  salicylate  intoxication  Observation 
and  treatment  should  include  induced  vomiting  or  gastric 
lavage,  specific  parenteral  electrolyte  therapy  for  ketoaci- 
dosis and  dehydration,  watching  for  evidence  of  hemor- 
rhagic manifestations  due  to  hypoprothrombinemia  which,  if 
It  occurs,  usually  requires  whole-blood  transfusions 
DESCRIPTION:  Each  Equagesic  tablet  contains  150  mg  me- 
probamate, 75  mg  ethoheptazine  citrate  and  250  mg  aspirin 

Copyright  1980,  Wyeth  Laboratories 
All  rights  reserved 

‘This  drug  has  been  evaluated  as  possibly 
effective  for  this  indication 
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Philadelphia,  Pa  19101 


MODERATE 


A therapeutic  dose 
of  acetaminophen 
in  one  tablet 


A therapeutic  dose 
of  two  complementary 
analgesics 


The  convenience  and 
economy  of  a 
dosage  schedule  of 
one  tablet,  every  four 
hours  as  needed 


WHY  NOT  WYGESIC  ® 

(65  mg  propoxyphene  HCI  and  650  mg  acetaminophen)  Wyeth 


WYGESIC— Abbreviated  Summary 
INDICATION;  For  the  relief  of  mild-to-moderate  pain 
CONTRAINDICATION:  Hypersensitivity  to  propox- 
yphene or  to  acetaminophen 

WARNINGS:  CNS  ADDITIVE  EFFECTS  AND  OVER- 
DOSAGE Propoxyphene  in  combination  with  alcohol, 
tranquilizers,  sedative-hypnotics,  or  other  CNS  de- 
pressants has  an  additive  depressant  effect  Pa- 
tients taking  this  drug  should  be  advised  of  the  additive 
effect  and  warned  not  to  exceed  the  dosage  recom- 
mended Toxic  effects  and  fatalities  have  occurred 
following  overdoses  of  propoxyphene  alone  or  in 
combination  with  other  (bNS  depressants  Most  of 
these  patients  had  histones  of  emotional  disturb- 
ances or  suicidal  ideation  or  attempts,  as  well  as 
misuse  of  tranquilizers,  alcohol,  or  other  CNS-active 
drugs  Caution  should  be  exercised  in  prescribing 
large  amounts  of  propoxyphene  for  such  patients 
(see  Management  of  Overdosage) 

DRUG  DEPENDENCE:  Propoxyphene  can  produce 
drug  dependence  characterized  by  psychic  depend- 
ence and  less  frequently,  physical  dependence  and 
tolerance.  It  will  only  partially  suppress  the  with- 
drawal syndrome  in  individuals  physically  dependent 
on  morphine  or  other  narcotics  The  abuse  liability  of 
propoxyphene  is  qualitatively  similar  to  codeine's  al- 
though quantitatively  less,  and  propoxyphene  should 
be  prescribed  with  the  same  degree  of  caution  ap- 
propriate to  the  use  of  codeine 
USAGE  IN  AMBULATORY  PATIENTS:  Propoxy- 
phene may  impair  the  mental  and  or  physical  abilities 
required  for  potentially  hazardous  tasks,  e g driving 
a car  or  operating  machinery  Patients  should  be 
cautioned  accordingly 

USAGE  IN  PREGNANCY:  Safe  use  in  pregnancy 
has  not  been  established  relative  to  possible  ad- 
verse effects  on  fetal  development  INSTANCES  OF 
WITHDRAWAL  SYMPTOMS  IN  THE  NEONATE 
HAVE  BEEN  REPORTED  FOLLOWING  USAGE 
DURING  PREGNANCY  Therefore,  propoxyphene 
should  not  be  used  in  pregnant  women  unless,  in  the 


judgement  of  the  physician,  the  potential  benefits 
outweigh  the  possible  hazards 
USAGE  IN  CHILDREN:  Propoxyphene  is  not  rec- 
ommended for  children  because  documented  clinical 
experience  has  been  insufficient  to  establish  safely 
and  a suitable  dosage  regimen  m the  pediatric  group 
PRECAUTIONS:  Confusion,  anxiety,  and  tremors 
have  been  reported  m a few  patients  receiving  pro- 
poxyphene concomitantly  with  orphenadnne  The  CNS 
depressant  effect  of  propoxyphene  may  be  additive 
with  other  CNS  depressants,  including  alcohol 
ADVERSE  REACTIONS:  The  most  frequent  ad- 
verse reactions  are  dizziness,  sedation,  nausea,  and 
vomiting  These  seem  more  prominent  in  ambulatory 
than  in  nonambulatory  patients,  some  of  these  re- 
actions may  be  alleviated  if  the  patient  lies  down 
Other  adverse  reactions  include  constipation,  ab- 
dominal pain,  skin  rashes.  Iight-headedness,  head- 
ache. weakness,  euphoria,  dysphoria,  and  minor 
visual  disturbances  The  chronic  ingestion  of  propox- 
yphene in  doses  over  800  mg  per  day  has  caused 
toxic  psychoses  and  convulsions  Cases  of  liver  dys- 
function have  been  reported 
DRUG  INTERACTIONS:  Propoxyphene  in  combi- 
nation with  alcohol,  tranquilizers,  sedative-hypnot- 
ics, and  other  CNS  depressants  has  an  additive 
depressant  effect  Patients  taking  this  drug  should 
be  advised  of  the  additive  effect  and  warned  not  to 
exceed  the  dosage  recommended  (see  Warnings] 
Confusion,  anxiety,  and  tremors  have  been  reported 
in  a few  patients  receiving  propoxyphene  concomi- 
tantly with  orphenadnne 

MANAGEMENT  OF  OVERDOSAGE;  SYMPTOMS 
The  manifestations  of  serious  overdosage  with  pro- 
poxyphene are  similar  to  those  of  narcotic  overdos- 
age and  include  respiratory  depression  (a  decrease 
m respiratory  rate  and  or  tidal  volume,  Cheyne- 
Stokes  respiration,  cyanosis),  extreme  somnolence 
progressing  to  stupor  or  coma,  pupillary  constriction, 
and  circulatory  collapse  In  addition  to  these  char- 
acteristics. which  are  reversed  by  narcotic  antago- 


nists such  as  naloxone  there  may  be  other  effects 
Overdoses  of  propoxyphene  can  cause  delay  of  car- 
diac conduction  as  well  as  focal  or  generalized  con- 
vulsions, a prominent  feature  in  most  cases  of  severe 
poisoning  Cardiac  arrhythmias  and  pulmonary  edema 
have  occasionally  been  reported,  and  apnea,  car- 
diac arrest,  and  death  have  occurred 
Symptoms  of  massive  overdosage  with  acetamino- 
phen may  include  nausea,  vomiting,  anorexia,  and 
abdominal  pain,  beginning  shortly  after  ingestion  and 
lasting  for  12  to  24  hours  However,  early  recognition 
may  be  difficult  since  early  symptoms  may  be  mild 
and  nonspecific  Evidence  of  liver  damage  is  usually 
delayed  After  the  initial  symptoms,  the  patient  may 
feel  less  ill;  however,  laboratory  determinations  are 
likely  to  show  a rapid  rise  in  liver  enzymes  and  bili- 
rubin. In  case  of  serious  hepatotoxicity.  jaundice,  co- 
agulation defects,  hypoglycemia,  encephalopathy, 
coma,  and  death  may  follow  Renal  failure  due  to 
tubular  necrosis,  and  myocardiopathy,  have  also  been 
reported 

Ingestion  of  10  grams  or  more  of  acetaminophen 
may  produce  hepatotoxicity  A i3-gram  dose  has  re- 
portedly been  fatal 

TREATMENT:  Primary  attention  should  be  given  to 
the  reestablishment  of  adequate  respiratory  ex- 
change through  provision  of  a patent  airway  and  in- 
stitution of  assisted  or  controlled  ventilation  The 
narcotic  antagonists,  naloxone,  nalorphine,  and  lev- 
allorphan,  are  specific  antidotes  against  the  respira- 
tory depression  produced  by  propoxyphene.  An 
appropriate  dose  of  one  of  these  antagonists  should 
be  administered,  preferably  IV.  simultaneously  with 
efforts  at  respiratory  resuscitation  and  the  antagonist 
should  be  repeated  as  necessary  until  the  patient's 
condition  remains  satisfactory  In  addition  to  a nar- 
cotic antagonist,  the  patient  may  require  careful  titra- 
tion with  an  anticonvulsant  to  control  seizures 
Analeptic  drugs  (e  g.  caffeine  or  amphetamine)  should 
not  be  used  because  of  their  tendency  to  precipitate 
convulsions. 


Oxygen,  IV  fluids,  vasopressors  and  other  suppor- 
tive measures  should  be  used  as  indicated  Gastric 
lavage  may  be  helpful  Activated  charcoal  can  ab- 
sorb a significant  amount  of  ingested  propoxyphene 
Dialysis  is  of  little  value  in  poisoning  by  propoxy- 
phene alone  Acetaminophen  is  rapidly  absorbed, 
and  efforts  to  remove  the  drug  from  the  body  should 
not  be  delayed  Copious  gastric  lavage  and  or  induc- 
tion of  emesis  may  be  indicated  Activated  charcoal 
IS  probably  ineffective  unless  administered  almost 
immediately  after  acetaminophen  ingestion  Neither 
forced  diuresis  nor  hemodialysis  appears  to  be  ef- 
fective in  removing  acetaminophen.  Since  acetami- 
nophen in  overdose  may  have  an  antidiuretic  effect 
and  may  produce  renal  damage,  administration  of 
fluids  should  be  carefully  monitored  to  avoid  over- 
load It  has  been  reported  that  mercaptamme  (cys- 
leamine)  or  other  thiol  compounds  may  protect  against 
liver  damage  if  given  soon  after  overdosage  (8-10 
hours)  N-acetylcysteine  is  under  investigation  as  a 
less  toxic  alternative  to  mercaptamme.  which  may 
cause  anorexia,  nausea,  vomiting,  and  drowsiness 
Appropriate  literature  should  be  consulted  for  further 
information  (JAMA  237:2406-2407,  1977) 

Clinical  and  laboratory  evidence  of  hepatotoxicity  may 
be  delayed  up  to  one  week.  Acetaminophen  plasma 
levels  and  half-life  may  be  useful  in  assessing  the 
likelihood  of  hepatotoxicity  Serial  hepatic  enzyme 
determinations  are  also  recommended 
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Thirty-Six  Year  Old  Caucasian  Male  With 
Dyspnea  And  A Bilateral  Pulmonary  Infiltrate 


Richard  Honke,  M.D.* 

Discusser 

John  F.  Barlow,  M.D.** 

Editor 


Case  No.  849-201 

This  36-year-old  Caucasian  male  was  admitted  to  the  hospi- 
tal because  of  an  abnormal  chest  x-ray  showing  a diffuse  inter- 
stitial infiltrate  bilaterally. 

The  patient  had  been  well  until  four  months  prior  to  admis- 
sion when  he  developed  a dry  non-productive  cough.  This  con- 
tinued and  the  patient  developed  dyspnea  on  exertion  three 
weeks  prior  to  admission.  The  patient  had  no  history  of  fever, 
chills,  hemoptysis  or  chest  pain.  There  had  been  some  lymph- 
adenopathy  noted  in  the  right  cervical  region  and  axilla.  On 
biopsy  lymph  nodes  were  reported  as  no  pathologic  abnormali- 
ty. The  patient  indicated  no  occupational  history  suggestive  of 
exposure  to  toxic  chemicals  or  dusts.  He  did  have  a stove  in  his 
home  for  heating  purposes  during  the  past  winter.  He  also  had 
been  exposed  to  burning  rubber  and  a burning  car  within  the 
last  few  months.  There  was  some  suggestive  history  of  expo- 
sure to  chlorine.  The  patient  was  on  no  medication  and  had  no 
known  allergies.  Review  of  systems  was  otherwise  un- 
remarkable. Past  history  was  unremarkable. 


PHYSICAL  EXAMINATION;  Temperature  98.6°F,  pulse  76/ 
min.  and  regular;  respirations  20/min.  and  regular;  blood  pres- 
sure 112  systolic  and  70  diastolic;  height  5'8'';  weight  161  lbs. 
Examination  of  the  head  and  neck  was  unremarkable,  except 
for  the  scar  from  recent  lymph  node  surgery.  The  lungs  were 


* Resident  in  Family  and  Community  Medicine,  Sioux  Falls, 
SD. 

‘‘Pathologist,  Laboratory  of  Clinical  Medicine  and  Sioux  Valley 
Hospital,  Sioux  Falls,  SD;  Professor  of  Pathology,  School  of 
Medicine,  University  of  South  Dakota. 


clear  to  auscultation  and  percussion.  The  heart  was  not  en- 
larged and  there  were  no  murmurs  or  abnormal  sounds.  Exami- 
nation of  the  abdomen  revealed  no  palpable  organs,  masses  or 
tenderness.  Rectal  examination  was  unremarkable.  Neurologic 
examination  was  within  normal  limits.  The  peripheral  pulses 
were  normal. 

LABORATORY  DATA:  Urinalysis— yellow,  cloudy,  specific 
gravity  1.025,  pH  5.5,  negative  for  protein,  glucose,  reducing 
substance,  ketone  bodies,  bile,  and  hemoglobin;  sediment  0-1 
white  cells/hpf,  no  other  abnormalities.  Hgb.  16.1  gm/dl,  he- 
matocrit 46  vol/dl,  normal  red  cell  indices,  white  count  10.5  x 
lO’/L  with  55%  segmented  neutrophils,  6%  neutrophilic  bands, 
2%  eosinophils,  1%  basophils,  and  36%  normal  lymphocytes. 
The  red  cells  were  normochromic,  normocytic  and  the  platelets 
normal  in  number  and  morphology  on  the  smear.  An  erythro- 
cyte sedimentation  rate  was  12  mm/hr,  Ph  7.42,  PCO,  39  torr, 
CO2  content  24  mm/L,  sodium  139  meq/L,  potassium  3.6  meq/ 
L,  chloride  107  meq/L.  Lactic  dehydrogenase,  (LDH)  411  u/L 
(normal  0-270  u/Lh  alkaline  phosphatase,  aspartate  amino- 
transferase total  bilirubin,  total  protein,  calcium,  phosphorus, 
glucose,  blood  urea  nitrogen,  creatinine,  uric  acid,  and  choles- 
terol were  essentially  within  normal  limits.  A latex  test  for 
rheumatoid  factor  and  a fluorescent  antinuclear  antibody  test 
(FANA)  were  negative.  Arterial  blood  gases  on  room  air  p02 
64  torr,  PCOj  35  torr,  pH  7.43,  CO2  content  22  mm/L,  base 
excess  0,  oxygen  saturation  93%.  Lung  function  tests  were  in- 
terpreted (both  pre-bronchodilator  and  post-bronchodilator 
studies)  as  within  normal  limits.  The  lung  volume  studies 
showed  a slight  restrictive  defect.  A chest  x-ray  showed  dense 
bilateral  perihilar  alveolar  infiltrates.  Culture  of  sputum  for 
routine  mycobacterial  and  fungal  pathogens  were  negative.  A 
PPD  intermediate  strength  skin  test  intradermal  (mantoux) 
was  negative.  Immunodiffusion  for  histoplasmosis,  coc- 
cidioidomycosis and  blastomycosis  were  negative.  An  open 
lung  biopsy  was  performed. 
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DR.  HONKE:  The  history  is  that  of  a young  man 
who  has  had  a cough  for  4 months  and  then  devel- 
oped progressive  dyspnea  for  3 weeks  prior  to  ad- 
mission. There  was  no  significant  history  of  expo- 
sure to  toxins,  irritants,  or  drugs.  I did  ask  Dr. 
Aspaas,  whose  patient  this  was,  whether  he  was 
burning  maple  logs  in  a wood  stove  as  I will  explain 
below  in  my  discussion  of  hypersensitivity  pneu- 
monitis. The  physical  examination  was  essentially 
normal.  Laboratory  data  showed  a normal  hemoglo- 
bin and  very  little  alteration  in  the  white  count  or 
arterial  blood  gases.  P02  was  64  torr  and  PC02  was 
35  torr.  The  pulmonary  function  test  revealed  only  a 
slight  restrictive  defect  but  the  chest  x-ray  was  rath- 
erstriking  showing  bilateral  alveolar  infiltrates. 

This  patient  is,  therefore,  a young  male  with  a 
mild  restrictive  lung  disease  of  several  months  dura- 
tion. There  is  no  history  to  reflect  an  extrinsic  cause 
of  the  problem  due  to  trauma  or  muscle  paralysis. 
The  disease  process  falls  into  the  category  of  an 
intrinsic  restrictive  lung  disease,  the  two  sub- 
divisions of  which  are  pulmonary  edema  and  chron- 
ic intrinsic  pulmonary  disease.  Both  have  an  infiltra- 
tive process  either  in  the  interstitium  or  in  the  al- 
yeoli. 

Non-cardiac  pulmonary  edema  may  be  due  to 
increased  capillary  pressure  or  to  increased  alveolar 
vascular  endothelial  permeability.  This  may  be  ei- 
ther acute  or  sub-acute  and  is  often  termed  acute 
respiratory  distress  syndrome  (ARDS).  There  are 
many  causes  of  this  process  including  shock,  infec- 
tion, fat  embolism,  acute  pancreatitis,  fluid  overload 
without  cardiac  failure,  oxygen  toxicity,  smoke 
inhalation,  disseminated  intravascular  coagulation, 
cardiopulmonary  bypass,  ventilator  therapy,  near 
drowning  and  paraquat  poisoning.  There  is  a com- 
mon picture  of  acute  respiratory  failure,  diffuse  in- 
filtrate and  restrictive  physiology  with  a decrease  in 


pulmonary  compliance  and  poor  oxygenation. 

Increased  capillary  pressure  with  pulmonary  ede- 
ma can  be  caused  by  cardiac  failure  and  is  also  re- 
sponsible for  the  pulmonary  edema  seen  in  acute 
head  injury.  The  history  in  this  patient  seems  to 
exclude  all  the  above. 

The  chronic  infiltrative  diseases  include  a broad 
category  including  collagen  and  vascular  diseases, 
pulmonary  infiltrates  with  eosinophilia,  hyper- 
sensitivity, pneumonitis,  or  alveolitis  and  gran- 
ulomatous processes  such  as  Wegener’s  or  allergic 
granulomatosis.  Goodpasture’s  syndrome  which  is 
characterized  by  pulmonary  hemorrhage  and  renal 
failure  should  also  be  considered.  There  is  no  sug- 
gestion of  any  of  these.  The  lack  of  systemic  symp- 
toms and  hemoptysis  tends  to  exclude  the  pulmo- 
nary vasculitides  associated  with  systemic  lupus 
erythematosus  and  the  granulomatous  diseases  of 
the  lung  as  mentioned  as  well  as  collagen  vascular 
diseases.  The  eosinophilic  syndromes  can  be  exclud- 
ed by  history  and  laboratory  work. 

Environmental  causes  include  various  pneumo- 
conioses for  which  there  is  little  evidence.  Pulmo- 
nary fibrosis  due  to  fumes,  toxic  gases  or  even  radia- 
tion are  unlikely  here. 

Another  group  of  diffuse  pulmonary  disease 
includes  sarcoidosis,  eosinophilic  granuloma,  pul- 
monary hemosiderosis,  alveolar  proteinosis,  diffuse 
interstitial  pneumonitis  of  usual  type,  desquamative 
interstitial  pneumonitis,  and  lymphoid  interstitial 
pneumonitis. 

One  should  also  consider  the  hypersensitive 
group  of  pulmonary  diseases  which  may  affect  the 
lungs.  In  this  group  of  diseases  there  is  apparent 
allergy  to  a wide  variety  of  materials  often  con- 
taminated by  various  fungi.  A list  of  some  of  the 
many  agents  involved  is  included  in  the  table  below. 


Name  of  Disease 

Table  I 

External  Source 
of  Antigen 

Actual  Antigen 

Responsible 

Aspergillosis 

Aspergillus  spores 

Various  aspergilli 

Bible-printer’s  lung 

Moldy  typesetting  water 

Unknown 

Bagassosis 

Bird  (avian)  contact  lungs 

Moldy  sugarcane 

Thermophylic  actinomycetes  (especially 
Thermoactinomyces  vulgaris) 

Budgerigar  fancier’s  lung 

Parakeets 

Chicken  handler’s  lung 

Chickens 

Unknown  antigen 

Pigeon  breeder’s  lung 

Pigeons 

(may  be  present  in  avian  droppings  or 
serum) 

Turkey  handler’s  lung 

Turkeys 

Cheese-washer’s  lung 

Cheese  mold 

Penicillium  caseii 

Coffee-worker’s  lung 

Coffee  dust 

Unknown 

Corn-farmer’s  lung 

Corn  dust 

Unknown 

Detergent  lung 

Detergents  (during 
processing  or  use) 

Bacillus  subtilis 
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Farmer’s  lung 

Furrier's  lung 
Humidifier-air 
conditioner  lung 
(Wood)  Joiner's  lung 
Malt-worker’s  lung 
Maple  bark-stripper’s  lung 
Mummy-handler’s  lung 
Mushroom-worker’s  lung 
Paper  mill-worker’s  lung 
Paprika-slicer’s  lung 
Pituitary  snuff  syndrome 
Sequoiosis 

Smallpox-handler’s  lung 
Suberosis 
Tea-grower’s  lung 
Wheat-weevil  lung 
Wood  pulp-worker’s  lung 


Moldy  hay  or  grain 
Hair  dust 

Humidifiers  and  air 
conditioners 
Sawdust 
Malt  dust 
Moldy  maple  bark 
Cloth  wrapping  of  mummies 
Mushroom  compost 
Moldy  wood  pulp 
Moldy  paprika 
Pituitary  powder 
Moldy  redwood  dust 
Smallpox  scabs 
Moldy  cork  dust 
Tea  plants 
Wheat  flour 
Moldy  logs 


Micropolyspora  faeni. 

T.  vulgaris.  T.  sacchari 
Unknown 

Thermophylic  actinomycetes 

Unknown 
Various  aspergill! 
Cryptostroma  corticale 
Unknown 

Thermophylic  actinomycetes 
Various  species  of  Alternaria 
Mucor  stolonifer 
Unknown 

Various  species  of  Craphium 
Unknown 

Penicillium  frequetans 
Unknown 

Sitophilus  granarius 
Various  species  of  Alternaria 


In  addition,  one  must  get  a careful  drug  history  of 
patients  with  pulmonary  infiltrates  because  there  are 
a number  of  drugs  which  produce  various  types  of 
acute  and  chronic  infiltrative  pulmonary  processes 
through  a hypersensitivity  mechanism.  Some  of 
these  include  antimicrobial  agents  such  as  nitrofu- 
rantoin, sulfonamides,  and  pencillin.  Chemother- 
apeutic agents  such  as  busulfan,  cyclophosphamide, 
methotrexate,  bleomycin,  procarbazine  and  mel- 
phalan  are  some  of  the  antineoplastic  agents  which 
may  produce  a picture  usually  characterized  by  dif- 
fuse pulmonary  fibrosis.  Analgesic  drugs  such  as 
heroin,  hexamethonium,  methadone,  methysergide 
and  propoxyphene  can  also  produce  pulmonary  ede- 
ma or  pulmonary  fibrosis.  Miscellaneous  other 
drugs  and  products  have  also  caused  pulmonary 
infiltrates  such  as  transfusion  producing  an  increase 
capillary  permeability  (pulmonary  hive).  Chlordiaz- 
epoxide,  hydrochlorothiazide,  pituitary  snuff  and 
drugs  that  produce  systemic  lupus  erythematosus 
can  also  produce  diffuse  pulmonary  infiltrates. 

One  must  always  consider  sarcoidosis  but  the  x- 
ray  picture  and  the  absence  of  a confirmatory  lymph 
node  biopsy  leave  us  little  upon  which  to  base  this 
diagnosis. 

The  chest  x-ray  showed  a marked  perihilar  infil- 
trate (Fig.  1).  The  absence  of  an  enlarged  heart  sug- 
gests that  this  is  not  pulmonary  edema.  The  radiol- 
ogist suggested  non-cardiac  causes  of  pulmonary 
edema  such  as  the  central  nervous  disease,  drug 
toxicity,  near  drowning  or  high  altitude.  Pulmonary 
alveolar  proteinosis  was  also  suggested  giving  a ma- 
jor clue  in  this  case. 

In  pulmonary  alveolar  proteinosis  there  is  a 
chronic  progressive  filling  of  the  alveoli  with  pro- 
teinaceous material  which  is  thought  to  represent 


Figure  1 

Chest  X-ray  reveals  perihilar  infiltrate  without  cardiac  en- 
largement. 


surfactant.  The  disease  can  be  confirmed  by  biopsy 
and  is  treated  by  pulmonary  lavage.  Steroids  should 
be  avoided.  The  clinical  and  x-ray  picture  certainly 
fit  this  possibility.  With  little  to  support  the  other 
diagnosis,  I will  pick  the  possibility  I just  discussed. 


Dr.  Honke’s  Diagnosis: 

Pulmonary  Alveolar  Proteinosis 

DR.  BARLOW;  An  open  lung  biopsy  was  per- 
formed by  Dr.  Peter  O’Brien.  Submitted  was  a 5.5  x 
3x3  cms.  segment  of  lung  with  poorly  demarcated 
areas  of  tan  consolidation  surrounded  by  normal 
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appearing  lung.  Permanent  sections  revealed  a char- 
acteristic picture  with  a large  amount  of  eosinophilic 
acellular  material  completely  filling  the  alveolar 
spaces.  The  material  was  markedly  periodic  acid 
Schiff  (PAS)  positive.  There  was  no  evidence  of 
inflammation  and  the  pulmonary  alveolar  septae 
were  uninfected  by  congestion  or  inflammation. 
(Fig.  2)  This  is  the  typical  morphology  of  pulmonary 
alveolar  proteinosis. 


Figure  2 

Low  power  view  of  uniform  amorhous  acellular  material 
filling  alveoli,  H & E lOOX. 


FINAL  ANATOMIC  DIAGNOSIS 
PULMONARY  ALVEOLAR  PROTEINOSIS 

*DR.  ROBERT  WILLIX:  Why  was  an  open  lung 
biopsy  performed  instead  of  a transbronchial  bi- 
opsy? 

**DR.  ASPAAS:  I would  agree  that  a transbronchial 
biopsy  or  even  a skinny  needle  biopsy  would  have 
sufficed  with  most  patients.  However,  this  individu- 
al was  quite  anxious  and  would  allow  us  only  one 
attempt  to  obtain  tissue  for  diagnosis.  We,  there- 
fore, elected  to  do  the  open  biopsy  procedure.  The 
transbronchial  biopsy  may  be  unsuccessful  when 
there  is  significant  pulmonary  fibrosis  and  an  inade- 
quate or  non-diagnostic  specimen  might  be  ob- 
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Hospital,  Sioux  Falls,  SD  and  Assistant  Professor  in  Medi- 
cine, School  of  Medicine,  University  ofSouth  Dakota. 


tained.  The  size  of  the  specimen  is  also  quite  small. 
In  this  patient  the  history  and  chest  x-ray  are  cer- 
tainly consistent  with  pulmonary  alveolar  pro- 
teinosis. The  patient  worked  in  construction  and  on 
the  farm.  A careful  history  did  not  reveal  chronic 
exposure  to  any  agents  involved  in  the  hyper- 
sensitivity group  of  diseases  of  the  lung  or  any  of  the 
pneumoconioses. 

Pulmonary  lavage  can  be  used  to  relieve  symp- 
toms in  patients  with  pulmonary  alveolar  pro- 
teinosis. A double  lumen  endotracheal  tube  is 
placed  and  one  lumen  of  the  tube  can  be  used  to 
lavage  one  lung  while  the  other  lung  is  being  venti- 
lated. We  elected  not  to  do  a pulmonary  lavage  on 
this  patient  because  he  had  relatively  few  symptoms. 
Steroids  are  contraindicated  in  alveolar  proteinosis. 
They  do  not  seem  to  relieve  the  process  and  they 
may  increase  the  frequency  of  pulmonary  super- 
infection. The  prognosis  of  the  disease  is  quite  varia- 
ble. Some  patients  seem  to  get  completely  better, 
although  the  disease  can  be  fatal  or  crippling. 

***DR.  RODNEY  PARRY:  This  disease  was  first 
described  in  1958.  The  disease  may  occur  in  infants 
and  elderly  people  as  well  as  young  adults.  The  ma- 
terial in  the  alveoli  contains  both  lipid  and  protein.  It 
is  apparently  identical  to  surfactant  which  is  pro- 
duced by  the  type  II  pneumocytes  of  the  alveoli. 
Since  there  is  an  increased  incidence  of  infection  by 
certain  fungus-like  organisms  such  as  nocardia, 
aspergillus  and  cryptococcus,  investigators  have 
studied  the  macrophages  in  this  disease  and  found 
that  these  macrophages  are  indeed  not  normal.  They 
are  able  to  phagocytize  but  not  kill  organisms.  This 
has  recently  been  shown  in  a review  in  the 
American  Journal  of  Respiratory  Disease  in  which 
Candida  can  be  engulfed  by  macrophages  from  pa- 
tients with  alveolar  proteinosis  but  the  Candida  are 
not  killed. 

Bronchial  lavage  has  been  used  to  treat  this  dis- 
ease for  several  years.  I refer  you  to  Freidman’s 
textbook  for  further  discussion.  There  have  been 
studies  using  saline  and  a mixture  of  saline  and 
mucomyst  which  is  N-acetyl/cysteine.  It  has  been 
shown  that  if  one  lung  is  lavaged  with  saline  and  the 
other  with  mucomyst  the  results  are  approximately 
the  same.  Chest  percussion  markedly  increases  the 
yield  of  the  abnormal  material  produced  in  this  dis- 
ease. 

Since  you  are  removing  surfactant  from  the  lung, 
one  of  the  complications  of  therapy  is  atelectasis. 
This  and  lavage  may  lead  to  hypoxia.  The  lavage 
may  have  to  be  performed  every  3 to  6 months. 

The  etiology  of  alveolar  proteinosis  is  not  known. 
There  is  not  a direct  relationship  with  smoking. 

*DR.  ROBERT  MARSCHKE;  Is  material  obtained 
from  the  lavage  diagnostic? 
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DR.  BARLOW:  When  large  amounts  of  material  are 
obtained  with  characteristic  fragments  of  PAS  posi- 
tive eosinophilic  debris,  one  can  make  a diagnosis 
with  a high  degree  of  probability,  particularly  in  con- 
junction with  a typical  chest  x-ray.  However,  I want 
to  note  that  the  presence  of  PAS  positive  material  in 
pulmonary  macrophages  is  not  diagnostic  alone. 
This  is  very  similar  to  trying  to  make  a diagnosis  of 
lipid  pneumonia  by  using  the  presence  of  fat  in  pul- 
monary macrophages  or  making  a diagnosis  of  pul- 
monary hemosiderosis  from  the  presence  of  iron  in 
pulmonary  macrophages.  Neither  of  these  findings 
is  diagnostic  either. 

BIBLIOGRAPHY 

1.  Fraser,  RG,  Pare,  PJA,  Diagnosis  of  the  Chest.  1924,  WB 
Saunders,  2nd  Ed.,  1979. 

2.  Guenter,  CA,  Welch,  MH,  Pulmonary  Medicine.  535,  JB 
Lippincott,  Co.,  1977. 

3.  Spencer,  H,  Pathology  of  the  Lung.  669,  WB  Saunders,  3rd 
Ed.,  1978. 

4.  Costello,  JF,  Moriarty,  DC,  Branthwaite,  MA,  Turner-War- 
wick,  M,  Corrin,  B,  Diagnosis  and  management  of  alveolar 
proteinosis;  the  role  of  electron  microscopy.  Thorax,  20:121, 
1975. 

5.  Rosen,  HS,  Castleman,  BC,  Liebow,  AA,  Pulmonary  alveolar 
proteinosis,  NEJM.  258:1 123,  1958. 

6.  Ramirez,  RJ,  Nyka,  W,  and  McLaughlin,  J,  Pulmonary  al- 
veolar proteinosis,  NEJM.  268:165,  1963. 

7.  Remirez,  RJ,  Liebman,  M,  and  Bartone,  JE,  Pulmonary  al- 
veolar proteinosis.  Am  J Clin  Path.  45:415,  1966. 


ANNUAL  AND  BIANNUAL  LEASING  OF  ALL  MAKES  OF  AUTOMOBILES 


LEASING  IS  NOT  FOR  EVERYONE,  BUT  MEDICAL 
PEOPLE  ARE  OUR  SPECIALTY.  ALL  MAKES  OF 
AUTOS,  TRUCKS,  4 WHEELERS.  VARIOUS  PLANS 
TO  FIT  YOUR  NEEDS  OR  THE  PROFESSIONAL 
GROUPS  WITH  WHOM  YOU  ARE  ASSOCIATED. 
REFERENCES  ARE  GLADLY  FURNISHED  AND  WE 
WILL  WORK  WITH  YOUR  ACCOUNTANTS. 

3401  WEST  41  St  STREET 
SIOUX  FALLS,  SOUTH  DAKOTA  57105 

PHONE  336-3818 

C.  H.  "Chuck"  Point,  Mgr.  Home  phone  336-3168 


— 

HOW  MUCH  OF  YOUR  TIME 
CAN  YOU  CALL  YOUR  OWN? 


A great  way  of  life. 


Modern  medical  practice  has  become  a com- 
plex and  time-consuming  operation  Too  often  the 
physician  sacrifices  leisure  time  and  family  respon 
sibilities  to  his  professional  duties 

If  you're  earning  more  but  enjoying  it  less,  if 
you've  considered  an  alternative  to  the  rigors  of 
your  practice.  Air  Force  medicine  may  be  the 
answer 

Our  health  care  system  is  among  the  finest  in 
the  world  Our  physicians  serve  in  modern,  well 
equipped  hospitals  and  clinics  with  competent  and 
well-trained  staffs  Air  Force  personnel  handle 
paperwork  and  administrative  tasks,  allowing  max- 
imum time  for  patient  care  by  each  physician 

To  attract  quality  physicians,  the  Air  Force  has 
assembled  an  excellent  package  of  compensation 
and  entitlements  These  include  30  days  of  paid 
vacation  each  year,  an  opportunity  to  seek  speciali- 
zation at  Air  Force  expense,  and  full  medical  and 
dental  care  without  loss  of  pay  during  treatment 
We  would  like  to  provide  more  information 
about  Air  Force  medicine 


Contact  (call  collect): 

T Sgt.  Hank  Henry 
1 1 6 South  42nd  Street 
Omaha,  NE 
402-221-4319 


AIR  FORCE  HEALTH  CARE  AT  ITS  BEST. 
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SUPPOSITORIES/CREAM  WITH  HYDROCORTISONE  ACETATE 

O 

#1  prescribed  hemorrhoidal  prodi^ 


ANUSOL-HC*  SUPPOSITORIES 

Hemorrhoidal  Suppositories 

ANUSOL-HC*  CREAM 

Rectal  Cream  with  Hydrocortisone  Acetate 

Caution:  Federal  law  prohibits  dispensing  without 

prescription. 

Description:  Each  Anusol-HC  Suppository  contains  hydrocor- 
tisone acetate,  10,0  mg;  bismuth  subgallate,  2 25%;  bismuth 
resorcin  compound,  1,75%;  benzyl  benzoate,  1,2%;  Peruvian 
balsam,  1,8%;  zinc  oxide,  110%,  also  contains  the  following 
inactive  ingredients;  dibasic  calcium  phosphate,  and  certified 
coloring  in  a hydrogenated  vegetable  oil  base 
Each  gram  of  Anusol-HC  Cream  contains  hydrocortisone 
acetate,  5.0  mg,  bismuth  subgallate,  22.5  mg;  bismuth 
resorcin  compound,  17  5 mg,  benzyl  benzoate,  12  0 mg, 
Peruvian  balsam,  18.0  mg,  zinc  oxide,  1 10.0  mg;  also  contains 
the  following  inactive  ingredients:  propylene  glycol,  propyl- 
paraben, methylparaben,  polysorbate  60  and  sorbitan 
monostearate  in  a water-miscible  base  of  mineral  oil,  glyceryl 
stearate  and  water. 

Indications;  Anusol-HC  Suppositories  and  Anusol-HC  Cream 
are  adjunctive  therapy  for  the  symptomatic  relief  of  pain  and 
discomfort  in:  external  and  internal  hemorrhoids,  proctitis, 
papillitis,  cryptitis,  anal  fissures,  incomplete  fistulas  and  relief  of 
local  pain  and  discomfort  following  anorectal  surgery, 
Anusol-HC  Cream  is  also  indicated  for  pruritus  ani. 


Anusol-HC  is  especially  indicated  when  inflammation  is 
present  After  acute  symptoms  subside,  most  patients  can  be 
maintained  on  regular  Anusol®  Suppositories  or  Ointment. 
Contraindications:  Anusol-HC  Suppositories  and  Anusol-HC 
Cream  are  contraindicated  in  those  patients  with  a history  of 
hypersensitivity  to  any  of  the  components  of  the  preparations. 
Warnings:  The  safe  use  of  topical  steroids  during  pregnancy 
has  not  been  fully  established  Therefore,  during  pregnancy, 
they  should  not  be  used  unnecessarily  on  extensive  areas,  in 
large  amounts  or  for  prolonged  periods  of  time. 

Precautions:  Symptomatic  relief  should  not  delay  definitive 
diagnoses  or  treatment 

If  irritation  develops,  Anusol-HC  Suppositories  and 
Anusol-HC  Cream  should  be  discontinued  and  appropriate 
therapy  instituted 

In  the  presence  of  an  infection  the  use  of  an  appropriate 
antifungal  or  antibacterial  agent  should  be  instituted.  If  a 
favorable  response  does  not  occur  promptly,  the  cortico- 
steroid should  be  discontinued  until  the  infection  has  been 
adequately  controlled. 

Care  should  be  taken  when  using  the  corticosteroid 
hydrocortisone  acetate  in  children  and  infants 

Anusol-HC  IS  not  for  ophthalmic  use 
Dosage  and  Administration:  Anusol-HC  Suppositories  — 
Adults.  Remove  foil  wrapper  and  insert  suppository  into  the 
anus.  Insert  one  suppository  in  the  morning  and  one  at 
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Div  of  Warner-Lambert  Co 
Morris  Plains,  NJ  07950  USA 


bedtime  for  3 to  6 days  or  until  inflammation  subsides.  Then  v 
maintain  patient  comfort  with  regular  Anusol  Suppositories 
Anusol-HC  Cream  — Adults:  After  gentle  bathing  and 
drying  of  the  anal  area,  remove  tube  cap  and  apply  to  the 
exterior  surface  and  gently  rub  in.  For  internal  use,  attach  the 
plastic  applicator  and  insert  into  the  anus  by  applying  gentle 
continuous  pressure.  Then  squeeze  the  tube  to  deliver 
medication.  Cream  should  be  applied  3 or  4 times  a day  tor  3 
to  6 days  until  inflammation  subsides.  Then  maintain  patient 
comfort  with  regular  Anusol  Ointment 
NOTE:  H staining  from  either  of  the  above  products  occurs, 
the  stain  may  be  removed  from  fabric  by  hand  or  machine 
washing  with  household  detergent. 

How  Supplied:  Anusol-HC  Suppositories—  boxes  of  12 
{N  0047-0089-12)  and  boxes  of  24  (N  0047-0089-24)  in 
silver  foil  strips  with  Anusol-HC  W/C  printed  in  black. 

Anusol-HC  Cream  — one-ounce  tube  (N  0047-0090-01) 
with  plastic  applicator. 

Store  between  59”-86°  F (15°-30°  C). 

Full  information  is  available  on  request 
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President's  Page 


Time  Out 

Today,  Friday,  October  3, 1 am  faced  with  two  obligations.  The 
first  is  to  prepare  this  President’s  Page  for  November  and  the 
second,  which  overshadows  most  all  of  my  thinking  process  at 
the  moment,  is  to  depart  in  my  homemade,  self-styled,  goose- 
neck, stock  trailer  for  the  duck  pass.  I must  say  that  the  aspects  of 
hunting  and  the  glorious  environment  of  fall  distracts  me  from 
the  pressing  issues  of  the  time.  I submit  to  this  willingly  and 
would  suggest  that  you  do  the  same.  There  is  no  greater  impact 
for  the  out-of-door  person  than  fall  in  South  Dakota.  It  seems  to 
be  a termination  of  the  frantic  preparations  and  a completion  of 
the  spring  and  summer.  I love  to  be  out  in  the  cool  October 
weather  near  the  lakes  and  on  the  shore  of  a duck  pass  surround- 
ed by  oak  trees  and  ash  to  stimulate  the  tranquility  of  this  scene. 

I’ll  be  there  tomorrow  with  my  two  dogs,  Jeanie,  a gift  from 
Dr.  A.  C.  Vogele,  and  Otto,  an  intriguing  crossbred  dog  from 
Grenville.  My  last  boy  at  home,  Bradley,  actually  at  college  at 
Northern,  will  be  with  me.  I remember  a photograph  in  my  office 
of  this  same  boy  at  the  same  spot  ten  years  qgo.  We  were  stand- 
ing by  an  old  discarded  kitchen  range  which  we  use  for  outdoor 
cooking,  and  1 have  my  hand  around  his  shoulders.  I know  it  was 
under  those  circumstances  that  a set  of  values  were  being  devel- 
oped for  him.  1 have  always  hoped  that  I could  transmit  the 
feelings  that  I have  for  the  fall  and  hunting  to  my  boys.  Now,  ten 
years  later,  1 am  sure  that  this  is  the  case,  as  1 have  outfitted 
them  with  the  accoutrements  of  Diana  for  all  types  of  hunting 
expeditions. 

Speaking  of  boys  and  girts  and  raising  children,  I can  freely 
confess  after  seeing  my  first  grandchild,  Winston  Curt  Ewinger, 
that  1 have  no  idea  or  any  advise,  beyond  the  errors  that  I have 
made  as  a parent,  on  raising  children.  I think  if  I had  to  do  it  over 
again,  to  prevent  fewer  errors,  1 would  be  more  loving,  more 
consistant,  more  even-tempered  and  more  sensitive  to  their 
lives.  In  keeping  with  this  tone  and  there  is  no  apology  for  what 
has  gone  forth  or  the  outcomes  of  my  own  children  whom  1 
deeply  love,  1 have  written  this  poem  called  “Boys!  Boys!”  and 
as  many  of  my  friends  have  said,  it  might  well  be  stated  “Girls! 
Girls!”.  I would  suppose  it’s  natural  for  a man  to  view  the  out- 
comes of  boys’  lives  with  more  sense  of  crisis  and  anxiety  than 
the  girls’  because  of  projection  of  his  own  identity.  1 would  say 
that  1 prefer  the  poem  to  be  taken  for  both  boys  and  girls.  Here  it 
is: 


Boys!  Boys! 

Boys!  Boys!  don’t  waste 
Your  dreams  on  silver  cars; 

Or  fret  your  love  on  deafened  ears. 
Don’t  waste  your  life  in  haste; 

To  find  the  dream  you  can’t  erase. 


Boys!  Boys!  don’t  blame 
Yourselves  for  fate’s  mistakes; 

That  began  as  life’s  most  treasured  plans; 
Or  seek  to  play  again  retakes 
Of  plans  that  died  with  no  acclaim. 


Boys!  Boys!  accept  your  lives 
Do  not  the  simple  joys 
Deprive  by  dampened  hope 
And  loss  of  faith;  till  success  arrives. 


Boys!  Boys!  wake  up  your  eyes 
And  see  about  you  those  who 
Care  to  show  the  way  you  are 
In  their  esteem; 

To  brush  away  the  troubled  skies 
To  free  your  spirit  and 
Let  it  rise. 

Boys!  Boys!  remember  this  truth 
So  hard  to  learn; 

Today’s  plans  become  tomorrow’s 
Mistakes  that  teach  us  how 
To  plan  again  and  brave 
Our  hearts  to  start  anew; 

To  fail  not  short  of  new 
Success  for  lack  of  faith 
To  see  it  through. 


Winston  Bryant  Odiand® 


I am  sure  that  this  President’s  Page  might  seem  more  like  the 
old  Dr.  Jeckel  and  Dr.  Greed  column  and  it  is  a change  from  the 
type  of  material  which  has  been  addressed  in  the  past  issues.  We 
need  a distraction  and  ideally  one  which  can  produce  a fulfill- 
ment. This  is  where  I am.  I hope  you  enjoy  the  fall  as  much  as  1. 
Be  good  to  yourself  and  your  patients. 


Sincerely  yours, 
Winston  B.  Odiand,  M.D.,  President 
South  Dakota  State  Medical  Association 

P.  S.  Coming  up  in  the  future  issues:  1.  Some  thoughts  on  the 
essence  of  peer  review.  2.  Some  of  those  hard  to  talk  about 
financial  arrangements  with  patients  for  compensation  of  pro- 
fessional services. 
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Medicine 


A Study  Of  Cervical  Carcinoma  And  Its 
Precursor  Lesions* 

Part  III:  Invasive  Cervical  Carcinoma.  Summary 
Concerning  Cervical  Neoplasia 


Brooks  Ranney,  M.D.** 

Howan  Han,  M.D.** 

Bonnie  Corrigan,  M.T.  (ASCP)** 


The  two  previous  issues  of  this  Journal  have  contained  data 
and  discussions  concerning  Potential  Precursor  Lesions  to 
Cervical  Neoplasia,  concerning  Dysplasia  of  the  Cervix,  and 
concerning  Carcinoma-in-Situ  of  the  Cervix. 


5.  Invasive  Carcinoma  of  the  Cervix 

A.  Introduction 

It  is  noteworthy  that,  as  we  are  discovering  and 
treating  more  preinvasive  cancer  of  the  cervix,  we 
are  seeing  progressively  less  invasive  cervical  can- 
cer-only three  during  the  past  decade  (all  three 
were  Stage  1,  a.  “microinvasive”).  No  invasive 
cervical  cancer  has  been  discovered  among  our  pa- 
tients during  the  past  five  years. 

Probably  we  are  approaching  an  era  in  which  co- 
operative patients  seek  regular  examinations,  or  at 
least  check  early  concerning  vaginal  discharge  or 
spotting,  so  that  we  can  use  the  screening  and  diag- 
nostic techniques  which  are  now  available  to  detect 
early  changes  before  invasion  occurs,  and  thus  pre- 
vent all  deaths  which  were  previously  caused  by 
cervical  cancer.^-'®-' 

However,  during  the  intervening  years,  what  are 
the  characteristics  of  invasive  carcinoma  of  the  cer- 
vix? 

B.  Number  of  Patients  with  Invasive  Cervical 


• Presented  at  the  District  VI  Meeting  of  the  American  College 
of  Obstetricians  and  Gynecologists,  Saskatoon,  Saskatchewan, 
September  28,  1979. 

“Department  of  Obstetrics  and  Gynecology,  The  University  of 
South  Dakota  School  of  Medicine.  The  Yankton  Clinic,  400 
Park,  Yankton,  South  Dakota  57078. 


Cancer 

Among  the  6,491  gynecologic  operative  patients, 
43  patients  had  invasive  cervical  cancer  (0.66%). 
These  43  patients  bear  a ratio  relationship  to  the  70 
patients  with  preinvasive  cancers,  of  1:1.6;  and  to 
the  573  patients  with  cervical  dysplasia,  of  1:13. 

C.  Follow-up 

All  43  patients  have  had  full  follow-up,  from  the 
time  invasive  cancer  of  the  cervix  was  diagnosed, 
until  the  present,  from  five  to  30  years  (average, 
16.4  years),  or  until  death.  Survival  and  prognosis 
will  be  discussed  later. 

D.  Age 

The  age  distribution  of  patients  (Table  XVI)  at 


Table  XVI 
Age 

When  Invasive  Cancer  Was  Diagnosed 

Age  Group 

20-29 
30-39 
40-49 
50-59 
60-69 
70-79 
80  + 


Numbers 

3 

13 

12 

7 

5 

2 

1 
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the  time  a diagnosis  was  made  of  invasive  cancer,  is 
similar  to  that  for  pre-invasive  cancer,  except  that 
only  7%  of  invasive  cancer  patients  were  20  to  29 
years  old,  whereas  25%  of  preinvasive  cancer  pa- 
tients were  in  this  young  age  group. 

E.  Symptoms  and  Findings 

Only  three  (7%)  of  these  patients  were  nullipara. 
Most  had  had  two  to  eight  babies. 

Ninety-three  percent  of  patients  had  had  spotting 
bleeding  for  from  one  to  eight  years,  and  the  other 
three  patients  had  had  excessive  vaginal  discharge 
for  long  intervals  prior  to  seeking  gynecologic  care. 

F.  Screening  by  Cervical  Smears 

Ten  patients  did  not  have  cervical  smears,  .prob- 
ably because  examination  and  punch  biopsies  easily 
made  the  diagnosis.  Among  cervical  smears  from 
the  remaining  33  patients,  one  was  “normal”  (3%), 
and  32  were  “atypical”  (97%). 

G.  Diagnostic  Procedures 

During  the  years  1948-1965,  7 patients  (16.3%) 
had  had  cervical  biopsies  performed  elsewhere  with- 
in one  to  two  years  prior  to  the  diagnosis  of  invasive 
cancer;  the  earlier  biopsies  had  disclosed  mild  to 
severe  cervical  dysplasia.  The  most  recent  biopsies 
showed  that  all  7 of  these  patients  had  progressed  to 
early  invasive  cervical  cancer.  All  7 patients  are  liv- 
ing now,  13  to  25  years  after  treatment. 

During  the  past  12  years,  no  patient  has  devel 
oped  invasive  cancer,  who  has  been  evaluated  pe- 
riodically by  cervical  smears,  supplemented  by 
indicated  colposcopy  and  directed  biopsy. 

Colposcopy  was  needed  only  occasionally  to  help 
identify  invasive  cervical  cancer,  because  most  of 
these  lesions  were  grossly  visible  or  palpable  (Table 
XVII) . Schiller  stain  was  often  helpful  to  identify  the 
extent  of  atypical  epithelia.  Punch  or  wedge  biopsies 
were  always  obtained.  Endocervical  curettage  was 
helpful  in  only  one  fourth  of  the  patients.  Cone- 
biopsy,  to  differentiate  between  preinvasive  cancer, 
and  early  invasive  cancer,  was  needed  in  only  four 
patients— less  than  10%  of  those  patients  who  had 
invasive  cervical  cancer. 

H.  Staging  of  Invasive  Cervical  Carcinoma 

In  each  patient  the  Stage  of  development  of  the 
invasion  was  carefully  evaluated  and  recorded  at  the 
time  of  the  original  diagnosis.  These  stagings  are 
listed  in  Table  XVIII,  according  to  the  FIGO  classi- 
fication. (Addendum  A). 

I.  Other  significant  Pelvic  Findings 

Cervical  carcinoma  was  the  major  lesion  in  these 
43  patients.  However,  other  significant  pelvic  find- 
ings (Table  XIX)  also  needed  to  be  considered  while 
deciding  on  therapy. 


Table  XVII 

Diagnostic  Procedures 

Invasive  Carcinoma  of  the  Cervix 

(43  Patients) 

Procedure  Number  of  Patients 

Colposcopy  

4 

Schiller  stain  

35 

Punch  biopsies 

43 

Endocervical  curettage  

11 

Cone-biopsy  

4 

Stage 

Table  XVIII 

Staging 

Invasive  Cervical  Carcinoma 
(43  Patients) 

Number 

l,a 

(microinvasive) 

14 

l,b 

13 

II 

11 

III 

2 

IV 

3 

Table  XIX 

Other  Significant  Pelvic  Findings 
When  Invasive  Cervical  Carcinoma  was  Diagnosed 
(43  Patients) 


Findings  # of  Patients 

Ectopic  pregnancy 1 

Uterine  pregnancy  (first  trim.)  2 

Uterine  pregnancy  (third  trim.) 1 

Fibroids 6 

Adenomyosis 4 

Ovarian  neoplasia  2 

Endometriosis 5 

Others 12 


ADDENDUM  A 

Staging  of  Carcinoma  of  the  Cervix 

Stage  0. 

Carcinoma  in  situ,  intraepithelial  carcinoma 

Stage  I. 

Carcinoma  confined  to  the  cervix 

Stage  la. 

Microinvasion 

Stage  lb. 

All  other  cases  of  Stage  1 

Stage  II. 

The  carcinoma  extends  beyond  the  cervix  but 
has  not  extended  to  the  pelvic  wall.  The  car- 
cinoma involves  the  vagina,  but  not  the  lower 

third. 

Stage  III. 

The  carcinoma  has  extended  to  the  pelvic  wall. 
The  tumor  involves  the  lower  third  of  the  vagi- 
na. 

Stage  IV. 

The  carcinoma  has  extended  beyond  the  true 
pelvis  or  has  involved  the  mucosa  of  the  blad- 
der or  rectum. 
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J.  Treatment  of  Invasive  Cervical  Carcinoma 

Generally,  we  elected  to  extirpate  Stage  I lesions 
(Table  XX).  The  degree  of  radicality  of  hysterecto- 
my was  decided  upon  after  examination  of  the  pa- 
tient, and  after  careful  study  of  the  microscopic 
slides,  and  was  sometimes  modified  to  adapt  to  op- 
erative findings.  It  was  judged  advisable  to  retain 
ovarian  function  in  14  of  these  patients,  and  to 
excise  ovaries  in  13. 


Table  XX 

Treatment  of  Invasive  Cervical  Carcinoma 
(43  Patients) 

Treatment  Number 

Wide  vaginal  excision,  cervical  stump 1 

Abdominal  hysterectomy  (extended)  6 

Abdominal  radical  hysterectomy 14 

Abdominal,  radical  hysterectomy, 

pelvic  node  resection  13 

External  irradiation 18 

Radium  in  and  around  cervix 16 

Pelvic  exenteration 2 


Generally,  patients  with  Stage  II,  III,  or  IV  lesions 
were  initially  treated  with  external  irradiation  to  the 
pelvis— about  4,000  R.  This  was  followed  by  radium 
therapy  in  the  cervical  canal  and  around  the  pars 
vaginalis  of  the  cervix.  Subsequently,  6 of  these  pa- 


tients also  had  radical  hysterectomies  within  six 
months  after  irradiation,  because  central  cancer  was 
persisting  in  the  cervices. 

Two  patients  had  obvious  growth  of  tumor  after 
irradiation  was  completed;  they  were  treated  by  pel- 
vic exenteration.  In  one  patient  the  growth  was  not- 
able within  a month  after  irradiation.  Pelvic  exen- 
teration was  performed  immediately,  but  this  pa- 
tient’s cancer  progressed  rapidly.  Although  her  op- 
erative incision  healed  well,  she  died  of  cervical  can- 
cer six  months  later.  The  second  patient  developed 
palpable  recurrence  of  pelvic  cancer  two  years  after 
irradiation.  She  has  survived  her  subsequent  pelvic 
exenteration,  now,  13  years,  and  is  quite  active  and 
healthy,  and  apparently  free  of  cancer,  at  age  69. 

K.  Survival  and  Prognosis 

Among  43  patients  who  had  invasive  cervical  car- 
cinoma, five  patients  died  with  cancer,  four,  within  a 
year  of  diagnosis,  but  one,  ten  years  later.  The  over- 
all long-term  survival  was  88.4%.  Figure  2 shows 
that  all  cervical  cancer  deaths  were  among  those 
patients  who  already  had  Stage  III  or  IV  cancer  when 
the  initial  diagnosis  was  made;  none  of  these  five 
patients  survived.  In  this  study  no  patients  who  were 
initially  discovered  to  have  Stage  I or  II  disease  have 
died  of  cervical  cancer. 

Further  study  of  these  43  patients  shows  that  7 
other  patients  have  died  of  other  medical  problems, 


70 
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PATIENTS 

TREATED 


NOVEMBER  1980 


Figure  2 

Long-term  survival  (all  causes)  after  treatment  for  cervical  cancer. 
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from  6 to  27  years  (average,  15  years),  after  initial 
treatment  for  their  respective  cervical  cancers.  Ages 
at  death  ranged  from  71  to  88  years  (average,  79 
years).  Causes  of  death  were  cardiac— 3,  stroke— 3, 
and  primary  cancer  of  the  kidney— 1.  It  is  worth 
noting  that  these  patients  had  been  treated  for  their 
cervical  cancers  by  irradiation.  Among  the  patients 
whose  invasive  cervical  cancer  was  treated  by  op- 
eration, there  is  a group  of  7 other  patients  who  are 
only  slightly  younger,  aged  71  to  84  (average,  76.6) 
whose  operative  therapy  averaged  more  than  15 
years  ago,  who  remain  alive  and  very  healthy,  and 
who  may  be  used  for  general  comparison.  Possibly, 
the  extensive  irradiation  of  the  first  group  of  7 pa- 
tients had  a permanent  deleterious  effect  upon  sub- 
sequent health  of  these  women  and  upon  their  abili- 
ty to  respond  to  future  stresses. 

If  one  adds  the  70  preinvasive,  and  the  43  inva- 
sive cervical  cancers  together,  overall  long-term 
survival,  free  of  cancer,  (3  to  30  years)  is  95.6%,  and 
the  overall  long-term  survival  from  all  diseases  is 
88.5%.  There  has  been  no  death  due  to  cervical  can- 
cer during  the  past  12  years. 

Comments 

1.  Etiology  and  Prevention  of  Cervical  Neopla- 
sia 

There  is  good  evidence  that  abstinence  from  co- 
itus, monogamy,  prior  circumcision  of  the  male 
partner®’^  and/or  cleanly  habits  of  both  male  and 
female  partners,  relating  to  coitus,  all  help  reduce 
the  incidence  of  precursor  lesions  and  cervical  can- 
cer in  women.  There  is  no  known  report  con- 
cerning the  potential  etiologic  relationship  between 
the  causes  of  cervical  cancer  and  the  causes  of  pros- 
tatic cancer,  but  since  much  circumstantial  evidence 
is  accumulating  that  a transmissable  virus  is  im- 
plicated among  the  causes  of  cervical  cancer,  this 
should  be  a fertile  field  for  research.'*  However,  few 
adults  are  likely  to  modify  their  coital  habits  greatly, 
in  hope  of  preventing  cancer  of  the  cervic  or  pros- 
tate! 

The  earliest  dysplastic  changes  are  observed  most 
often,  through  the  colposcope,  growing  upward  or 
downward  from  the  squamocolumnar  junction  of 
the  cervix.  Usually  glandular  epithelium  has  been 
exposed  abundantly  to  the  acidity  and  mi- 
croorganisms of  the  vagina,  because  of  ectropion  or 
laceration-eversion  of  the  cervix.  *’^’*9,23,24,25,27,28 
Whether  dysplastic  epithelium  (1)  has  evolved  from 
atypical  metaplasia  of  glandular  cells,  or  (2)  has 
evolved  from  atypical  changes  in  the  squamous  cells 
which  are  attempting  to  “grow  over”  and  cover  the 
glands  of  the  ectocervix,  is  not  really  known.  Vari- 
ous observations  favor  each  concept. 


Apparently,  multipara  whose  obstetric  eversions 
cover  well  with  clean  squamous  mucosa,  following 
adequate  heat  cautery,  cryotherapy,  or  CO2  laser 
therapy  are  well  protected  from  subsequent  cervical 
neoplasia.*’^^’^^’^**’^*  In  this  study,  such  patients  have 
subsequently  developed  between  15  and  35  times 
less  incidence  of  mild  dysplasia  than  the  average 
population,  and  none  has  yet  developed  severe  dys- 
plasia, carcinoma-in-situ,  or  invasive  cancer  of  the 
cervix. 

Figure  2 shows  that  no  patient  in  this  study  has 
died  from  carcinoma-in-situ,  or  from  Stage  I or 
Stage  II  cancer  of  the  cervix.  During  the  remainder 
of  the  20th  Century,  we  should  reach  an  era  in 
which  no  woman  need  die  of  cervical  neo- 

plasia.3,10,11,12.13,14,15 


2.  Progression,  “Screening”  and  Diagnosis  of 
Cervical  Neoplasia 

Figure  3 shows  the  age-related  occurrence  of  dys- 
plasia, carcinoma-in-situ,  and  invasive  cancer  of  the 
cervix  in  our  study.  Dysplasia  of  the  cervix  was  first 
seen  at  age  19,  peaked  in  the  age  group  45  to  49,  and 
was  discovered  last  at  age  76.  Carcinoma-in-situ  was 
also  found  first  at  age  19,  reached  its  highest  inci- 
dence in  the  age  group  45  to  49,  and  was  observed 
last  at  age  74— similar  ages.  However,  the  incidence 
curve  for  carcinoma-in-situ  bulges  earlier  and  de- 
clines earlier  than  that  for  dysplasia,  possibly  (1) 
because  patients  who  developed  carcinoma-in-situ 
were  subjected  at  an  earlier  age  to  etiologic  factors, 
or  (2)  because  they  displayed  less  host-resistance  to 
neoplasia  than  did  the  patients  with  dyspla- 

gjg  3,13,14,39,44 

The  diagnosis  of  invasive  cervical  cancer  was 
made  first  at  age  25,  reached  a peak  about  5 years 
later  than  that  for  carcinoma-in-situ,  and  was  found 
last  at  age  82,  an  age-incidence  curve  which  aver- 
ages about  5 to  7 years  later  than  that  of  carcinoma- 
in-situ.  However,  treatment  of  individual  patients, 
based  upon  this  average  5-year  time-lag  between 
preinvasive  and  invasive  cancer,  would  provide  en- 
tirely too  much  therapeutic  complacency!  Seven  of 
our  patients  who  developed  invasive  cervical  cancer 
had  had  prior  cervical  biopsies,  elsewhere.  Ac- 
cording to  those  biopsies,  they  had  progressed  from 
either  mild  (3),  moderate  (2),  or  severe  (2)  dyspla- 
sia to  Stage  I,  a.  microinvasive  cancer  within  one 

(4)  to  two  (3)  years. 3’3'7'38, 39,40 

Here,  it  should  be  reiterated  that  only  17.3%  of 
patients  who  had  an  initial  biopsy  diagnosis  of  cervi- 
cal dysplasia  have  not  demonstrated  progression  to 
more  severe  neoplasia,  by  repeat  biopsy,  during  la- 
ter examinations. 
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5 -YEAR  AGE  GROUPS 

Figure  3 

Relationship  between  age  and  occurrence  of  cervical  neoplasia. 


ty  of  cervical  neoplasia  (initial  biopsy). 


Figure  4 demonstrates  the  effect  of  changes  in 
“screening”  and  diagnostic  methods  upon  the 
severity  of  cervical  neoplasia  at  which  initial  diag- 
nosis has  been  made.  From  1948  through  1957,  we 
made  liberal  use  of  Schiller  stain  and  directed  punch 
biopsies  for  all  patients  who  had  either  spotting 
bleeding  or  observable  cervical  lesions.  Cervical 
smears  were  not  available,  locally,  and  were  used 
sparingly.  Severe  invasive  cancer  of  the  cervix  was 
quite  common.  Preinvasive  carcinoma-in-situ  and 
dysplasia  of  the  cervix  were  seldom  observed. 

In  1958  a certified  technologist,  Mrs.  Bonnie 
Corrigan,  was  asked  to  obtain  several  months  of 
postgraduate  training  in  the  staining  and  screening 
of  cervical  smears,  at  the  Gynecologic  Pathology 
Laboratory,  at  Northwestern  University  Medical 
School.  When  she  returned  to  Yankton,  all  sexually 
active  female  patients  were  offered  the  advantage  of 
a “screening”  cervical  smear  each  year.  All  ques- 
tionable smears  have  been  immediately  reevaluated 
by  the  author.  Those  patients  whose  smears  were 
considered  to  contain  “atypical”  cells  were  asked  to 
return  for  Schiller  stain  and  cervical  biopsy.  During 
the  next  7 years  our  incidence  of  invasive  cervical 
cancer  dropped,  and  our  finding  of  preinvasive 
cervical  cancer  and  dysplasia  rose  notably."*^ 

In  1965,  the  author  obtained  postgraduate  educa- 


NOVEMBER  1 980 


19 


tion  in  the  use  of  the  colposcope,  a binocular  mi- 
croscope, used  to  observe  the  vagina,  pars  vaginalis, 
and  variable  portions  of  the  cervical  canal,  after 
application  of  acetic  acid  and/or  Schiller  stain.  All 
patients  who  have  “atypical”  cervical  smears,  cervi- 
cal lesions,  “spotting”  bleeding,  or  prior  dysplasia 
are  subjected  to  colposcopy  and  directed  punch  bi- 
opsies, sometimes  supplemented  by  endocervical 
curettage,  whenever  the  upper  border  of  a lesion  is 
beyond  the  view  of  the  colposcope.  During  these 
past  15  years  our  finding  of  invasive  cervical  cancer 
has  dropped  significantly,  the  incidence  of  pre- 
invasive  cervical  cancer  is  now  decreasing,  and  our 
discovery  of  early  cervical  dysplasia  has  increased 
notably. A portion  of  this  improvement  may  be 
attributed  to  the  willingness  of  women  to  obtain 
periodic  examinations  during  recent  years,  and  the 
assiduousness  of  physicians  who  screen  for  cervical 
dysplasia.  The  proper  use,  by  trained  personnel,  of 
regular  cervical  smears  for  all  women,  supple- 
mented by  indicated  colposcopy  and  directed  cervi- 
cal biopsy,  followed  by  correlated  therapy,  should 
eliminate  all  deaths  from  cervical  cancer. 

3.  Treatment  of  Cervical  Neoplasia 

Therapy  for  the  various  evolutionary  levels  of 
cervical  neoplasia  must  be  based  upon  the  knowl- 
edge that  so  long  as  a squamocolumnar  junction  of 
epithelium  exists,  in  the  environment  of  the  vagina, 
in  susceptible  women,  who  are  subjected  to  etiologic 
stimuli,  cancer  will  develop  there  eventually. 

Palliative  treatments,  such  as  cautery, cry- 
otherapy,'^®  '^^  CO2  laser  therapy,  or  cone-cervico- 
plasty,  which  do  not  remove  the  squamocolumnar 
junction  of  the  cervix,  or  which  leave  it  exposed,  in 
some  degree,  to  the  abnormal  biologic  forces  which 
cause  dysplasia  and  cancer,  may  be  utilized  to  pre- 
serve reproductive  function  in  very  young  women 
on  a temporary  basis,  providing  each  such  patient  is 
impressed  with  the  continuing  importance  to  her 
health  of  obtaining  regular  smears  and  supplemental 
colposcopy  and  biopsies. Such 
palliative  therapy  must  not  be  used  for  invasive  can- 
cer, or  for  widely  extensive  dysplasia  or  carcinoma- 
in-situ,  because  the  widely  extensive  lesions  seem 
to  progress  more  rapidly  toward  cancer.  Among  45 
young  patients  with  cervical  dysplasia  whom  we 
treated  palliatively  (with  great  care),  there  has  been 
a recurrence  rate  of  26.6%  for  those  treated  with 
heat  cautery  and  a recurrence  rate  of  13.3%  for  those 
treated  by  cone-cervicoplasty.  It  is  illogical  to 
assume  that  cryotherapy  or  CO2  laser  therapy  would 
provide  much  better  long-term  results.  However, 
most  of  these  women  were  able  to  have  a child  or 
two  during  intervening  years,  before  subsequent  re- 


currence and  hysterectomy. 

The  preferable  definitive  treatment  for  parous 
women  who  have  extensive  cervical  dysplasia,  for 
most  carcinoma-in-situ  of  the  cervix,  and  for  all 
Stage  1 invasive  cervical  cancer,  is  complete  ex- 
tirpation, because  long-term  results  are  essentially 
100%  excellent,  and  because  it  is  often  possible  to 
preserve  ovarian  hormonal  function  in  many  of 
these  relatively  young  women.^’'4,37,38,5o  However, 
rather  than  establishing  rigid  criteria  for  the  use  of 
specific  operative  techniques,  in  this  gradually  pro- 
gressive disease,  it  seems  more  logical  to  tailor  the 
operative  procedure  to  the  specific  needs  of  the 
individual  patient.  By  using  careful  pelvic  examina- 
tion, colposcopy,  and  directed  punch  biopsy,  one 
can  usually  determine  the  extent  of  the  lesions. 
Usually  punch  biopsies  will  demonstrate  invasion  of 
stroma,  if  it  is  present.  Cone-biopsy  to  differentiate 
between  preinvasive  cancer,  micro-invasive  cancer 
(Stage  1,  a.),  or  invasive  carcinoma,  was  needed  in 
only  12  of  our  patients;  eight  of  these  had  pre- 
invasive cancer,  two  had  micro-invasive  cancer,  and 
two  had  invasive  cancer. 

Preoperative  Schiller  stain  will  identify  boundar- 
ies of  lesions,  which  can  be  immediately  demarcated 
with  stay-sutures,  and  completely  excised  during 
the  operation.  Depending  upon  the  patient’s 
individual  circumstances  and  known  extent  of  the 
disease,  some  modification  of  the  five  operative  pro- 
cedures which  are  diagrammed  in  Figure  5 have 
been  used. 


2 ABDOMINAL  (OR  VAGINAL)  HYSTERECTOMY — • 

3 ABDOMINAL  HYSTERECTOMY  (EXTENDED)  " — — « «■ 

4^  ABDOMINAL  RADICAL  HYSTERECTOMY  — — 

RADICAL  HYSTERECTOMY  AND  PELVIC  LYMPH.  NODE  RESECTION 

Figure  5 

Individualized  operations  for  cervical  neoplasia. 
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No  patient  of  ours  has  developed  a ureteral  fistula 
following  radical  hysterectomy.  However,  postop- 
erative sclerosis  in  tissues  around  the  lower  ureter 
may  gradually  interfere  with  ureteral  motility  during 
the  next  three  decades  after  radical  hysterectomy, 
and  this  may  cause  delayed  urinary  problems. 
Therefore,  we  now  reserve  radical  hysterectomy  and 
pelvic  lymph  node  resection,  only  for  treatment  of 
invasive  Stage  I (rarely  for  early  Stage  II)  cancers. 
We  have  not  had  an  indication  to  perform  a radical 
hysterectomy  for  cancer  of  the  cervix  during  the 
past  5 years. 

Most  patients  with  Stage  II,  III,  and  IV  cancers 
have  been  treated  initially  with  external  pelvic 
irradiation,  followed  with  intrauterine  radium.  Two 
patients  who  had  recurrence  of  cancer  in  the  pelvis, 
following  irradiation  therapy,  were  treated  by  exent- 
eration of  bladder,  reproductive  organs,  and  rectum. 
One  patient  died  within  a year.  The  other  remains 
alive  and  healthy,  after  13  years.  Among  those  pa- 
tients who  received  irradiation  therapy  for  cervical 
cancer,  subsequent  deaths  due  to  other  causes  have 
far  outpaced  deaths  due  to  other  causes  following 
operative  excision  of  cervical  cancer.  Did  irradiation 
decrease  the  body’s  capacity  to  react  to  future  aging, 
stress,  and  disease? 

4.  Prognosis  and  Survival 

All  5 patients  who  died  of  cervical  cancer  were 
found  initially  to  have  Stage  III  or  Stage  IV  invasive 
lesions.  No  patient  in  this  study,  initially  discovered 
to  have  dysplasia,  carcinoma-in-situ,  or  Stage  1 or 
Stage  II  invasive  cancer,  has  died  of  cervical  neopla- 
sia. 
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Council  Meeting  Highlights 


1.  RISK  MANAGEMENT  SEMINARS.  The 
Council  recommended  that  the  South  Dakota  State 
Medical  Association  and  the  South  Dakota  Hospital 
Association  jointly  sponsor  one  or  more  risk  man- 
agement seminars  in  South  Dakota. 

2.  MEMBER  RECRUITMENT  PROGRAM.  The 
Council  directed  that  a member  recruitment  pro- 
gram be  established,  that  each  district  appoint  a 
member  to  work  with  this  program  and  that  all  ap- 
pointees and  the  state  coordinator,  Dr.  Alan  Hart- 
zell,  meet  annually  to  discuss  and  implement  this 
program. 

3.  MEDIA  CONTACT.  The  Council  directed  the 
Commission  on  Internal  Affairs  to  develop  a Code 
of  Cooperation  between  the  media  and  medicine. 
Also,  each  district  society  will  be  asked  to  appoint  a 
physician  who  can  serve  as  a media  contact  for  their 
area. 

4.  OPHTHALMIA  NEONATORUM  PROPHY- 
LAXIS. The  Council  reaffirmed  the  recommenda- 
tion of  the  Center  for  Disease  Control  that  any  of 
the  three  treatment  modes,  Ag  NO3,  Tetracycline 
and  Erythromycin,  are  appropriate  for  the  pro- 
phylaxis of  ophthalmia  neonatorum,  and  that  one 
should  not  be  determined  preferable  over  the  other 
two. 

5.  CENTENNIAL  ANNUAL  MEETING.  The 
Council  accepted  recommendations  for  special 
events  during  the  annual  meeting  to  include  a golf 
tournament  followed  by  the  doctor’s  stag  party,  a 
historical  display  in  conjunction  with  the  AMA-ERF 
auction,  a historical  luncheon  speaker,  special  enter- 
tainment by  members  and  Auxiliary  and  a special 
scientific  program. 

6.  PUBLIC  HEALTH  NURSE  PROGRAM.  The 

Council  directed  the  Liaison  Committee  to  do  an  in- 
depth  study  of  the  public  health  nurse  program  in 
South  Dakota,  particularly  the  supervision  of  public 
health  nurses,  their  handling  of  assessment  exams 
and  referring  patterns  specifically  with  regard  to  the 
Maternal  and  Child  Health  program.  ■ 
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antianxiety/antisecretory/antispasmodic 


for  adjunctive  therapy  of  duodenal  ulcer* 
and  irritable  bowel  syndrome* 


Librax 

o 

’lease  consult  complete  prescribing  Informa- 
ion,  a summary  of  which  follows: 

Indications:  Based  on  a review  of  this 
drug  by  the  National  Academy  of 
Sciences — National  Research  Council 
and/or  other  information,  FDA  has  classi- 
fied the  indications  as  follows; 

“Possibly”  effective:  as  adjunctive  therapy 
in  the  treatment  of  peptic  ulcer  and  in  the 
treatment  of  the  irritable  bowel  syndrome 
(irritable  colon,  spastic  colon,  mucous  col- 
itis) and  acute  enterocolitis. 

Final  classification  of  the  less-than- 
effective  indications  requires  further 
investigation 

'ontralndicatlons:  Glaucoma,  prostatic  hyper- 
rophy,  benign  bladder  neck  obstruction,  hyper- 
sensitivity to  chlordiazepoxide  HCI  and/or 
slidinium  Bromide 

fVarnings:  Caution  patients  about  possible  com- 
Dined  effects  with  alcohol  and  other  CNS  ■ 
depressants,  and  against  hazardous  occupations 
equiring  complete  mental  alertness  (e  g.,  operat- 
ng  machinery,  driving).  Physical  and  psychologi 
:al  dependence  rarely  reported  on  recommended 
doses,  but  use  caution  in  administering  Librium* 
chlordiazepoxide  HCI/Roche)  to  known  addic- 


tion-prone individuals  or  those  who  might  increase 
dosage;  withdrawal  symptoms  (including  con- 
vulsions) reported  following  discontinuation  of  the 
drug 

Usage  in  Pregnancy:  Use  of  minor  tran- 
quilizers during  first  trimester  should 
almost  always  be  avoided  because  of 
increased  risk  of  congenital  malforma- 
tions as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when 
instituting  therapy.  Advise  patients  to 
discuss  therapy  if  they  intend  to  or  do 
become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation 
may  occur 

Precautions:  In  elderly  and  debilitated,  limit  dos- 
age to  smallest  effective  amount  to  preclude 
ataxia,  oversedation,  confusion  (no  more  than  2 
capsules/day  initially;  increase  gradually  as 
needed  and  tolerated)  Though  generally  not 
recprrimended,  if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully  consider 
pharmacology  of  agents,  particularly  potentiating 
drugs  such  as  MAO  inhibitors,  phenothiazines. 
Observe  usual  precautions  in  presence  of  im- 
paired renal  or  hepatic  function  Paradoxical 
reactions  reported  in  psychiatric  patients.  Employ 
usual  precautions  in  treating  anxiety  states  with 
evidence  of  impending  depression  suicidal  tend- 
encies may  be  present  and  protective  measures 
necessary.  Variable  effects  on  blood  coagulation 
reported  very  rarely  in  patients  receiving  the  drug 


and  oral  anticoagulants,  causal  relationship  not 
established 

Adverse  Reactions:  No  side  effects  or  manifes- 
tations not  seen  with  either  compound  alone 
reported  with  Librax  When  chlordiazepoxide  HCI 
is  used  alone,  drowsiness,  ataxia,  confusion  may 
occur,  especially  in  elderly  and  debilitated;  avoid- 
able in  most  cases  by  proper  dosage  adjustment, 
but  also  occasionally  observed  at  lower  dosage 
ranges.  Syncope  reported  in  a few  instances  Also 
encountered  isolated  instances  of  skin  eruptions, 
edema,  minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms,  increased 
and  decreased  libido — all  infrequent,  generally 
controlled  with  dosage  reduction;  changes  m EEG 
patterns  may  appear  during  and  after  treatment, 
blood  dyscrasias  (including  agranulocytosis), 
jaundice,  hepatic  dysfunction  reported  occasion- 
ally with  chlordiazepoxide  HCI,  making  periodic 
blood  counts  and  liver  function  tests  advisable 
during  protracted  therapy  Adverse  effects  re- 
ported with  Librax  typical  of  anticholinergic 
agents,  i.e.,  dryness  of  mouth,  blurring  of  vision, 
urinary  hesitancy,  constipation  Constipation  has 
occurred  most  often  when  Librax  therapy  is  com- 
bined with  other  spasmolytics  and/or  low  residue 
diets 
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compare  the  analgesic  effect 

Motrin  (ibuprofen)  400  mg  tablets  provided  greater  relief  of  pain  than  codeine 
in  a double-blind,  randomized  clinical  study  of  287  patients. 

Motrin  was  significantly  more  effective  (p  < 0.01)  than  codeine  60  mg  at  the 
2-,  3-  and  4'hour  intervals... significantly  more  effective  (p  < 0.01)  than 
codeine  30  mg,  codeine  15  mg,  and  placebo  at  all  intervals. 


Degree  of  pain  relief— mean  scores 

4 = Excellent  relief  3 = Good  relief  2 = Fair  relief 

4 


3 


1 = Poor  relief  0 = No  relief 


Motrin  400  mg  (ibuprofen)  (59  patients) 
Codeine  60  mg  (58  patients) 

Codeine  30  mg  (59  patients) 


Codeine  15  mg  (54  patients) 
Placebo  (57  patients) 


0 1st  hour 

Time  after  drug  administration  (hours) 


2nd  hour 


3rd  hour 


4th  hour 

Data  on  file  at  The  Upjohn  Company. 


One  tablet  q4'6h  pm  pain 

A well-tolerated,  nonnarcotic  prescription  for  mild  to  moderate  pain 


Mohin 

ibuprofen.  Upiohn 


TABLETS 

mg 


• Not  a narcotic  • Not  addictive  • Not  habit  forming  • Acts  peripherally 

• Relieves  pain  rapidly  • Indicated  in  acute  and  chronic  pain  • Well  tolerated 

• The  most  common  side  effect  with  Motrin  is  mild  gastrointestinal  disturbance. 


Please  turn  the  page  for  a brief  summary  of  prescribing  information. 
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fiective  analgesic  for 
s fid  to  moderate  pain 


Motrin®  Tablets  (ibuprofen,  Upjohn) 

indications  and  Usage:  Relief  of  mild  to  moderate  pain. 

Treatment  of  signs  and  symptoms  of  rheumatoid  arthritis  and  osteoarthritis  during 
acute  flares  and  in  long-term  management.  Safety  and  efficacy  have  not  been 
established  in  Functional  Class  IV  rheumatoid  arthritis. 

Contraindications:  Individuals  hypersensitive  to  it,  or  with  the  syndrome  of  nasal 
polyps,  angioedema  and  bronchospastic  reactivity  to  aspirin  or  other  nonsteroidal 
anti-inflammatory  agents  (see  WARNINGS). 

Warnings:  Anaphylactoid  reactions  have  occurred  in  patients  with  aspirin  hypersen- 
sitivity (see  CONTRAINDICATIONS). 

Peptic  ulceration  and  gastrointestinal  bleeding,  sometimes  severe,  have  been 
reported  Ulceration,  perforation,  and  bleeding  may  end  fatally.  An  association  has  not 
been  established.  Motrin  should  be  given  under  close  supervision  to  patients  with  a 
history  of  upper  gastrointestinal  tract  disease,  only  after  consulting  ADVERSE 
REACTIONS. 

In  patients  with  active  peptic  ulcer  and  active  rheumatoid  arthritis,  nonulcerogenic 
drugs,  such  as  gold,  should  be  tried.  If  Motrin  must  be  given,  the  patient  should  be  under 
close  supervision  for  signs  of  ulcer  perforation  or  gastrointestinal  bleeding. 
Precautions:  Blurred  and/or  diminished  vision,  scotomata,  and/or  changes  in  color 
vision  have  been  reported.  If  these  develop,  discontinue  Motrin  and  the  patient  should 
have  an  ophthalmologic  examination,  including  central  visual  fields. 

Fluid  retention  and  edema  have  been  associated  with  Motrin;  use  with  caution  in 
patients  with  a history  of  cardiac  decompensation. 

Motrin  can  inhibit  platelet  aggregation  and  prolong  bleeding  time.  Use  with  caution  in 
persons  with  intrinsic  coagulation  defects  and  those  on  anticoagulant  therapy. 

Patients  should  report  signs  or  symptoms  of  gastrointestinal  ulceration  or  bleeding, 
blurred  vision  or  other  eye  symptoms,  skin  rash,  weight  gain,  or  edema. 

To  avoid  exacerbation  of  disease  or  adrenal  insufficiency,  patients  on  prolonged 
corticosteroid  therapy  should  have  therapy  tapered  slowly  when  Motrin  is  added. 
Drug  interactions.  Aspirin  used  concomitantly  may  decrease  Motrin  blood  levels. 
Coumarin  Bleeding  has  been  reported  in  patients  taking  Motrin  and  coumarin. 
Pregnancy  and  nursing  mothers:  Motrin  should  not  be  taken  during  pregnancy  or  by 
nursing  mothers. 

Adverse  Reactions 
Incidence  greater  than  1% 

Gastrointestinal:  The  most  frequent  type  of  adverse  reaction  occurring  with  Motrin  is 
gastrointestinal  (4%  to  16%).  This  includes  nausea,*  epigastric  pain,*  heartburn,* 
diarrhea,  abdominal  distress,  nausea  and  vomiting,  indigestion,  constipation,  abdominal 
cramps  or  pain,  fullness  of  the  Gl  tract  (bloating  and  flatulence).  Central  Nervous  System: 
Dizziness,*  headache,  nervousness.  Dermatologic:  Rash*  (including  maculopapular 
type),  pruritus.  Special  Senses:  Tinnitus.  Metabolic:  Decreased  appetite,  edema,  fluid 
retention.  Fluid  retention  generally  responds  promptly  to  drug  discontinuation  (see 
PRECAUTIONS). 

* Incidence  3%  to  9%. 

Incidence  less  than  1 in  100 

Gastrointestinal:  Upper  Gl  ulcer  with  bleeding  and/or  perforation,  hemorrhage,  melena. 
Central  Nervous  System:  Depression,  insomnia.  Dermatologic:  Vesiculobullous  erup- 
tions, urticaria,  erythema  multiforme.  Cardiovascular:  Congestive  heart  failure  in 
patients  with  marginal  cardiac  function,  elevated  blood  pressure.  Special  Senses: 
Amblyopia  (see  PRECAUTIONS).  Hematologic:  Leukopenia,  decreased  hemoglobin  and 
hematocrit. 

Causal  relationship  unknown 

Gastrointestinal:  Hepatitis,  jaundice,  abnormal  liver  function.  Central  Nervous  System: 
Paresthesias,  hallucinations,  dream  abnormalities.  Dermatologic:  Alopecia,  Stevens- 
Johnson  syndrome.  Special  Senses:  Conjunctivitis,  diplopia,  optic  neuritis.  Hematologic: 
Hemolytic  anemia,  thrombocytopenia,  granulocytopenia,  bleeding  episodes.  Allergic: 
Fever,  serum  sickness,  lupus  erythematosus  syndrome.  Endocrine:  Gynecomastia, 
hypoglycemia.  Cardiovascular:  Arrhythmias.  Renal:  Decreased  creatinine  clearance, 
polyuria,  azotemia. 

Overdosage:  In  cases  of  acute  overdosage,  the  stomach  should  be  emptied.  The  drug 
is  acidic  and  excreted  in  the  urine,  so  alkaline  diuresis  may  be  beneficial. 

Dosage  and  Administration:  Rheumafoid  arthritis  and  osteoarthritis,  including 
flares  of  chronic  disease:  Suggested  dosage  is  300,  400  or  600  mg  t.i.d.  or  q.i.d. 

Mild  to  moderate  pain:  400  mg  every  4 to  6 hours  as  necessary  for  relief  of  pain. 

Do  not  exceed  2400  mg  per  day. 

Caution:  Federal  law  prohibits  dispensing  without  prescription. 

For  additional  product  information,  see  your  Upjohn  representative  or  consult  the 
package  insert. 


MED  B-4-S 

THE  UPJOHN  COMPANY 
Kalamazoo,  Michigan  49001  USA 


It’s  hard  to  decide 
who  needs 
your  gift  the  most, 
isn’t  it? 


United  Way 
helps  you  do  the 
right  thing. 


You  give  so  generously.  And 
yet,  you  can’t  help  wondering 
if  you’re  helping  all  the 
people  you  can. 

When  you  give  through 
United  Way,  you  support  a 
wide  range  of  human  services. 
Needs  and  distribution  of 
funds  are  reviewed  by  local 
volunteers.  People  like 
you  who  visit  agencies,  go 
over  budgets,  check  for 
duplication. 

All  to  make  sure  your  one 
generous  gift  does  all  you 
want  it  to  do. 

Thanks  to  you.  ib  works. 

For  all  or  us. 

UnibedW^y 


May  1980 


A Public  Service  of  This  Magazine  & The  Advertising  Counol 


December  is 

ENDOWMENT  MONTH 

A Special  Time  to 
Support  the 

SOUTH  DAKOTA  MEDICAL  SCHOOL 
ENDOWMENT  ASSOCIATION 

Your  contribution* 

• Provides  loans  to  students  at  the  USDSM 

• Provides  monies  for  the  Dean's  Fund  at  the  USDSM 

• Provides  other  assistance  to  the  USDSM  and  its 
students  and  faculty 

HELP  US  HELP  OTHERS  - BE  GENEROUS! 

Send  your  check  today  to: 

S.D.  Medical  School  Endowment  Assn. 

608  West  Ave.  N. 

Sioux  Falls,  S.D.  57104 

*Tax  deductible 
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Acute  pain  I 

is  no  laughing  matter.  I 

The  first  prescription  for 
the  first  days  of  acute  pain 


The  pain  of  fractures,  strains,  sprains,  burns  and 
wounds  is  at  its  peak  during  the  first  three  to  four  days 
following  trauma.  The  potent  action  of  Empirin  c 
Codeine  begins  to  work  within  15  minutes  of  oral  ad- 
ministration, an  important  advantage  during  this  acute 
pain  period.  Empirin  c Codeine  has  unique  bi-level 
action  to  attack  pain  at  two  critical  points:  peripherally 
at  the  site  of  injury  and  centrally  at  the  site  of  pain 
awareness. 

Eor  the  most  effective  dosage  in  treating  acute  pain, 
begin  with . . . two  tablets  of  Empirin  c Codeine  #2  or 
#3,  every  four  hours.  Titrate  downward  as  pain  sub- 
sides. 

EMPIRIN®  with  Codeine 

DESCRIPTION:  Each  tablet  contains  aspirin  (acetylsalicylic  acid)  325  mg  plus  codeine  phosphate  in  one  of  the  /J' 
following  strengths  No,  2 — 15  mg.  No  3 — 30  mg,  and  No,  4 — 60  mg  (Warning  — may  be  habit-forming  ) vji, 
CONTRAINDICATIONS:  Hypersensitivity  to  aspirin  or  codeine, 

WARNINGS: 

Drug  dependence:  Empirin  with  Codeine  can  produce  drug  dependence  of  the  morphine  type  and,  therefore,  has  the 
potential  for  being  abused  Psychic  dependence,  physical  dependence,  and  tolerance  may  develop  upon  repealed  administra- 
tion of  this  drug  and  it  should  be  prescribed  and  administered  with  the  same  degree  of  caution  appropriate  to  the  use  of  other 
oral,  narcotic-containing  medications.  Like  other  narcotic-containing  medications,  the  drug  is  subject  to  the  Federal  Con- 
trolled Substances  Act 

Use  in  ambulatory  patients:  Empirin  with  Codeine  may  impair  the  mental  and/or  physical  abilities  required  for  the 
performance  of  potentially  hazardous  tasks  such  as  dnving  a car  or  operating  machinery.  The  patient  using  this  drug  should 
be  cautioned  accordingly. 

Interaction  with  other  central  nervous  system  (CNS)  depressants:  Patients  receiving  other  narcotic  analgesics,  general 
anesthetics,  phenothiazines,  other  tranquilizers,  sedative-hypnotics,  or  other  CNS  depressants  (including  alcohol)  concomi-  , 
tantly  with  Empirin  with  Codeine  may  exhibit  an  additive  CNS  depression.  When  such  combined  therapy  is  contemplated,  the 
dose  of  one  or  both  agents  should  be  reduced 

Use  in  pregnancy:  Safe  use  in  pregnancy  has  not  been  established  relative  to  possible  adveree  effects  on  fetal  development.  ( 
Therefore,  Empirin  with  Codeine  should  not  be  used  in  pregnant  women  unless,  in  the  judgment  of  the  physician,  the  potential  j 
benefits  outweigh  the  possible  hazards 

PRECAUTIONS:  / 

Head  injury  and  increased  intracranial  pressure:  The  respiratory  depressant  effects  of  narcotics  and  their  capacity  to  j 
elevate  cerebrospinal  fluid  pressure  may  be  markedly  exaggerated  in  the  presence  of  head  in|uiy,  other  intracranial  lesions  or  * 
a pre-existing  increase  in  intracranial  pressure.  Furthermore,  narcotics  produce  adverse  reactions  which  may  obscure  the  ^ 
clinical  course  of  patients  with  head  injuries.  ^ 

Acute  abdominal  conditions:  The  administration  of  Empirin  with  Codeine  or  other  narcotics  may  obscure  the  diagnosis  or  j 
clinical  course  in  patients  with  acute  abdominal  conditions.  ' 

Allergic:  Precautions  should  be  taken  in  administering  salicylates  to  persons  with  known  allergies:  patients  with  nasal  ^ 
polyps  are  more  likely  to  be  hypersensitive  to  aspirin, 

risk  patients:  Empirin  with  Codeine  should  be  given  with  caution  to  certain  patients  such  as  the  elderly  or  ^ 
and  those  with  severe  impairment  of  hepatic  or  renal  function,  hypothyroidism,  Addison's  disease,  prostatic  ’ 
or  urethral  stricture,  peptic  ulcer,  or  coagulation  disorders. 

REACTIONS:  The  most  frequently  observed  adverse  reactions  to  codeine  include  light-headedness,  dizziness, 
nausea  and  vomiting.  These  effects  seem  to  be  more  prominent  in  ambulatory  than  in  nonambulatoiv  patients  and 
of  these  adverse  reactions  may  be  alleviated  if  the  patient  lies  down  Other  adverse  reactions  include  euphoria, 
constipation,  and  pruritus. 

frequently  observed  reactions  to  aspirin  include  headache,  vertigo,  ringing  in  the  ears,  mental  confusion,  drowsi- 
sweating,  thirst,  nausea,  and  vomiting.  Occasional  patients  experience  gastnc  irritation  and  bleeding  with  aspirin. 

are  unable  to  take  salicylates  without  developing  nausea  and  vomiting.  Hypersensitivity  may  be  manifested  by 
rash  or  even  an  anaphylactic  reaclion.  With  these  exceptions,  most  of  the  side  effects  occur  after  repeated  administra- 
doses. 

AND  ADMINISTRATION;  Dosage  should  be  adjusted  according  to  the  severity  of  the  pain  and  the  response  of  the 
■ft  may  occasionally  be  necessary  to  exceed  the  usual  dosage  recommended  below  in  cases  of  more  severe  pain  of  in  ^ 
have  become  tolerant  Id  the  analgesic  effect  ot  narcotics.  Empirin  with  Codeine  is  given  orally.  The  usual  ; 
for  Empirm  with  Codeine  No  2 and  No.  3 is  one  or  two  tablets  every  tour  hours  as  lequired  The  usual  adult  dose  ) 
with  Codeine  No  4 is  one  tablet  every  lour  hours  as  required. 


North  Carolina  27709 


INTERACTIONS:  The  CNS  depressant 
Empirin  with  Cixleine  may  be 
{hal  of  olher  CNS  depressants. 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 


Empirin"  c Codeine  #3 

Each  tablet  contains:  aspirin,  325  mg;  plus  codeine  ^ 
phosphate,  30  mg,  (Warning  — may  be  habit-forming).  ^ 


For  the  millions  of  patients  who  need  the  potency 
of  aspirin  and  codeine  for  their  acute  pain. 
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American  Academy  Of  Family  Physicians 
Rules  For  Eligibility  For 
AAFP  Approval  Of  CME  Courses  And  Programs 

To  Obtain  Prior  Approval  for  a Program  (for  AAFP  Prescribed  cred- 
it), an  AAFP  Form  102  Plus  a Draft  of  the  Proposed  Program  Must 
be  Submitted  to  the  Chairman  of  the  State  Education  Committee  at 
Least  30  Days  in  Advance,  Except  as  Otherwise  Provided  Below. 

1.  All  courses  and  programs  to  be  considered  for  prior  approv- 
al by  the  AAFP  Committee  on  Continuing  Medical  Educa- 
tion (required  for  AAFP  Prescribed  credit),  should  meet 
the  following  guidelines: 

A.  Each  program  should  contain  a clear  statement 
of  its  content  which  must  be  appropriate  to  the 
specialty  of  family  practice. 

B.  Each  program  should  contain  a clear  description 
of  program  need,  objectives  and  goals. 

C.  Each  program  should  contain  a clear  description 
of  educational  methodology  to  be  utilized. 

D.  Each  program  should  contain  a clear  description 
of  method  and  purpose  of  program  evaluation. 

E.  When  more  than  one  medium  is  used,  each 
should  be  an  integral  part  of  the  program. 

2.  All  courses  and  programs  to  be  considered  for  prior  approv- 
al should  contain  designated  family  practice  planning  input. 

3.  Each  Constituent  (state)  chapter  of  the  Academy  shall  have 
the  option  of  allowing  cosponsorship  of  programs  to  qualify 
them  for  credit.  In  these  cases,  a cosponsoring  chapter  shall 
have  responsibility  for  participation  in  a joint  planning 
meeting,  any  replanning  meetings  needed,  supervision  of 
the  educational  activity,  and  the  conduct  of  an  evaluation  of 
the  program. 

4.  All  courses  or  programs  must  be  of  high  educational,  ethical 
and  medical  standards.  In  cases  where  theory  and  tech- 
niques have  not  been  generally  accepted  by  the  medical 
community,  or  where  educational,  ethical  and  medical 
standards  are  not  adhered  to,  the  AAEP  Committee  on 
Continuing  Medical  Education  reserves  the  right  to  with- 
hold or  withdraw  approval  of  these  programs. 

5.  Maximum  hours  of  credit  will  be  based  upon  actual  hours 
of  scientific  or  socioeconomic  program  content.  No  credit 
will  be  allowed  for  viewing  exhibits.  Members  attending 
approved  programs  can  receive  credit  only  for  the  actual 
number  of  hours  attended. 

6.  Printed  publicity  for  a program  granted  prior  approval  by 
the  Academy  must  be  printed  in  this  exact  form  and  no 
other;  “This  program  has  been  reviewed  and  is  acceptable  for 

(Prescribed/Elective)  hours  by  the  American  Academy  of 

Family  Physicians.  ” 

7.  Continuing  education  courses  limited  to  a single  state  shall 
be  submitted  to  the  constituent  (state)  education  commit- 
tee chairman  at  least  30  days  in  advance  for  prior  approval 


by  the  AAFP  Committee  on  Continuing  Medical  Educa- 
tion. 

8.  Continuing  education  courses  which  are  planned  primarily 
for  the  participation  of  members  from  more  than  one  state 
may  be  submitted  in  accordance  with  Rule  No.  7 above  or 
directly  to  the  regional  advisor  of  the  AAFP  Committee  on 
Continuing  Medical  Education  for  the  state  in  which  the 
meeting  is  to  be  held  at  least  60  days  in  advance. 

9.  Programs  for  a national  audience,  and  programs  involving 
study  outside  the  geographic  area  of  constituent  (state) 
chapters  of  the  Academy  which  are  not  planned  by  a chapter 
will  be  considered  on  an  individual  basis.  The  sponsoring 
organization  must  apply  directly  to  the  AAFP  Committee  on 
Continuing  Medical  Education  at  least  90  days  in  advance  of 
the  meeting. 

10.  Continuing  education  courses  of  an  enduring  nature  shall 
be  submitted  for  prior  approval  directly  to  the  AAFP  Commit- 
tee on  Continuing  Medical  Education  at  least  90  days  in  ad- 
vance of  the  anticipated  release  date.  Enduring  materials,  in 
this  context,  are  defined  and  refer  to  any  educational  ma- 
terials which  may  be  retained  by  the  physician  and  which 
are  added  to  the  physician’s  scientific  library.  This  definition 
specifically  excludes  simple  handout  materials  used  by  a 
lecturer  or  seminar  leader,  or  audio-visual  materials  which 
are  incorporated  into  a lecture  or  seminar  presentation  for  a 
one-time  exposure  to  an  attendee.  A method  to  show  evi- 
dence of  a member’s  participation  must  be  provided. 

11.  Each  constituent  (state)  and  component  (local)  chapter  of 
the  AAFP  shall  adhere  strictly  to  the  letter  and  spirit  of  the 
“Code  of  Practice’’  for  relations  with  pharmaceutical  firms, 
adopted  by  the  Congress  of  Delegates  in  1956.  The  code 
provides  that  invitations  to  guest  speakers,  honoraria  or 
expenses  of  guest  speakers,  publicity  and  press  relations  be 
handled  by  the  Academy’s  chapter  conducting  the  program. 

12.  Authority  for  approval  of  all  continuing  medical  education 
hours  rests  with  the  AAFP  Committee  on  Continuing  Med- 
ical Education.  Final  authority  for  policy  and  appeals  rests 
with  the  AAFP  Commission  on  Education. 

For  further  information  or  questions  contact: 
Bruce  Lushbough,  M.D. 

State  Education  Chairman,  SDAFP 
Brookings  Clinic 
Brookings,  SD  57069 


Winter  Ski  Meeting 

Mark  your  calendar  for  the  Annual  Black  Hills 
Winter  Ski  Seminar,  scheduled  for  The  Holiday  Inn 
of  the  Northern  Hills  in  Spearfish,  February  5-7, 
1981. 

Watch  for  your  brochure  mailing. 
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Future  Meetings 


December 

Cardiology  Today,  U.  of  Iowa  Coll,  of  Med.,  Iowa  City,  lA,  Dec. 
1-5.  30  hrs.  Category  I credit.  Fee:  $275.  Contact:  Carl  W. 
White,  M.D.,  Card.  Div.,  U.  of  Iowa  Hosp.  & Clinics,  Iowa 
City,  lA  52242. 

Ophthalmology  Clinical  Conference,  U.  of  Iowa  Coll,  of  Med., 
Iowa  City,  lA,  Dec.  3.  Category  I credits.  Contact:  Richard  M. 
Caplan,  M.D.,  Assoc.  Dean  for  CME,  U.  of  Iowa  Coll,  of 
Med.,  Iowa  City,  lA  52242. 

Family  Medicine  Update,  Creighton  U.  School  of  Med.,  Omaha, 
NE,  Dec.  5-6.  14  hrs.  Category  I credits.  Contact:  Creighton  U. 
School  of  Med.,  Div.  ofCont.  Ed.,  Omaha,  NE  68178. 


Radiation  Therapy  Seminar,  U.  of  Iowa  Coll,  of  Med.,  Iowa 
City,  lA,  Jan.  22.  Category  I credits.  Contact:  Richard  M.  Cap- 
lan, M.D.,  Assoc.  Dean  for  CME,  U.  of  Iowa  Coll,  of  Med., 
Iowa  City,  lA  52242. 


Cardiology  Today,  U.  of  Iowa  Coll,  of  Med.,  Iowa  City,  lA,  Jan. 
26-30.  30  hrs.  Category  I credit.  Fee:  $275.  Contact:  Carl  W. 
White,  M.D.,  Card.  Div.,  U.  of  Iowa  Hosp.  & Clinics,  Iowa 
City,  lA  52242. 


February 

Pediatric  Update— 1981,  Marbella,  Spain  (on  the  Costa  del  Sol), 
Feb.  28-March  8.  20  hrs.  AAFP  & AMA  Category  1 credits. 
Fee:  $185  plus  $315  MAP.  Contact:  Cont.  Ed.  Coordinator, 
Long  Island  Jewish-Hillside  Med.  Center,  New  Hyde  Park, 
NY  1 1042.  Phone:  (212)  470-21 14. 

Ophthalmology  Clinical  Conference,  U.  of  Iowa  Coll,  of  Med., 
Iowa  City,  lA,  Feb.  4.  Category  I credits.  Contact;  Richard  M. 
Caplan,  M.D.,  Assoc.  Dean  for  CME,  U.  of  Iowa  Coll,  of 
Med.,  Iowa  City,  lA  52242. 


January 

Ophthalmology  Clinical  Conference,  U.  of  Iowa  Coll,  of  Med., 
Iowa  City,  lA,  Jan.  7.  Category  I credits.  Contact:  Richard  M. 
Caplan,  M.D.,  Assoc.  Dean  for  CME,  U.  of  Iowa  Coll,  of 
Med.,  Iowa  City,  lA  52242. 

Seminars  on  Oncology,  Kauai,  HI,  Jan.  21-April  1.  18  hrs.  Cate- 
gory 1 credits.  Contact  Creighton  U.  School  of  Med.,  Div.  of 
Cont.  Ed.,  Omaha,  NE  68178. 


March 

Molecular  Interrelations  of  Nutrition  and  Cancer,  Shamrock 
Hilton  Hotel,  Houston,  TX,  March  4-6.  Contact:  Stephen  C. 
Stuyck,  Dir.,  Public  Info,  and  Ed.,  M.D.  Anderson  Hosp.  & 
Tumor  Inst.,  Houston,  TX  77030.  Phone:  (713)  792-3030. 

Fourth  National  Conference  on  Rural  Primary  Care,  Denver, 
CO,  March  7-12.  Contact:  NRPCA,  Vicki  Coates,  Box  1211, 
Waterville,  ME  04901.  Phone:  (207)  873-1127. 


Remember 

ZYUmHM 

the  original  (allopurinol) 

100  and  300  mg 
Scored  Tablets 


The  name 
Zyloprim 
is  now 
imprinted  on 
each  tablet. 


/ Burroughs  Wellcome  Co 
Research  Triangle  Park 
North  Carolina  27709 


Your  key  to  preparing 
for  an  emergency. 

BANYAN  EMERGENCY=1-KIT 

BE  PREPARED  TO  HANDLE  A WIDE  RANGE 
OF  MEDICAL  EMERGENCIES. 


KREISER’S  INC. 


1 723  Geneva 

21st  & Minn. 

21 9 Omaha 

Sioux  City, 
Iowa 

Sioux  Falls,  S.D. 

Rapid  City, 
S.D. 

336=1155 
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OF  MEDICINi 


Published  Monthly  by  the  S.D.  State  Medical  Assn. 


Volume  XXXIII  December  1980  Number  12 


Clinicopathological  Conference 
Sixteen  Year  Old  Caucasian  Female  With  Sore 
Throat,  Fatigability  And  Cervical  Lymphadenopathy 
Of  One  Month  Duration 

X-Ray  Case  Of  The  Month 
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calcium 

^es^ofid  600-nigi^  Ibblels 


Dista  Products  Company 

Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 

Additional  information  available  to  the  profession 
on  request. 

•Present  as  345.9  mg.  and  691.8  mg.  of  the  calcium  salt  of  fenoprofen 
dihydrate  equivalent  to  300  mg.  and  600  mg.  fenoprofen  respectively. 
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Just  one  built-in  advantage 


Ensures  smooth  therapeutic  effect  even 
if  a dose  is  missed  The  relatively  longer  half- 
life  of  Valium'®(diazepann/Roche]  has  impor- 
tant olinioal  and  pharmaoologioal  implica- 
tions. Steady-state  levels  generally  are 
reached  \A/ithin  5-7  days  with  no  further 
accumulation.  At  this  plateau,  the  patient 
benefits  from  the  consistent,  steady  response 
you  expect.  Sharp  blood  level  variations, 
frequently  attributed  to  agents  with  a short 
half-life,  do  not  appear  with  Valium. 

Avoids  sudden  symptom  breakthrough 

Once  steady-state  levels  are  achieved, 
sudden  reemergence  of  symptoms  is 
unlikely.  Diazepam  and  its  active 
metabolites  exhibit  overlapping  half- 
lives  that  are  advantageous  not 
only  during  therapy  but  espe- 
cially when  pharmacologic 
support  is  discontinued. 
Elimination  rates  are  gradual 
with  Valium  and  thus 
provide  a compatible 


the  patient.  In  comparison,  blood  levels  of 
short-acting  agents  with  inactive  metab- 
olites decrease  more  rapidly  and  are  more 
likely  to  be  associated  with  withdrawal 
symptoms  if  medication  is  stopped  abrupt- 
ly* With  Valium  unwanted  effects  other  than 
drowsiness  or  ataxia  are  rare.  Patients  should 
be  cautioned  about  driving  and  advised  to 
avoid  alcohol. 

Tapers  naturally;  complements  gradual 
dosage  reduction  at  discontinuation 

When  any  psychoactive  medication  is 
discontinued,  it  is  good  medical  practice  to 
gradually  reduce  the  dosage.  From  your 
own  experience  you  know  this  is  rarely 
necessary  after  a short  course  of  Valium 
therapy,  but  for  patients  on  extended 
therapy,  gradual  reduction  of  dosage  is 
advisable.  This  regimen,  along  with  the  self- 
tapering feature  of  Valium,  provides  a 
smooth  transition  to  independent  coping. 

*Sellers  EM:  Drug  Metab  Rev  (9(1]:5-11, 1978 


in  thE  managErriEnt  of 
sgmptoma  of  anxiotg 


2-mg,  5-mg,  10-mg  scored  tablets 


effective  therapg  through 

efficient  pharmacodynamics 


Before  prescribing,  please  see  summary  of  product  information  on  next  page. 


Va^mil 

diazEpam/ Roche 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which 
follows; 

Indications:  Management  of  anxiety  disorders, 
or  short-term  relief  of  symptoms  of  anxiety,  symp- 
tomatic relief  of  acute  agitation,  tremor,  delirium 
tremens  and  hallucinosis  due  to  acute  alcohol 
withdrawal,  adjunctively  in  skeletal  muscle  spasm 
due  to  reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders,  athe- 
tosis. stiff-man  syndrome,  convulsive  disorders 
(not  for  sole  therapy) 

The  effectiveness  of  Valium  (diazepam/Roche) 
in  long-term  use,  that  is.  more  than  4 months, 
has  not  been  assessed  by  systematic  clinical 
studies  The  physician  should  periodically  reas- 
sess the  usefulness  of  the  drug  for  the  individual 
patient 

Contraindicated:  Known  hypersensitivity  to 
the  drug  Children  under  6 months  of  age 
Acute  narrow  angle  glaucoma,  may  be  used 
in  patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy 
Warnings:  Not  of  value  m psychotic  patients 
Caution  against  hazardous  occupations  requir- 
ing complete  mental  alertness  When  used 
adiunctively  m convulsive  disorders,  possibility 
of  increase  in  frequency  and/or  severity  of 
grand  mal  seizures  may  require  increased  dos- 
age of  standard  anticonvulsant  medication, 
abrupt  withdrawal  may  be  associated  with  tempo- 
rary increase  in  frequency  and/or  severity  of 
seizures  Advise  against  simultaneous  ingestion 
of  alcohol  and  other  CNS  depressants  With- 
drawal symptoms  similar  to  those  with  barbitu- 
rates and  alcohol  have  been  observed  with 
abrupt  discontinuation,  usually  limited  to  ex- 
tended use  and  excessive  doses  Infrequently, 
milder  withdrawal  symptoms  have  been  reported 
following  abrupt  discontinuation  of  benzodiaz- 
epines after  continuous  use,  generally  at  higher 
therapeutic  levels,  for  at  least  several  months 
After  extended  therapy,  gradually  taper  dosage 
Keep  addiction-prone  individuals  under  careful 
surveillance  because  of  their  predisposition  to 
habituation  and  dependence 

Usage  in  Pregnancy:  Use  of  minor 
tranquilizers  during  first  trimester 
should  almost  always  be  avoided  be- 
cause of  increased  risk  of  congenital 
malformations  as  suggested  in  sev- 
eral studies.  Consider  possibility  of 
pregnancy  when  instituting  therapy; 
advise  patients  to  discuss  therapy  if 
they  intend  to  or  do  become 
pregnant. 

Precautions:  If  combined  with  other  psycho- 
tropics  or  anticonvulsants,  consider  carefully 
pharmacology  of  agents  employed,  drugs  such 
as  phenothiazines,  narcotics,  barbiturates,  MAO 
inhibitors  and  other  antidepressants  may  poten- 
tiate Its  action  Usual  precautions  indicated  m 
patients  severely  depressed  or  with  latent  de- 
pression, or  with  suicidal  tendencies  Observe 
usual  precautions  in  impaired  renal  or  hepatic 
function  Limit  dosage  to  smallest  effective 
amount  in  elderly  and  debilitated  to  preclude 
ataxia  or  oversedation 

Side  Effects:  Drowsiness,  confusion,  diplopia, 
hypotension,  changes  in  libido,  nausea,  fatigue, 
depression,  dysarthria  laundice,  skin  rash, 
ataxia,  constipation  headache  incontinence, 
changes  in  salivation,  slurred  speech,  tremor, 
vertigo,  urinary  retention,  blurred  vision  Paradoxi- 
cal reactions  such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle  spas- 
ticity. insorrinia,  rage,  sleep  disturbances, 
stimulation  have  been  reported,  should  these 
occur,  discontinue  drug  Isolated  reports  of  neu- 
tropenia, jaundice,  periodic  blood  counts  and 
liver  function  tests  advisable  during  long-term 
therapy 


Roche  Laboratories 
ROCHE  > Division  of  Hoffmann-La  Roche  Inc. 
r'®  Nutley.  New  Jersey  07110 


FAMILY  PRACTICE  PHYSICIANS  NEEDED 

Established,  general  practice  physician  retired 
September  1 980.  Clinic  office  and  equipment 
available  on  hospital  grounds.  Retired  physician 
offers  clinic  rent  free  for  six  months  and  then 
will  sell  to  physician  at  extremely  reasonable 
price.  Practicing  physician  is  willing  to  establish 
call  schedule  for  weekdays,  weekends,  con- 
tinuing education  and  vacations.  Hospital  willing 
to  guarantee  income. 

The  hospital  is  prepared  to  purchase  some 
new  equipment  for  the  hospital  if  necessary.  25 
bed  hospital  built  in  1970.  Adjoining  48  bed 
intermediate  care  facility,  99%  occupancy. 
Beeper  system. 

Community;  population  approximately  1,500 
in  Platte  and  trade  center  for  several  smaller 
communities.  Missouri  River  is  14  miles  west 
with  all  kinds  of  hunting,  fishing  and  boating, 
etc.  Golf  course  and  club  house  just  outside  of 
town.  Swimming  pool  and  tennis  court.  Very 
good  school  system  (public  and  Christian  pri- 
vate). Nine  churches.  Contact: 

Patricia  Biddle,  RN,  Administrator 
Platte  Community  Memorial  Hospital 
Platte,  SD  57369 
Call  Collect:  (605)  337-3364 


FAMILY  PRACTITIONER  WANTED 

1 3-man,  mixed  group  practice  seeking 
family  practitioner  to  join  its  Family 
Practice  Department  of  six  family 
practitioners  located  100  miles  south 
of  the  Twin  Cities  in  a community  of 
25,000.  Ideal  community  with  excellent 
schools  and  multiple  recreational  op- 
portunities, new  hospital.  Liberal  bene- 
fits and  top  salary  offered.  This  is  a 
choice  practice  opportunity  in  rural 
southern  Minnesota.  Please  contact: 

James  Burns,  M.D. 

210  N.  St.  Mary  St. 

Albert  Lea,  MN  56007 
(507)  373-1441 
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WHEN 

ANXIETY 

AND 

TENSION 

MAGNIFY 

PAIN 

IN  MUSCULOSKELETAL 
DISEASE* 


A non-narcotic  one-two  punch  against  pain,  with  concurrent  relief  of  anxiety/tension 

EQUAGESIC^ 


(meprobamate 


and  ethoheptazine  citrate  with  aspirin)  Wyeth 


EQUAGESIC — Abbreviated  Summary 
•INDICATIONS;  Based  }n  a review  of  this  drug  by  the 
National  Academy  of  Sciences — National  Research 
Council  and'or  other  information,  FDA  has  classified 
the  indications  as  follows 

"Possibly"  effective  for  the  treatment  of  pain  accom- 
panied by  tension  and/or  anxiety  in  patients  with  mus- 
culoskeletal disease  or  tension  headache. 

Final  classification  of  the  less-than-effective  indica- 
tions requires  further  investigation 
The  effectiveness  of  Equagesic  in  long-term  use,  i.e 
more  than  four  months,  has  not  been  assessed  by 
systematic  clinical  studies.  The  physician  should  pe- 
riodically reassess  usefulness  of  the  drug  for  the  indi- 
vidual patient 

CONTRAINDICATIONS:  Equagesic  should  not  be  given  to 
individuals  with  a history  of  sensitivity  or  severe  intolerance 
to  aspirin,  meprobamate,  or  ethoheptazine  citrate 
WARNINGS;  Careful  supervision  of  dose  and  amounts  pre- 
scribed for  patients  is  advised,  especially  with  those  patients 
with  knovm  propensity  for  taking  excessive  quantities  of  drugs 
Excessive  and  prolonged  use  in  susceptible  persons,  e g . 
alcoholics,  former  addicts,  and  other  severe  psychoneurot- 
ICS.  has  been  reported  to  result  in  dependence  on  or  habit- 
uation to  the  drug  Where  excessive  dosage  has  continued 
tor  weeks  or  months,  dosage  should  be  reduced  gradually 
rather  than  abruptly  stopped,  since  withdrawal  of  a "crutch " 
may  precipitate  withdrawal  reaction  of  greater  proportions 
than  that  for  which  the  drug  was  originally  prescribed.  Abrupt 
discontinuarxe  of  doses  in  excess  of  the  recommended  dose 
has  resulted  in  some  cases  in  the  occurrence  of  epileptiform 
seizures 

Special  care  should  be  taken  to  warn  patients  taking  mepro- 
bamate that  tolerance  to  alcohol  may  be  lowered  with  re- 
sultant slowing  of  reaction  time  and  impairment  of  judgement 
and  coordination 

USAGE  IN  PREGNANCY  AND  LACTATION:  An  in- 
creased risk  of  congenital  malformations  associated  with 
the  use  of  minor  tranquilizers  (meprobamate,  chlordi- 


azepoxide,  and  diazepam)  during  the  first  trimester  of 
pregnancy  has  been  suggested  In  several  studies.  Be- 
cause use  of  these  drugs  is  rarely  a matter  of  urgency, 
their  use  during  this  period  should  almost  always  be 
avoided.  The  possibility  that  a woman  of  child-bearing 
potential  may  be  pregnant  at  the  time  of  institution  of 
therapy  should  be  considered.  Patients  should  be  ad- 
vised that  If  they  become  pregnant  during  therapy  or 
intend  to  become  pregnant  they  should  communicate 
with  their  physicians  about  the  desirability  of  discontin- 
uing the  drug. 

Meprobamate  passes  the  placental  barrier.  It  is  present 
both  In  umbilical-cord  blood  at  or  near  maternal  plasma 
levels  and  In  breast  milk  of  lactating  mothers  at  concen- 
trations two  to  four  times  that  of  maternal  plasma.  When 
use  of  meprobamate  is  contemplated  in  breast-feeding 
patients,  the  drug's  higher  concentrations  in  breast  milk 
as  compared  to  maternal  plasma  levels  should  be 
considered. 

Preparations  containing  aspirin  should  be  kept  out  of  the 
reach  of  children  Equagesic  is  not  recommended  for  pa- 
tients 12  years  of  age  and  under 

PRECAUTIONS:  Should  drowsiness,  ataxia,  or  visual  dis- 
turbance occur,  the  dose  should  be  reduced  If  symptoms 
continue,  patients  should  not  operate  a motor  vehicle  or  any 
dangerous  machinery. 

Suicidal  attempts  with  meprobamate  have  resulted  in  coma, 
shock,  vasomotor  and  respiratory  collapse,  and  anuria  Very 
few  suicidal  attempts  were  fatal,  although  some  patients  in- 
gested very  large  amounts  of  the  drug  (20  to  40  gm)  These 
doses  are  much  greater  than  recommended  The  drug  should 
be  given  cautiously,  and  in  small  amounts,  to  patients  who 
have  suicidal  tendencies  In  cases  where  excessive  doses 
have  been  taken,  sleep  ensues  rapidly  and  blood  pressure, 
pulse,  and  respiratory  rates  are  reduced  to  basal  levels  Hy- 
perventilation has  been  reported  occasionally  Any  drug  re- 
maining in  the  stomach  should  be  removed  and  symplomatic 
treatment  given  Should  respiration  become  very  shallow 
and  slow,  CNS  stimulants,  e g , caffeine,  Metrazol,  or  am- 


phetamine, may  be  cautiously  administered  If  severe  hypo- 
tension develops,  pressor  amines  should  be  used  parenterally 
to  restore  blood  pressure  to  normal  levels. 

ADVERSE  REACTIONS:  A small  percentage  of  patients 
may  experience  nausea  with  or  without  vomiting  and  epigas- 
tric distress.  Dizziness  occurs  rarely  when  meprobamate  and 
ethoheptazine  citrate  with  aspirin  is  administered  in  recom- 
mended dosage  The  meprobamate  may  cause  drowsiness 
but,  as  a rule,  this  disappears  as  therapy  is  continued  Should 
drowsiness  persist  and  be  associated  with  ataxia,  this  symp- 
tom can  usually  be  controlled  by  decreasing  the  dose,  but 
occasionally  it  may  be  desirable  to  administer  central  stim- 
ulants such  as  amphetamine  or  mephentermine  sulfate  con- 
comitantly to  control  drowsiness. 

A clearly  related  side  effect  to  the  administration  ot  mepro- 
bamate is  the  rare  occurrence  of  allergic  or  idiosyncratic  re- 
actions This  response  develops,  as  a rule,  in  patients  who 
have  had  only  1-4  doses  of  meprobamate  and  have  not  had 
a previous  contact  with  the  drug  Previous  history  of  allergy 
may  or  may  not  be  related  to  the  incidence  of  reactions 
Mild  reactions  are  characterized  by  an  itchy  urticarial  or  ery- 
thematous. maculopapular  rash  which  may  be  generalized 
or  confined  to  the  groin  Acute  nonthrombocytopenic  purpura 
with  cutaneous  petechiae,  ecchymoses,  peripheral  edema, 
and  fever  have  also  been  reported 

More  severe  cases,  observed  only  very  rarely,  may  also  have 
other  allergic  responses,  including  lever,  fainting  spells,  an- 
gioneurotic edema,  bronchial  spasms,  hypotensive  crises  (1 
fatal  case),  anaphylaxis,  stomatitis  and  proctitis  (1  case),  and 
hyperthermia  Treatment  should  be  symptomatic  such  as 
administration  of  epinephrine,  antihistamine,  and  possibly 
hydrocortisone  Meprobamate  should  be  slopped,  and  rein- 
stitution  of  therapy  should  not  be  attempted 
Rare  cases  have  been  reported  where  patients  receiving 
meprobamate  suffered  from  aplastic  anemia  (t  fatal  case), 
thrombocytopenic  purpura,  agranulocytosis,  and  hemolytic 
anemia.  In  nearly  every  instance  reported,  other  toxic  agents 
known  to  have  caused  these  conditions  have  been  associ- 
ated with  meprobamate.  A tew  cases  of  leukopenia  during 


continuous  administration  of  meprobamate  are  reported,  most 
of  these  returned  to  normal  without  discontinuation  of  the 
drug 

Impairment  of  accommodation  and  visual  acuity  has  been 
reported  rarely. 

OVERDOSE:  Two  instances  of  accidental  or  intentional  sig- 
nificant overdosage  with  ethoheptazine  citrate  combined  with 
aspirin  have  been  reported  These  were  accompanied  by 
symptoms  of  CNS  depression,  including  drowsiness  and 
light-headedness,  with  uneventful  recovery  However,  on  the 
basis  of  pharmacological  data,  it  may  be  anticipated  that 
CNS  stimulation  could  occur  Other  anticipated  symptoms 
would  include  nausea  and  vomiting  Appropriate  therapy  ot 
signs  and  symptoms  as  they  appear  is  the  only  recommen- 
dation possible  at  this  time  Overdosage  with  ethoheptazine 
combined  with  aspirin  would  probably  produce  the  usual 
symptoms  and  signs  of  salicylate  intoxication  Observation 
and  treatment  should  include  induced  vomiting  or  gastric 
lavage,  specific  parenteral  electrolyte  therapy  for  ketoaci- 
dosis and  dehydration,  watching  lor  evidence  of  hemor- 
rhagic manifestations  due  to  hypoprothrombinemia  which,  if 
It  occurs,  usually  requires  whole-blood  transfusions 
DESCRIPTION:  Each  Equagesic  tablet  contains  150  mg  me- 
probamate, 75  mg  ethoheptazine  citrate  and  250  mg  aspirin 

Copyright  i£’1980,  Wyeth  Laboratories 
All  rights  reserved 

•This  drug  has  been  evaluated  as  possibly 
effective  for  this  indication 
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I^facfetaminophen 
.In' o/?e  .tablet 

K.' -• 

^Avtherapeutic  dose 
'ofiw/b  complementary 
analgesics 


The  convenience  and 
economy  of  a 
dosage  schedule  of 
one  tablet,  every  four 
hours  as  needed 


WHY  NOT  WYGESIC  ® 

(65  mg  propoxyphene  HCI  and  650  mg  acetaminophen)  Wyeth 


WYGESIC — Abbreviated  Summary 
INDICATION;  For  the  relief  of  mild-to-moderale  pain. 
CONTRAINDICATION:  Hypersensitivity  to  propox- 
yphene or  to  acetaminophen 

WARNINGS:  CNS  ADDITIVE  EFFECTS  AND  OVER- 
DOSAGE Propoxyphene  in  combination  with  alcohol, 
tranquilizers,  sedative-hypnotics,  or  other  CNS  de- 
pressants has  an  additive  depressant  effect  Pa- 
tients taking  this  drug  should  be  advised  of  the  additive 
effect  and  warned  not  to  exceed  the  dosage  recom- 
mended Toxic  effects  and  fatalities  have  occurred 
following  overdoses  of  propoxyphene  alone  or  in 
combination  with  other  CNS  depressants  Most  of 
these  patients  had  histones  of  emotional  disturb- 
ances or  suicidal  ideation  or  attempts,  as  well  as 
misuse  of  tranquilizers,  alcohol,  or  other  CNS-active 
drugs  Caution  should  be  exercised  in  prescribing 
large  amounts  of  propoxyphene  for  such  patients 
(see  Management  of  Overdosage) 

DRUG  DEPENDENCE;  Propoxyphene  can  produce 
drug  dependence  characterized  by  psychic  depend- 
ence and  less  frequently,  physical  dependence  and 
tolerance  It  will  only  partially  suppress  the  with- 
drawal syndrome  in  individuals  physically  dependent 
on  morphine  or  other  narcotics.  The  abuse  liability  of 
propoxyphene  is  qualitatively  similar  to  codeine's  al- 
though quantitatively  less,  and  propoxyphene  should 
be  prescribed  with  the  same  degree  of  caution  ap- 
propriate to  the  use  of  codeine 
USAGE  IN  AMBULATORY  PATIENTS:  Propoxy- 
pt  ene  may  impair  the  mental  and  or  physical  abilities 
required  for  potentially  hazardous  tasks,  e g driving 
a car  or  operating  machinery  Patients  should  be 
cautioned  accordingly 

USAGE  IN  PREGNANCY;  Safe  use  in  pregnancy 
has  - M been  established  relative  to  possible  ad- 
verse 'ects  on  fetal  development  INSTANCES  OF 
WIThL  ;AWAL  SYMPTOMS  IN  THE  NEONATE 
HAVE  . -EN  REPORTED  FOLLOWING  USAGE 
DURING  'PREGNANCY  Therefore,  propoxyphene 
should  nc. . oe  used  in  pregnant  women  unless,  in  the 


judgement  of  the  physician,  the  potential  benefits 
outweigh  the  possible  hazards 
USAGE  IN  CHILDREN:  Propoxyphene  is  not  rec- 
ommended for  children  because  documented  clinical 
experience  has  been  insufficient  to  establish  safety 
and  a suitable  dosage  regimen  m the  pediatric  group 
PRECAUTIONS:  Confusion,  anxiety,  and  tremors 
have  been  reported  in  a few  patients  receiving  pro- 
poxyphene concomitantly  with  orphenadnne  The  CNS 
depressant  effect  of  propoxyphene  may  be  additive 
with  other  CNS  depressants,  including  alcohol 
ADVERSE  REACTIONS;  The  most  frequent  ad- 
verse reactions  are  dizziness,  sedation,  nausea,  and 
vomiting  These  seem  more  prominent  in  ambulatory 
than  in  nonambutalory  patients,  some  of  these  re- 
actions may  be  alleviated  if  the  patient  lies  down 
Other  adverse  reactions  Include  constipation,  ab- 
dominal pain,  skin  rashes,  light-headedness.  head- 
ache, weakness,  euphoria,  dysphoria,  and  minor 
visual  disturbances.  The  chronic  ingestion  of  propox- 
yphene in  doses  over  800  mg  per  day  has  caused 
toxic  psychoses  and  convulsions  Cases  of  liver  dys- 
function have  been  reported 
DRUG  INTERACTIONS;  Propoxyphene  in  combi- 
nation with  alcohol,  tranquilizers,  sedative-hypnot- 
ics, and  other  CNS  depressants  has  an  additive 
depressant  effect  Patients  taking  this  drug  should 
be  advised  of  the  additive  effect  and  warned  not  to 
exceed  the  dosage  recommended  (see  Warnings) 
Confusion,  anxiety,  and  tremors  have  been  reported 
m a few  patients  receiving  propoxyphene  concomi- 
tantly with  orphenadnne 

MANAGEMENT  OF  OVERDOSAGE;  SYMPTOMS 
The  manifestations  of  serious  overdosage  with  pro- 
poxyphene are  similar  to  those  of  narcotic  overdos- 
age and  include  respiratory  depression  (a  decrease 
in  respiratory  rate  and  or  tidal  volume.  Cheyne- 
Stokes  respiration,  cyanosis),  extreme  somnolence 
progressing  to  stupor  or  coma,  pupillary  constriction, 
and  circulatory  collapse  In  addition  to  these  char- 
acteristics. which  are  reversed  by  narcotic  antago- 


nists such  as  naloxone,  there  may  be  other  effects 
Overdoses  of  propoxyphene  can  cause  delay  of  car- 
diac conduction  as  well  as  focal  or  generalized  con- 
vulsions. a prominent  feature  in  most  cases  of  severe 
poisoning  Gardiac  arrhythmias  and  pulmonary  edema 
have  occasionally  been  reported,  and  apnea,  car- 
diac arrest,  and  death  have  occurred. 

Symptoms  of  massive  overdosage  with  acetamino- 
phen may  include  nausea,  vomiting,  anorexia,  and 
abdominal  pain,  beginning  shortly  after  ingestion  and 
lasting  for  12  to  24  hours  However,  early  recognition 
may  be  difficult  since  early  symptoms  may  be  mild 
and  nonspecific  Evidence  of  liver  damage  is  usually 
delayed  After  the  initial  symptoms,  the  patient  may 
feel  less  ill:  however,  laboratory  determinations  are 
likely  to  show  a rapid  rise  in  liver  enzymes  and  bili- 
rubin. In  case  of  serious  hepatotoxicity.  jaundice,  co- 
agulation defects,  hypoglycemia,  encephalopathy, 
coma,  and  death  may  follow  Renal  failure  due  to 
tubular  necrosis,  and  myocardiopathy.  have  also  been 
reported 

Ingestion  of  10  grams  or  more  of  acetaminophen 
may  produce  hepatotoxicity.  A 13-gram  dose  has  re- 
portedly been  fatal 

TREATMENT:  Primary  attention  should  be  given  to 
the  reestablishment  of  adequate  respiratory  ex- 
change through  provision  of  a patent  airway  and  in- 
stitution of  assisted  or  controlled  ventilation  The 
narcotic  antagonists,  naloxone,  nalorphine,  and  lev- 
allorphan.  are  specific  antidotes  against  the  respira- 
tory depression  produced  by  propoxyphene  An 
appropriate  dose  of  one  of  these  antagonists  should 
be  administered,  preferably  IV.  simultaneously  with 
efforts  at  respiratory  resuscitation  and  the  antagonist 
should  be  repeated  as  necessary  until  the  patient's 
condition  remains  satisfactory  In  addition  to  a nar- 
cotic antagonist,  the  patient  may  require  careful  titra- 
tion with  an  anticonvulsant  to  control  seizures 
Analeptic  drugs  (e  g.  caffeine  or  amphetamine)  should 
not  be  used  because  of  their  tendency  to  precipitate 
convulsions. 


Oxygen,  IV  fluids,  vasopressors  and  other  suppor- 
tive measures  should  be  used  as  indicated  Gastric 
lavage  may  be  helpful  Activated  charcoal  can  ab- 
sorb a Significant  amount  of  ingested  propoxyphene 
Dialysis  is  of  little  value  in  poisoning  by  propoxy- 
phene alone  Acetaminophen  is  rapidly  absorbed, 
and  efforts  to  remove  the  drug  from  the  body  should 
not  be  delayed  Copious  gastric  lavage  and  or  induc- 
tion of  emesis  may  be  indicated  Activated  charcoal 
IS  probably  ineffective  unless  administered  almost 
immediately  after  acetaminophen  ingestion  Neither 
forced  diuresis  nor  hemodialysis  appears  to  be  ef- 
fective in  removing  acetaminophen  Since  acetami- 
nophen in  overdose  may  have  an  aniidiuretic  effect 
and  may  produce  renal  damage,  administration  of 
fluids  should  be  carefully  monitored  to  avoid  over- 
load It  has  been  reported  that  mercaptamine  (cys- 
teamine)  or  other  thiol  compounds  may  protect  against 
liver  damage  if  given  soon  after  overdosage  (8-10 
hours)  N-acetylcysteine  is  under  investigation  as  a 
less  toxic  alternative  to  mercaptamine,  which  may 
cause  anorexia,  nausea,  vomiting,  and  drowsiness 
Appropriate  literature  should  be  consulted  for  further 
information  (JAMA  237.2406-2407,  1977) 

Clinical  and  laboratory  evidence  of  hepatotoxicity  may 
be  delayed  up  to  one  week  Acetaminophen  plasma 
levels  and  half-life  may  be  useful  in  assessing  the 
likelihood  of  hepatotoxicity  Serial  hepatic  enzyme 
determinations  are  also  recommended. 

Copyright  ©1980,  Wyeth  Laboratories 
All  rights  reserved 
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Fifty  Year  Old  Man  With  Pain  Localized  To  The 
Right  Posterior  Chest  Wall,  Aggravated  By 


Breathing.  No  Trauma. 


Ralph  L.  Read,  M.D.* 


* Chief,  Department  Radiology,  University  of  South  Dakota 
Medical  School,  Sioux  Falls,  South  Dakota. 


Figure  1.  Prior  normal  PA  film  for  com- 
parison, Note  the  (normal)  slight  elevation  of  the 
right  hemidiaphragm. 
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Figure  2.  AP  supine  film  done  now.  The  su- 
pine film  shows  an  increase  in  the  size  of  the  heart 
shadow  due  to  the  combined  effects  of  incomplete 
inspiration  and  geometric  factors.  The  apparent 
position  of  the  diaphragm  on  each  side  is  higher 
than  on  the  comparison  film.  This  apparent  eleva- 
tion is  usually  due  to  incomplete  inspiration.  Note 
the  lack  of  blunting  of  the  costophrenic  sulci. 


Figure  2 

AP  supine  Aim  done  now 


Right 

Side 


Figure  3.  PA  upright  film  done  now.  Because 
pleural  fluid  layers  posteriorly  when  the  patient  is 
filmed  supine,  the  fluid  is  not  well  seen  until  its 
level  reaches  the  lateral  chest  wall— tangential  to 
the  x-ray  beam— this  requires  a lot  of  fluid.  Blunt- 
ing of  the  costophrenic  sulcus  and  interlobar  fluid 
on  the  upright  PA  film  is  usually  seen  if  175  ml. 


fluid  is  present,  but  may  require  as  much  as  500 


ml.  The  fluid  can  accumulate  under  the  diaphragm 
and  elevate  it  without  causing  blunting  of  the  si- 
nus. 


Figure  3 

PA  upright  done  now 


Note  the  contour  of  the  right  hemidiaphragm 
and  compare  it  to  the  prior  PA  film  (Fig.  1 ) . 


Pleural  fluid  was  suspected,  but  where  is  it? 

Is  there  pleural  fluid?  How  would  you  prove  or 
disprove  it? 


ANSWER  ON  NEXT  PAGE 
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SOUTH  DAKOTA 


Figure  4.  Upright  Lateral  done  now.  This  shows 
the  pleural  fluid  which  was  suspected  on  the  PA 
view.  The  contour  of  the  right  hemidiaphragm  was 
abnormal  on  the  PA  view.  Go  back  and  look  at  it 
now.  It  is  flatter  and  its  high  point  is  more  lateral 
than  usual.  These  are  signs  of  subpulmonic  fluid 
accumulation,  even  if  blunting  of  the  angle  is  not 
present.  Note  the  extent  of  the  “meniscus”  up  the 
pleura  posteriorly. 


Figure  5.  AP  Lateral  decubitus  film.  This  may 
be  the  only  way  to  show  free  fluid  if  the  patient 
cannot  stand.  However,  this  does  not  show  the  pos- 
terior pleura. 
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Figure  6 

Prone  lateral  done  now 


s 

Letters  To  The  Editor 

D 

Resolution  from  the  South  Dakota  Hospital  As- 
sociation 

WHEREAS,  the  South  Dakota  State  Medical 
Association  will  observe  during  1980- 
1981  the  100th  anniversary  of  its 
founding;  and 

WHEREAS,  physicians  have  since  the  organization 
of  the  Dakota  Territory  played  an 
indispensable  role  in  preserving  and 
providing  for  the  health  and  well-be- 
ing of  the  people  of  South  Dakota;  and 
WHEREAS,  the  South  Dakota  State  Medical 
Association  has  encouraged  and  sup- 
ported professional  excellence  by  phy- 
sicians in  the  provision  of  medical  care 
to  the  people  of  South  Dakota;  and 
WHEREAS,  physicians  and  hospitals  share  the 
common  objective  of  excellence  in 
health  care  available  to  all  South 
Dakotans; 


Figure  6.  Prone  Lateral  film.  There  is  an  area  of 
pleural  based  consolidation  or  mass  along  the  poste- 
rior pleura,  revealed  as  the  fluid  layers  anterior.  This 
proved  to  be  an  area  of  pneumonia  which  was  con- 
cealed by  the  fluid  on  all  other  views.  An  area  of 
pulmonary  infarction  or  even  a pleural  tumor  could 
look  the  same. 
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THEREFORE  BE  IT  RESOLVED,  that  the  South 
Dakota  Hospital  Association  com- 
mend the  physicians  of  South  Dakota 
for  their  uninterrupted  tradition  of 
service  to  the  people  of  our  State;  and 
BE  IT  FURTHER  RESOLVED,  that  the  South 
Dakota  Hospital  Association  con- 
gratulate the  South  Dakota  State  Med- 
ical Association  upon  the  observance 
of  its  100th  anniversary. 

(Adopted  unanimously,  SDHA  Board  of  Trustees, 
September  19,  1980). 


A CENTENNIAL  NOTE- 

The  South  Dakota  State  Medical  Society  had  finan- 
cial and  membership  woes  in  the  early  years.  In  1883 
the  total  cash  on  hand  was  $9.17;  in  1886,  $45;  and 
in  1896,  $31.24.  At  the  third  annual  meeting  held  in 
Mitchell  on  May  21,  1884,  only  five  members  were 
present.  Because  this  was  not  a quorum,  the  meet- 
ing adjourned  after  setting  a date  for  the  1885  meet- 
ing. 
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In  Hypertension*. 

Every 
Step 
of  the 
Way 


Each  capsule 
contains  50  mg.  of 
Dyrenium®  (brand  of  triamterene) 
and  25  mg,  of  hydrochlorothiazide. 


tStep  1 usually  consists  of  an  initial  phase  (a  diuretic 
alone),  a titration  phase  (dosage  adjustment  and/or 
addition  of  a K+  supplement  or  K+-sparing  agent),  and  a 
maintenance  phase  (a  diuretic  alone  or  in  combination 
with  a K+  supplement  or  K+-sparing  agent). 


Serum  K+  and  BUN  should  be  checked  periodically  (see  Warnings). 


Before  prescribing,  see  complete  prescribing 
information  in  SK&F  Co.  literature  or  POR.  A brief 
summary  follows; 


* 


WARNING 

This  drug  is  not  indicated  tor  initial  therapy  of 
edema  or  hypertension  Edema  or  hypertension’ 
requires  therapy  titrated  to  the  individual  If  this 
combination  represents  the  dosage  so  deter- 
mined, its  use  may  be  more  convenient  in  patient 
management  Treatment  of  hypertension  and 
edema  is  not  static,  but  must  be  reevaluated  as 
conditions  in  each  patient  warrant 


Contraindications:  Further  use  in  anuria,  progres- 
sive renal  or  hepatic  dysfunction,  hyperkalemia 
Pre-existing  elevated  serum  potassium.  Hypersensi- 
tivity to  either  component  or  other  sulfonamide- 
derived  drugs 


Warnings:  Do  not  use  potassium  supplements, 
dietary  or  otherwise,  unless  hypokalemia  develops 
or  dietary  intake  of  potassium  is  markedly  impaired. 

If  supplementary  potassium  is  needed,  potassium 
tablets  should  not  be  used.  Hyperkalemia  can  occur, 
and  has  been  associated  with  cardiac  irregularities. 
It  is  more  likely  in  the  severely  ill,  with  urine  volume 
less  than  one  liter/day,  the  elderly  and  diabetics  with 
suspected  or  confirmed  renal  insufficiency.  Period- 
ically, serum  K+  levels  should  be  determined.  If 
hyperkalemia  develops,  substitute  a thiazide  alone, 
restrict  K+  intake  Associated  widened  QRS  com- 
plex or  arrhythmia  requires  prompt  additional 
therapy.  Thiazides  cross  the  placental  barrier  and 
appear  in  cord  blood.  Use  in  pregnancy  requires 
weighing  anticipated  benefits  against  possible 
hazards,  including  fetal  or  neonatal  laundice,  throm- 


bocytopenia, other  adverse  reactions  seen  in  adults 
Thiazides  appear  and  triamterene  may  appear  in 
breast  milk.  If  their  use  is  essential,  the  patient  should 
stop  nursing.  Adequate  information  on  use  in  chil- 
dren is  not  available.  Sensitivity  reactions  may  occur 
in  patients  with  or  without  a history  of  allergy  or 
bronchial  asthma.  Possible  exacerbation  or  activa- 
tion of  systemic  lupus  erythematosus  has  been 
reported  with  thiazide  diuretics. 

Precautions:  Do  periodic  serum  electrolyte  deter- 
minations [particularly  important  in  patients  vomiting 
excessively  or  receiving  parenteral  fluids)  Periodic 
BUN  and  serum  creatinine  determinations  should  be 
made,  especially  in  the  elderly,  diabetics  or  those 
with  suspected  or  confirmed  renal  insufficiency 
Watch  for  signs  of  impending  coma  in  severe  liver 
disease  If  spironolactone  is  used  concomitantly, 
determine  serum  K-i-  frequently:  both  can  cause  K-r 
retention  and  elevated  serum  K+  . Two  deaths  have 
been  reported  with  such  concomitant  therapy  [in 
one,  recommended  dosage  was  exceeded,  in  the 
other  serum  electrolytes  were  not  properly  moni- 
tored) Observe  regularly  for  possible  blood 
dyscrasias,  liver  damage,  other  idiosyncratic  re- 
actions, Blood  dyscrasias  have  been  reported  in 
patients  receiving  triamterene,  and  leukopenia, 
thrombocytopenia,  agranulocytosis,  and  aplastic 
anemia  have  been  reported  with  thiazides.  Triam- 
terene is  a weak  folic  acid  antagonist.  Do  periodic 
blood  studies  in  cirrhotics  with  splenomegaly.  Anti- 
hypertensive  effect  may  be  enhanced  in  post- 
sympathectomy patients.  Use  cautiously  in  surgical 
patients.  The  following  may  occur:  transient  elevated 
BUN  or  creatinine  or  both,  hyperglycemia  and 
glycosuria  [diabetic  insulin  requirements  may  be 
altered),  hyperuricemia  and  gout,  digitalis  intoxica- 
tion (in  hypokalemia),  decreasing  alkali  reserve  with 


possible  metabolic  acidosis.  'Dyazide'  interferes  with 
fluorescent  measurement  of  quinidine.  Hypo- 
kalemia, although  uncommon,  has  been  reported. 
Corrective  measures  should  be  instituted  cautiously 
and  serum  potassium  levels  determined.  Discon- 
tinue corrective  measures  and  Dyazide'  should 
laboratory  values  reveal  elevated  serum  potassium. 
Chloride  deficit  may  occur  as  well  as  dilutional 
hyponatremia.  Serum  PBI  levels  may  decrease  with- 
out signs  of  thyroid  disturbance.  Calcium  excretion 
is  decreased  by  thiazides.  Dyazide'  should  be  with- 
drawn before  conducting  tests  for  parathyroid 
function 

Diuretics  reduce  renal  clearance  of  lithium  and 
increase  the  risk  of  lithium  toxicity. 

Adverse  Reactions:  Muscle  cramps,  weakness, 
dizziness,  headache,  dry  mouth:  anaphylaxis,  rash, 
urticaria,  photosensitivity,  purpura,  other  dermat- 
ological conditions;  nausea  and  vomiting,  diarrhea, 
constipation,  other  gastrointestinal  disturbances. 
Necrotizing  vasculitis,  paresthesias,  icterus,  pan- 
creatitis, xanthopsia  and,  rarely,  allergic  pneumo- 
nitis have  occurred  with  thiazides  alone.  Triamterene 
has  been  found  in  renal  stones  in  association  with 
other  usual  calculus  components. 

Supplied:  Bottles  of  1000  capsules;  Single  Unit 
Packages  [unit-dose)  of  100  [intended  for  institu- 
tional use  only);  in  Patient-Pak™  unit-of-use  bottles 
of  too. 
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works  well  in  3rour  office . . . 

NEOSPORIN"  Ointment 

(pofymyxin  B-bacitra^cin-neomycin) 

(ennivXnftn'^  (Polymyxin  B Sulfate)  5,000  units,  bacitracin  zinc  400  units,  neomycin  sulfate  5 me 

(eqi  ivalent  to  3,5  mg  neomycin  base];  special  white  petrolatum  qs:  in  tubes  of  1 oz  and  1 /2  oz  and  1 /32  oz{approx,ffoil  [Sfkets, 

works  just  as  well  in 


• It’s  effective  therapy  for 
abrasions,  lacerations,  open 
wounds,  primary  pyodermas, 
secondarily  infected 
dermatoses, 

• It  provides  broad -spectrum 
overlapping  antibacterial 
effectiveness  against  common 
susceptible  pathogens, 
including  staph  and  strep. 


• It  helps  prevent  topical 
i nfections,  and  treats  those  that 
have  already  started. 


• It  contains 
three  antibiotics 
that  are 
rarely  used 
systemically. 


• It  is  convenient  to 
recommend  without  a 
prescription. 


NTOSPORIN’  Ointment— for  the  office,  for  the  home. 

(polymyxin  B-bacitracin-neomycin) 

Effective  • Economical  • Convenient  • Recommendable 


Each  gram  contains;  Aerosporin®  (Polymyxin  B Sulfate! 
5.000  units,  bacitracin  zinc 400  units.’nebmycin  sulfate 
5 mg  (equivalent  to  3.5  mg  neomycin  base):  special  white 
petrolatum  qs:  in  tubes  of  1 oz  and  1/2  oz  and  1/32  oz 
(approx.)  foil  packets. 

WARNING:  Because  of  the  potential  hazard  of  nephro- 
toxicity  and  ototoxicity  due  to  neomycin,  care  should  be 
e.xerciscd  when  using  this  product  in  treating  extensive 
urns,  trophic  ulceration  and  other  extensive  conditions 
■ •lere  absorption  of  neomycin  is  possible.  In  bums 
iere  more  than  20  percent  of  the  body  surface  is 
■ f ted.  especially  if  the  patient  has  impaired  renal 
tion  or  is  receiving  other  aminoglycoside  anti 
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secondary  infection  in  the  chronic  dermatoses,  it 
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neomycin.  The  manifestation  of  sensitization  to 
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containing  products,  periodic  examination  for  such 
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PRECAUTIONS:  As  with  other  antibacterial  prepara- 
tions, prolonged  use  may  result  in  overgrowth  of  non- 
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Case  No.  843841 

This  16-year-old  Caucasian  female  high  school  student  was 
admitted  to  Sioux  Valley  Hospital  with  a chief  complaint  of 
sore  throat  and  fatigability  intermittently  over  the  past  month 
and  increasing  swelling  of  the  glands  of  the  neck  over  the  past 
three  days. 

The  patient  had  been  quite  well  and  was  a nulliparous  young 
woman  who  one  month  ago  began  to  notice  an  intermittent 
scratchy  throat  and  nasal  congestion.  This  was  exacerbated  by 
chlorine  in  swimming  pool  water.  The  symptoms  of  sore  throat 
waxed  and  waned  but  she  began  to  develop  increasing  fatigue 
without  any  fever.  Three  days  previous  the  patient  noted  pro- 
nounced swollen  glands  in  the  neck  and  increased  sore  throat. 
There  was  never  any  fever  or  rash.  The  patient  had  had  multi- 
ple episodes  of  sore  throat  which  resulted  in  a tonsillectomy  at 
age  7.  She  had  had  multiple  mild  episodes  of  epistaxis.  She  had 
a chronic  allergic  rhinitis.  Past  history  and  review  of  systems 
were  non-contributory. 

PHYSICAL  EXAMINATION:  Height:  5'5  Weight:  107  lbs.; 
blood  pressure  110  systolic,  80  diastolic,  Pulse  102/min  and 
regular;  afebrile.  There  were  firm  non-tender  left  cervical  sub- 
auricular  lymph  nodes  and  multiple  bilateral  shotty  anterior 
and  posterior  cervical  lymph  nodes.  There  was  no  other  ade- 
nopathy. The  conjunctivae  were  normal.  There  was  some  hy- 
peremia of  the  pharynx  but  no  membranes.  The  sclerae  were 
not  icteric.  The  lungs  were  clear  to  auscultation  and  per- 
cussion. The  heart  was  within  normal  limits  of  size  with  no 
abnormal  sounds.  There  was  a soft  apical  Grade  I systolic  ejec- 
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tion  murmur.  Examination  of  the  abdomen  showed  the  spleen 
tip  to  be  soft  and  non-tender  but  barely  palpable  in  the  right 
lateral  recumbent  position.  The  liver  was  not  palpable.  Neuro- 
logical examination  was  within  normal  limits. 

LABORATORY  DATA:  Urinalysis:  yellow,  turbid,  specific 
gravity  1.024,  pH  5.0,  negative  for  glucose,  ketone  bodies,  bile, 
hemoglobin  and  reducing  substances;  sediment  0-1  WBC/hpf, 
hemoglobin  14.7  gm/dl,  hematocrit  42  Vol/dl,  red  cell  indices 
were  within  normal  limits.  WBC  9,700/mm3  with  34%  seg- 
mented neutrophils,  25%  neutrophilic  bands,  and  41%  lympho- 
cytes (most  of  which  were  reactive  or  atypical).  Zetacrit  60% 
(moderately  elevated).  The  platelets  were  normal  in  number 
and  morphology  and  the  red  cells  were  normochromic  and 
normocytic  on  smear.  An  ASO  titer  was  positive  1/1360  (nor- 
mal 0-150).  A monotest  was  positive.  Subsequent  white  count 
was  13,900/mm3  with  72%  lymphocytes,  90%  of  which  are  reac- 
tive or  atypical.  Alkaline  phosphatase,  total  bilirubin,  total 
serum  protein  and  electrophoretic  pattern,  calcium,  phospho- 
rus, glucose,  blood  urea  nitrogen,  creatinine,  uric  acid,  and 
cholesterol  were  within  normal  limits.  Lactic  dehydrogenase 
(LDH)  was  320  lU/1  (O-270IU).  An  alpha  I-anti  trypsin  and 
serum  immunoelectrophoresis  was  within  normal  limits. 
Throat  culture  revealed  a large  amount  of  beta  hemolytic  Group 
A streptococcus.  A chest  x-ray  was  within  normal  limit. 

EBV  — Epstein-Barr  Virus 
IM  — Infectious  Mononucleosis 
EBVCA  — EBV  capsid  antigen 
EBNA  — EB  nuclear  antigen 
EBMA  — EB  membrane  antigen 
EBEA  — EB  viral  induced  early  antigen 
SLRLS-X  linked  recessive  lympho- 
proliferative  syndrome 

DR.  FISCHER:  Several  diagnoses  can  be  drawn 
from  this  patient’s  past  history. 
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ven.’.rrent  Pharyngitis:  Prior  to  the  age  of  7,  the 
; t experienced  numerous  sore  throats.  Though 
V < *.stically  these  were  mostly  viral  in  etiology,  a few 
^ ' ay  have  represented  streptococcal  pharyngitis.^^  A 
tonsillectomy  was  performed  at  age  7.  This  is  not  an 
uncommon  practice  but  its  efficacy  is  debatable.  Re- 
current streptococcal  pharyngitis  has  been  shown  to 
be  clinically  less  evident  following  tonsillectomy  in 
children.  However,  when  infection  control  was  eval- 
uated by  periodic  ASO  titers,  no  protection  from 
infection  was  demonstrated.  In  theory,  tonsillecto- 
my may  mask  symptoms  of  streptococcal  pharyngi- 
tis thus  limiting  therapy  and  increasing  the  risk  of 
post-streptococcal  complications.  Though  tonsillec- 
tomy reduces  the  suppurative  complications  of  peri- 
tonsillar abscess  and  sinusitis,  so  does  penicillin 
therapy.  Finally,  tonsillectomy  carries  a small  but 
real  risk  of  serious  hemorrhage  and  anesthetic 
death. 

Chronic  Allergic  Rhinitis:  We  are  given  this  di- 
agnosis. It  may  account  for  some  of  the  recurrent 
pharyngeal  symptoms  which  led  to  tonsillectomy.  It 
may  also  account  for  the  recurrent  epistaxis.  Aller- 
gic rhinitis  is  usually  accompanied  by  prolonged 
periods  of  frequent  nose  blowing  and  decongestant 
usage  both  of  which  dry  and  traumatize  the  delicate 
vascular  epithelium  of  the  anterior  nasal  septum  re- 
sulting in  nosebleeds.  Additionally,  this  area  often 
harbors  large  numbers  of  staphylococcal  and 
streptococcal  organisms  which  may  invade  the 
traumatized  tissues  leading  to  further  bleeding  prob- 
lems. The  sore,  dry  nose  is  a frequent  clinical  prob- 
lem which  is  easily  treated  with  an  antibiotic  oint- 
ment once  or  twice  daily  to  the  anterior  nares.  This 
reduces  the  bacterial  count  and  helps  the  mucosa 
maintain  moisture.  Recurrent  nosebleeds  may  oc- 
casionally harbinger  more  serious  disease.  A thor- 
ough examination  of  the  nose  to  rule  out  ulceration, 
gumma,  or  neoplastic  disease  is  always  indicated. 
Coagulopathy  and  vitamin  C deficiency  should  also 
be  kept  in  mind. 

The  patient’s  current  illness  began  one  month  pri- 
or to  admission  with  a prodrome  of  mild  pharyngitis 
and  fatigue.  This  gave  way  to  a more  severe  pharyn- 
gitis and  noticeable  adenopathy  three  days  prior  to 
admission.  The  presentation  was  not  complicated  by 
other  significant  symptoms. 

Physical  examination  revealed  multiple  non-ten- 
der bilateral  shotty  cervical  adenopathy,  pharyngitis 
without  exudate,  and  a slightly  palpable  spleen  tip. 
Fever  was  absent  and  there  was  no  hepatic  ten- 
derness or  enlargement.  The  pulse  was  slightly  ele- 
vated and  there  was  a soft  grade  I/VI  apical  systolic 
ejection  murmur. 

Why  was  this  patient  admitted  to  the  hospital? 


Did  she  appear  more  toxic  than  is  conveyed  in  the 
case  description  or  did  her  physician  fear  a possible 
neoplastic  disorder?  Fatigue,  increasing  nontender 
adenopathy,  a palpable  spleen,  and  a history  of  re- 
current epistaxis  are  symptoms  seen  frequently  in 
neoplastic  disease  of  the  lymphoreticular  system. 
Though  such  possibility  need  be  considered,  the 
lack  of  matted  lymph  nodes,  the  only  slightly  pal- 
pable spleen,  and  the  rarity  of  these  disorders  make 
other  possibilities  far  more  likely. 

What  are  the  commonly  occurring  disorders  caus- 
ing pharyngitis,  fatigue,  and  lymphadenopathy  in  a 
16  year  old  white  female?  The  common  bacterial 
cause  is  group  A beta  hemolytic  streptococcal 
pharyngitis.  The  commonest  viral  syndrome  is  in- 
fectious mononucleosis  (IM)  caused  by  Epstein- 
Barr  virus  (EBV).  Other  less  common  viral  causes 
include  cytomegalovirus,  primary  herpes  simplex 
virus,  and  adenovirus  infections.  Rarer  nonviral 
causes  include  neisseria  gonorrhoeae,  hemophilus 
influenzae,  treponema  pallidum  (secondary  syphi- 
lis) , and  toxoplasma  gondii. 

Based  on  the  patient’s  extended  one-month  pro- 
drome of  fatigue  and  mild  pharyngitis,  IM  seems  a 
more  likely  etiology  for  her  illness  than  streptococ- 
cal pharyngitis.  Typically,  streptococcal  pharyngitis 
has  a short  24  to  48  hour  incubation  period  followed 
by  the  acute  onset  of  pharyngitis,  fever,  malaise, 
and  anterior  cervical  adenopathy  developing  over  24 
hours.  The  laboratory  data  presented  is  typical  for 
IM  with  marked  lymphocytosis  and  morphologically 
atypical  lymphocytes.  The  monospot  test  was  con- 
firmatory. However,  the  throat  culture  produced  a 
large  number  of  group.A  beta  hemolytic  streptococ- 
ci and  the  antistreptolysin  (ASO)  titer  was  positive 
at  1:1360.  The  rest  of  the  laboratory  tests  were  nor- 
mal except  for  a slightly  increased  LDH  (lactic  dehy- 
drogenase) compatible  with  IM. 

Does  this  patient  then  have  two  acute  illnesses? 

Streptococcal  Pharyngitis:  Diseases  with  the 
same  mode  of  transmission  have  an  increased  po- 
tential for  occurring  simultaneously.  Both  strepto- 
coccal pharyngitis  and  infectious  mononucleosis  are 
transmitted  largely  by  oral  secretions.  In  this  pa- 
tient, both  may  have  been  acquired  simultaneously 
one  month  prior  to  admission.  Transmission  of  oral 
secretions  is  best  achieved  in  adolescents  by  kissing. 
IM  is  dubbed  the  “kissing  disease’’  though  the  term 
could  be  applied  as  readily  to  most  adolescent 
streptococcal  pharyngitis.  The  mode  of  transmission 
of  both  these  agents  in  young  children  is  less  clear. 
Children  tend  to  be  less  fastidious  about  their  oral 
secretions  which  may  lead  to  frequent  droplet  trans- 
mission. Though  streptococci  have  been  shown  to 
remain  viable  for  long  periods  on  fomites,  experi- 
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mental  studies  indicate  fomites  are  not  major  routes 
of  transmission.^^  Increased  crowding  in  lower  so- 
cioeconomic environments  increase  the  chance  for 
transfer  of  streptococcal  contaminated  oral  se- 
cretions as  well  as  being  associated  with  reduced 
general  health  and  host  resistance. 

Streptococci  cause  the  vast  majority  of  bacterial 
pharyngitis.  Of  these,  more  than  90%  are  caused  by 
group  A beta  hemolytic  streptococci.  Groups  C and 
G can  occasionally  cause  respiratory  illnesses  in 
man.  Group  D streptococci  are  found  in  the  intesti- 
nal tract  and  have  caused  urinary  tract,  wound,  and 
heart  valve  infections.  In  routine  clinical  practice, 
throat  cultures  are  plated  on  blood  agar.  Complete 
clearing  of  the  agar  around  colonies  indicates  beta 
hemolysis.  A bacitracin  disc  placed  on  the  agar 
inhibits  group  A streptococci  but  not  other  strepto- 
coccal groups.  Thus,  office  diagnosis  of  Group  A 
beta  hemolytic  streptococcal  pharyngitis  can  be 
made  in  most  cases.* 

There  are  over  40  types  of  Group  A beta  hemo- 
lytic streptococci.  Each  produces  an  antigenically 
distinct  M-protein  on  its  surface  which  inhibits 
phagocytosis  and  allows  host  infection.  Host  expo- 
sure leads  to  antibody  production  against  the  specif- 
ic M-protein  which  facilitates  phagocytosis  and  reso- 
lution of  pharyngitis  though  some  streptococci  may 
remain  in  the  oropharynx  creating  a carrier  state. 
The  streptococci  in  the  carrier  state  often  lack  M- 
protein  and  therefore  are  not  typeable.  They  play  a 
questionable  role  in  transmission  of  disease.  The 
major  source  for  transmission  seems  to  be  acutely 
infected  individuals. 

Once  the  streptococci  gain  a foothold  in  the  oro- 
pharynx, they  spread  rapidly  to  surrounding  tissues. 
The  incubation  period  is  brief,  24  to  48  hours,  fol- 
lowed by  rapid  onset  of  characteristic  symptoms  of 
streptococcal  pharyngitis.  Not  all  individuals  devel- 
op symptoms  with  infection,  however.  Generally 
about  60%  will  develop  classic  symptoms. The  rest 
may  have  mild  upper  respiratory  tract  symptoms  or 
no  symptoms  at  all.  Infection  is,  nevertheless,  con- 
firmed by  rising  ASO  titers.  Classically  there  is  fe- 
ver, oropharyngeal  erythema  and  edema,  tender 
cervical  adenopathy,  and  patches  of  exudate  on  the 
tonsils.  Leucocytosis  with  neutrophil  predominance 
and  a left  shift  is  common.  Throat  cultures  exhibit 
large  numbers  of  beta  hemolytic  colonies.  The  dis- 
ease peaks  at  about  24  hours  followed  by  resolution 
in  5 to  6 days  even  if  untreated.  Treatment  with 
penicillin  or  erythromycin  accelerates  resolution  by 


'Some  beta  hemolytic  streptococci  may  require  an  anaerobic 
environment  and  thus  only  demonstrate  growth  and  beta 
hemolysis  at  stab  sites  in  the  agar.  Subculture  under  appropriate 
conditions  would  then  be  required  for  grouping. 


about  24  hours. 

The  patient  in  question  had  an  elevated  ASO  titer. 
Streptococci  produce  a number  of  antigenic  sub- 
stances to  which  antibodies  are  produced  including 
streptolysin  0,  streptokinase,  hyaluronidase,  and  de- 
oxyribonuclease B.  A progressive  rise  in  titer  can  be 
used  to  demonstrate  recent  streptococcal  infection. 
Titers  may  plateau  and  remain  elevated  for  many 
weeks.  Did  this  patient  have  an  acute  streptococcal 
infection?  Is  her  ASO  titer  still  rising  or  does  her 
ASO  titer  represent  infection  some  weeks  before?  A 
repeat  titer  several  weeks  later  would  be  necessary 
to  clarify  this. 

The  fact  that  the  patient  had  a large  amount  of 
streptococci  on  throat  culture  is  more  characteristic 
of  acute  infection  rather  than  a carrier  state.  How- 
ever, alteration  in  the  immune  response  due  to  IM 
may  have  allowed  the  streptococci  in  a carrier  state 
to  achieve  larger  numbers  than  usually  seen.^^ 

Streptococcal  infections  are  associated  with  vari- 
ous serious  complications  including  glomerulo- 
nephritis and  rheumatic  fever.  Glomerulonephritis 
occurs  after  a latent  period  of  about  10  days.  It  pre- 
sents with  the  acute  onset  of  hypertension,  edema, 
and  hematuria.  Respiratory  infections  caused  by 
streptococcal  types,  1,4,  12,  and  49  and  skin  infec- 
tions caused  by  types  2,  49,  52,  55,  57,  60,  and  61 
among  others  are  specifically  nephritogenic.  Rheu- 
matic fever  occurs  in  about  3%  of  people  with 
streptococcal  pharyngitis.  The  average  latent  period 
following  streptococcal  pharyngitis  is  18  days.  This 
complication  is  not  specifically  related  to  certain 
streptococcal  types.  Symptoms  and  signs  are  alluded 
to  in  the  Jones  Criteria  for  diagnosis.  The  patient  in 
question  was  noted  to  have  a soft  apical  murmur  and 
a positive  ASO  titer.  Though  the  signs  and  symp- 
toms are  not  strongly  suggestive  of  rheumatic  fever 
in  this  patient,  the  cardiac  findings  need  to  be  fol- 
lowed beyond  the  acute  illness.  Initiation  of  treat- 
ment for  streptococcal  pharyngitis  up  to  10  days  af- 
ter onset  and  even  longer  in  some  studies  has  been 
shown  to  prevent  rheumatic  fever.  Treatment 
should  be  designed  to  eliminate  the  carrier  state 
which  requires  10  days  of  therapy.  Some  would  sug- 
gest that  culturing  household  contacts  for  asymp- 
tomatic streptococcal  infection  and  treating  them 
when  appropriate  is  necessary  for  optimal  rheumatic 
fever  prevention. 

Infectious  Mononucleosis:  Infectious  mononu- 
cleosis (IM),  which  this  patient  had,  is  caused  by 
Epstein-Barr  virus  (EBV).  EBV  was  discovered  in 
the  1960’s  in  cultured  cells  derived  from  Burkitt’s 
lymphoma.  It  belongs  to  the  herpes  group  of  virus. 
The  association  between  EBV  infection  and  IM  was 
made  fortuitously  when  a laboratory  technician 
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working  with  EBV  contracted  IM.'*  Antibody  titers 
showed  evidence  of  recent  EBV  infection.  Since 
then  the  association  has  been  established  in  pro- 
spective studies  of  college  students.  Only  these  stu- 
dents who  showed  no  previous  serologic  evidence  of 
EBV  exposure  developed  IM  and  this  was  followed 
by  the  development  of  EBV  antibodies. 

EB  Virus  is  one  of  five  herpes  viruses  that  infect 
man.  Others  are  cytomegalovirus,  varicella-zoster 
and  herpes  simplex  types  I and  II.  EBV  has  a marked 
tropism  for  human  B lymphocytes  which  have  spe- 
cific receptors  for  it.^*  The  EB  viral  DNA  becomes 
incorporated  into  the  genomes  of  the  B cell.  It  ren- 
ders the  B cell  capable  of  immortal  growth  when 
maintained  in  tissue  culture,  unlike  uninfected  cells 
which  have  a limited  life  span.  A commonly  used 
method  of  detecting  the  virus  in  throat  washings  or 
peripheral  blood  takes  advantage  of  its  ability  to 
transform  umbilical  cord  leukocytes  into  continuous 
lymphoblastoid  cell  lines. T cells  exert  a sup- 
pressive effect  on  the  proliferation  of  infected  B cells 
in  vivo  and  in  vitro.  If  T cells  are  removed  from 
infected  lymphocyte  preparations  maintained  in 
vitro,  the  B cells  multiply  at  significantly  faster 
rates.' 

Saliva  is  the  principle  viral  reservoir.  Though  B 
cells  are  infected,  they  do  not  produce  large  quan- 
tities of  virus.  Certain  as  yet  unidentified  epithelial 
cell  types,  possibly  the  salivary  glands,  have  EBV 
receptors  and  yield  large  quantities  of  viable  virus. 
Following  infection  and  resolution  of  clinical  illness, 
virus  may  continue  to  be  shed  for  many  months. 
Viral  shedding  is  even  more  prolonged  in  im- 
munosuppressed  patients. 

EBV  is  ubiquitous.  It  occurs  in  all  populations  of 
the  world.  Neonates  are  initially  protected  from 
infection  by  maternal  antibodies  but  as  these  decline 
at  4 to  6 months  of  age,  infection  is  possible.  In 
societies  where  crowding  exists  and  living  standards 
are  poor,  many  persons  sustain  primary  infection  in 
early  childhood.  Ninety  percent  of  black  children  in 
New  Haven  had  antibodies  to  EBV  at  school  age.  In 
more  affluent  classes,  infection  may  not  occur  until 
adolescence  when  transfer  of  infected  saliva  through 
kissing  occurs.  Among  freshmen  college  students, 
only  50%  were  noted  to  have  EBV  antibodies.' 

EBV  infection  and  IM  are  by  no  means  synony- 
mous. Most  infections  predating  puberty  go  un- 
recognized. They  may  be  manifest  by  a mild  respira- 
tory illness  or  no  symptoms  at  all.  Even  in  adoles- 
cence, EBV  infection  causes  clinical  IM  only  about 
50%  of  the  time. 

The  IM  syndrome  was  first  described  in  1889  by 
Pfeiffer  who  designated  it  as  “glandular  fever”.  In 
1920  Sprunt  and  Evans  noting  the  association  of  a 
characteristic  mononuclear  leukocytosis  coined  the 


term  infectious  mononucleosis.  In  childhood  the 
syndrome  may  be  absent  or  so  mild  as  to  be  indistin- 
guishable from  a mild  upper  respiratory  infection.  In 
later  childhood  and  adolescence  the  more  classical 
disease  is  seen  consisting  of  adenopathy,  fever, 
pharyngitis,  and  malaise.  IM  is  a systemic  disorder 
and  numerous  other  constitutional  symptoms  may 
be  elicited.  Common  physical  findings  include  cervi- 
cal adenopathy,  exudative  pharyngitis,  splenomega- 
ly, fever,  and  hepatic  tenderness.  Individual  symp- 
toms such  as  pharyngitis  occasionally  may  be  mini- 
mal or  absent. 

SYMPTOMS  OF 

INFECTIOUS  MONONUCLEOSIS 


Malaise 

90-100% 

Fever 

80-95% 

Sore  Throat 

80-85% 

Anorexia 

50-80% 

Nausea 

50-70% 

Headache 

40-70% 

Ocular  Muscle  Pain 

10-20% 

Arthralgia 

5-10% 

Photophobia 

5-10% 

SIGNS  OF  INFECTIOUS  MONONUCLEOSIS 

Adenopathy 

100% 

Fever 

80-95% 

Pharyngitis 

60-85% 

Splenomegaly 

50-60% 

Liver  & Spleen  Tenderness 

15-30% 

Hepatomegaly 

15-25% 

Rhinitis 

10-25% 

Juandice 

5-10% 

(Adapted  from  Disease  Of  The  Month,  “Infectious 
Mononucleosis  by  Paul  A.  Chervenick,  Yearbook 
Medical  Pub.,  Inc.,  1974.) 

The  incubation  period  for  IM  is  estimated  at  30  to 
50  days.  A prodrome  consisting  of  vague  con- 
stitutional symptoms  may  precede  the  acute  illness 
by  several  weeks  or  the  prodrome  may  last  only  a ‘ 
few  days.  Generally,  it  is  longer  than  that  found  with 
streptococcal  pharyngitis.  The  acute  illness  lasts  5 to 
10  days  but  full  recovery  may  require  several 
months. 

Generally,  recovery  is  complete  but  serious  com- 
plications have  been  reported.  Splenic  rupture  is  the 
most  common  cause  of  fatal  IM  occurring  in  an 
estimated  0.2%  of  cases.''  Airway  obstruction  has 
been  reported."  In  addition  evidence  of  neurologic 
involvement  can  be  seen  with  signs  of  menin- 
goencephalitis, mononeuritis,  polyneuritis,  sei- 
zures,^'psychosis^^  or  Guillain-Barr6  syndrome. 
Seven  of  24  patients  with  Guillain-Barr6  syndrome 
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were  found  to  have  serologic  evidence  of  recent 
EBV  infection. 

Ampicillin  rash  is  a curious  but  frequent  com- 
plication of  IM.  When  the  drug  is  administered  to 
patients  with  acute  IM,  a rash  develops  5 to  8 days 
later  in  100%  of  patients  in  one  study.  This  was 
perhaps  related  to  a reaction  to  an  impurity  in  the 
drug  because  repeat  exposure  to  ampicillin  when  IM 
had  cleared  did  not  produce  an  allergic  re- 
sponse. 

Other  diseases  may  mimic  IM.  Cytomegalovirus 
infection  may  present  like  IM  with  malaise,  fever, 
vague  respiratory  complaints,  splenomegaly,  and 
atypical  lymphocytosis,  but  the  monospot  test  will 
generally  be  negative.  Toxoplasmosis  causes  lym- 
phadenopathy  with  or  without  constitutional  symp- 
toms. Pharyngitis  is  absent  or  minimal;  the  mono- 
spot is  negative;  and  atypical  lymphocytes  are  not 
present.^  Streptococcal  pharyngitis  may  mimic  IM  as 
noted  previously.  In  fact,  some  investigators  claim 
patients  with  IM  are  more  likely  to  have  simultane- 
ous streptococcal  pharyngitis  than  healthy  controls. 
Chretein  and  Esswein  showed  in  a well  controlled 
prospective  study  that  positive  throat  cultures  for 
Group  A beta  hemolytic  streptococci  were  no  more 
likely  than  in  a large  group  of  patients  without  IM 
seen  for  pharyngitis.^ 

The  first  serologic  test  for  IM  was  discovered  se- 
rendipitously  by  Paul  and  Bunnell  in  1932.  They 
noted  that  serum  from  IM  patients  agglutinated 
sheep  RBC’s.*  The  antigenic  stimulus  for  this  het- 
erophile  IgM  antibody  remains  unknown.  It  does 
not  cross-react  with  any  known  EBV  antigens.  Im- 
munization with  sheep  RBC’s  which  elicits  hetero- 
phile  antibody  production  does  not  protect  against 
EBV  infection.*^  Heterophile  antibody  titers  rise  in 
the  first  week  of  illness  and  peak  at  2 to  3 weeks. 
About  10%  of  patients  with  classic  IM  fail  to  develop 
detectable  heterophile  antibody.  This  is  more  com- 
mon in  the  younger  age  groups.  Although  no  het- 
erophile antibody  is  produced;  they,  nevertheless, 
develop  specific  antibodies  to  EBV  antigens  and 
have  a normal  disease  course.  In  conditions  other 
than  IM  including  certain  infections,  hematologic 
malignancies,  and  serum  sickness,  antibody  which 
will  agglutinate  sheep  RBC’s  may  be  observed. 
However,  if  the  test  sera  is  first  absorbed  with 
guinea  pig  kidney  extract  to  remove  the  so-called 
Forsman  antigen  as  in  the  procedure  of  Paul  and 
Bunnell,  these  false  positives  are  eliminated. 

Several  rapid  one-step  slide  tests  have  been  devel- 
oped to  test  for  heterophile  antibody.  The  Monospot 


’Heterophile  antibody  also  agglutinates  beef  and  horse  RBC’s 
which  are  used  as  test  cells  in  some  assays. 


test  is  one  of  these  which  employs  guinea  pig  kidney 
and  beef  red  cell  extracts  for  differential  absorption 
and  horse  RBC’s  for  agglutination.  Horse  RBC’s  are 
more  sensitive  to  agglutination  by  heterophile  anti- 
body than  sheep  RBC’s.  In  spite  of  its  design  for 
differential  absorption,  false  positive  monospot  tests 
do  occur  in  a number  of  circumstances  including 
lymphoma,  leukemia,  rubella,  malaria,  pancreatic 
carcinoma,  serum  hepatitis,  and  others.  For  de- 
finitive confirmation  of  the  presence  of  heterophile 
antibody,  a complete  Paul-Bunnell  test  utilizing  se- 
rial dilution  and  differential  absorption  may  be  used 
to  confirm  a positive  monospot  test.  This  is  especial- 
ly important  in  atypical  cases. 

In  recent  years  specific  EB  viral  antigens  have 
been  identified.  They  bear  a characteristic  temporal 
relationship  to  clinical  IM.  They  have  proved  very 
useful  for  diagnosing  heterophile  negative  IM  and 
atypical  IM.  These  antigens  include  EB  viral  capsid 
antigen  (EBVCA),  EB  nuclear  antigen  (EBNA),  EB 
membrane  antigen  (EBMA),  and  EB  viral  induced 
early  antigen  (EBEA). 

EBVCA  is  an  early  expression  of  viral  replication 
in  infected  cells.  The  appearance  of  viral  capsid  anti- 
gen correlates  with  the  presence  of  numerous  intra- 
cellular virus  particles.  In  primary  EBV  infection, 
IgM  and  IgG  are  produced  against  this  antigen. 
Measurement  of  this  IgM  antibody  though  techni- 
cally difficult,  is  the  most  specific  single  test  for 
acute  EBV  infection.'-^ 

Antibody  to  EBNA  appears  the  third  or  fourth 
week  after  onset  of  IM  and  remains  elevated  for 
years.  All  convalescent  IM  patients  will  be  EBNA 
antibody  positive.  If  a person  in  the  midst  of  a 
mononucleosis-like  illness  has  EBNA  antibody,  he 
probably  does  not  have  acute  mononucleosis. 

EBEA  is  produced  experimentally  in  certain  cell 
lines  which  undergo  an  abortive  infection  when  ex- 
posed to  EBV.  Antibody  to  this  antigen  is  demon- 
strated by  immunoflourescent  techniques.  It  takes 
on  two  distinct  patterns,  diffuse  and  restricted.  The 
sera  of  about  80%  of  newly  infected  individuals  re- 
veal antibodies  to  EBEA  which  then  becomes  un- 
detectable 2 to  6 months  following  acute  infection. 
Most  persons  demonstrate  the  diffuse  pattern.  How- 
ever, patients  with  protracted  illness  tend  to  show 
the  restricted  pattern.  The  exact  significance  of  dif- 
fuse and  restricted  antibody  patterns  has  yet  to  be 
elucidated.  While  detection  of  antibody  to  early  anti- 
gen is  fairly  specific  for  acute  IM,  it  lacks  sensitivity 
since  not  all  patients  develop  it. 

Finally,  to  fully  appreciate  EBV  infection,  one 
must  consider  its  oncogenic  potential.  EBV,  like 
other  herpes  viruses,  incorporates  itself  into  the 
host’s  DNA.  In  man,  infected  B cells  begin  to  pro- 
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)% 
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10 

)% 

EB  Viral 

Capsid 

Antibody 

IgG  j 

\ 

\ 

1 

1 

100% 

EB  Nuclear 

Antigen 

" 100% 

EB  Early  Antigen 
Antibody 

80% 

Table  I 

Graphic  Display  of  Antibody  Responses  in  IM 


liferate  in  an  uncontrolled  fashion.  In  tissue  culture, 
EBV  infected  B cells  from  IM  patients  proliferate 
indefinitely  just  like  laboratory  cell  lines  obtained 
from  malignant  tumors.  In  normal  people  with  IM, 
EB  viral  antigens,  many  of  them  expressed  on  the 
surface  of  infected  cells,  induce  antibody  formation. 
However,  it  is  probably  the  T cell  response  which 
limits  B cell  proliferation  in  vivo.  Peripheral  blood 
smears  show  a high  percentage  of  atypical  lympho- 
cytes which  are  in  reality  activated  T cells,  not 
infected  B cells. In  certain  kindreds  demonstrat- 
ing the  x-linked  recessive  lymphoproliferative  syn- 
drome (SERES),  EBV  infection  has  been  followed 
by  development  of  malignant  lymphoma. It  is  be- 
lieved that  the  T cell  mediated  wing  of  the  immune 
system  is  defective  in  SERES  allowing  unchecked  B 
cell  proliferation.  In  Burkitt’s  lymphoma,  it  is  postu- 
lated that  tumor  results  from  unchecked  pro- 
liferation of  EBV  infected  B cells.  In  regions  where 
Burkitt’s  lymphoma  occurs,  superimposed  malaria 
or  other  diseases  may  suppress  T cell  function;  and 
thus,  allow  unbridled  B cell  proliferation.  Once  a 
person  has  recovered  from  typical  IM,  EB  viral  ge- 
nomes remain  within  surviving  cells.  Whole  virus 
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may  continue  to  be  produced  for  months  to  over  a 
year  following  resolution  of  the  acute  illness.  Other 
herpes  viruses  such  as  varicella  and  herpes  simplex 
exist  in  a latent  phase  in  humans  and  can  recur.  EBV 
may  also  reassert  a pathologic  effect  given  the  right 
circumstances.  Epidemiologists  have  looked  at  the 
occurrence  of  malignancies  following  IM.  One  study 
evaluated  5840  patients  with  a positive  Paul-Bunnell 
test  and  found  that  there  was  a small  excess  of  sub- 
sequent Hodgkin’s  disease. It  seems  likely  that  the 
oncogenic  potential  of  human  viruses  exemplified 
by  EBV  will  become  ever  more  apparent  just  as  viral 
oncogenesis  has  become  unequivocally  apparent  in 
most  other  animal  models. 

Dr.  Fisher’s  Diagnoses 
1.  Infectious  Mononucleosis 
Streptococcal  Pharyngitis  vs.  Carrier  State 

*DR.  R.  D.  CEOAR:  You  stated  that  the  rash  was 
not  frequent.  How  frequent  is  it? 

DR.  FISHER:  About  5%  of  cases  are  associated  with 
the  rash.  This  excludes  the  rash  seen  after  ampicil- 
lin. 

DR.  CEOAR:  I would  think  it  would  be  higher. 
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*DR.  KARL  WEGNER:  How  frequent  are  hetero- 
phile  negative  cases? 

DR.  CLOAR:  I think  at  least  15-20%  of  the  cases 
have  what  you  believe  is  typical  IM,  but  have  a 
negative  monospot  test.  Often  I can’t  feel  the  spleen 
in  these  patients  either,  but  some  of  us  have  difficul- 
ty palpating  spleens. 

DR.  FISHER;  There  are  many  heterophile  negative 
cases  particularly  in  children.  There  are  other  dis- 
eases such  as  toxoplasmosis  and  cytomegalovirus 
which  can  give  a picture  very  similar  to  IM  with  a 
negative  heterophile  test.  They  can  only  be  diag- 
nosed by  culture  or  by  serologic  tests  specific  for 
EBV  or  the  viral  agent  in  question. 

DR.  CLOAR:  It  is  interesting  that  there  is  a concur- 
rence of  streptococcal  disease  and  IM  in  this  patient. 

DR.  FISHER:  I think  that  this  patient  probably  was 
carrying  beta  streptococci. 

DR.  CLOAR:  In  my  experience  in  Kentucky,  I 
found  that  beta  streptococci  did  not  often  coincide 
with  IM,  but  in  my  practice  in  Arizona  this  was  quite 
frequent. 

DR.  FISHER:  One  reference  that  I noted  showed  no 
increased  incidence  of  streptococcal  pharyngitis  in 
patients  with  IM.  However,  I am  sure  that  the  carri- 
er rate  varies  in  different  areas  and  this  can  make  the 
situation  hard  to  interpret. 

DR.  CLOAR:  I guess  that  is  the  explanation. 

DR.  BARLOW:  I have  some  comments  on  the 
specific  serologic  procedures  for  EBV.  As  you  point- 
ed out  a number  of  patients  represent  heterophil 
negative  cases.  I think  that  these  cases  can  be 
explained  by  the  reasons  that  have  been  suggested. 
I)  Other  diseases  such  as  toxoplasmosis  and  cy- 
tomegalovirus infection  mimic  IM  and  2)  True  het- 
erophile negative  cases  of  IM  in  which  specific  anti- 
bodies to  EBV  are  demonstrated.  The  precise  diag- 
nosis of  IM  may  be  important  in  some  cases  in 
which  there  is  a confusion  with  leukemia  on  the 
peripheral  blood  smear  or  in  which  a lymph  node 
biopsy  is  done  for  persistent  lymphadenopathy.  It  is 
very  easy  to  interpret  a node  from  the  patient  with 
IM  as  malignant  lymphoma.  It  is  true  that  a bone 
marrow  examination  can  exclude  leukemia  since  the 
marrow  is  not  involved  in  IM  but  it  would  be  nice  to 
avoid  a bone  marrow  if  possible.  We  are  very  inter- 
ested in  pursuing  the  use  of  serologic  procedures  in 
the  accurate  diagnosis  of  EBV  infections  in  these 
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selected  cases  to  avoid  misdiagnosis  of  malignan- 
cies. We  plan  to  be  able  to  do  the  IgM  and  IgG 
antibody  to  the  EBVCA  by  immunofluorescent  mi- 
croscopy in  the  near  future. 

1 also  might  suggest  that  although  there  are  both 
false  positive  and  false  negative  results  in  slide  tests 
such  as  the  monospot,  a quantitative  Paul-Bunnell 
test  is  not  as  specific  a test  as  the  EBVCA.  At  the 
present  time,  the  ox  cell  hemolysin  test  is  used  as  a 
confirmatory  test  in  IM  when  the  monospot  test  is  a 
possible  false  positive  but  the  ox  cell  hemolysin  test 
will  be  replaced  by  specific  tests  for  EBVCA.  The 
problem  with  the  Paul-Bunnell  test  is  that  it  is  diffi- 
cult to  interpret  the  titer  differences  in  many  in- 
stances. 

I would  also  like  to  note  that  IM  is  associated  with 
clinical  and  laboratory  evidence  of  hepatitis  in  most 
cases  with  varying  degrees  of  abnormality. 

DR.  CLOAR;  Yes,  the  enzymes  may  be  very  high  in 
IM  simulating  viral  hepatitis.  In  my  opinion  patients 
with  IM  seem  to  get  better  a little  faster  than  pa- 
tients with  typical  viral  hepatitis. 

DR.  BARLOW:  At  the  time  the  patient  we  are  dis- 
cussing was  hospitalized,  there  was  another  patient 
who  had  IM  hepatitis  also  hospitalized. 

DR.  WEGNER:  We  have  recently  had  a patient  with 
severe  thrombocytopenia  with  IM. 

DR.  BARLOW:  There  are  many  complications  to 
IM.  These  are  all  rare  and  I am  listing  them  below.  I 
am  also  listing  a group  of  diseases  that  should  be 
considered  in  the  differential  diagnosis  of  IM  and  I 
will  end  up  by  emphasizing  that  the  reactive  lym- 
phocytes seen  in  IM,  often  called  atypical  lympho- 
cytes, are  not  a specific  cell  for  this  disease.  They  are 
seen  in  many  viral  illnesses  and  account  for  up  to 
12%  of  the  lymphocytes  in  apparently  healthy  chil- 
dren. 


COMPLICATIONS  OF 
INFECTIOUS  MONONUCLEOSIS 


splenic  rupture 

hepatitis 

Reye’s  syndrome 

peripheral  neuropathy 

aseptic  meningitis 

meningoencephalitis 

transverse  myelitis 

seizures 

optic  neuritis 

coma 

cerebellar  syndrome 
psychosis 


myocarditis 
pericarditis 
thrombocytopenia 
hemolytic  anemia 
hemolytic  uremic 
syndrome 

disseminated  intra- 
vascular coagulation 
aplastic  anemia 
agranulocytosis 
parenchymal  infiltrate 
on  chest  film 
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pharyngeal  edema  pleural  effusion 
with  obstruction 
conjunctivitis 
keratitis 
uveitis 

retinal  involvement 

DIFFERENTIAL  DIAGNOSIS 

1.  streptococcal  sore  throat 

2.  diphtheria 

3.  Vincent’s  angina 

4.  viral  pharyngitis 

5.  viral  hepatitis 

*6.  infectious  lymphocytosis 
*1.  leukemia 

8.  lymphoma  (lymph  node  biopsy) 

*The  bone  marrow  aspirate  should  not  be  infiltrated  . 
with  atypical  cells  in  infectious  mononucleosis  or 
infectious  lymphocytosis,  unlike  leukemia. 

CAUSE  OF  HETEROPHIL  NEGATIVE 
INFECTIOUS  MONONUCLEOSIS 

1.  true  heterophil  negative  infectious  mono- 
nucleosis 

2.  cytomegalovirus  infection 

3.  toxoplasmosis 

4.  rubella 

5.  adenovirus  infection 

6.  herpes  virus  infection 

7.  drug  reaction 

FINAL  DIAGNOSES 

1.  Infectious  Mononucleosis 

2.  Group  A beta  hemolytic  streptococci  isolat- 
ed from  pharynx?  carrier  state?  super- 
imposed infection. 


BIBLIOGRAPHY 

1.  Andiman,  WA,  Epstein-Barr  virus  and  B virus  infections,  J 
of  Ped.  95:171-182,  1979. 

2.  Balfour,  HH,  Jr,  Forte,  FA,  Simpson,  RB,  and  Zolov,  DM, 
Penicillin-related  exanthems  in  infectious  mononucleosis 
identical  to  those  associated  with  ampicillin,  Clin  Ped. 
11:417-421,  1972. 

3.  Brown,  ZA  and  Stenchever,  MD,  Infectious  mononucleosis 
and  congenital  anomalies,  J of  Ped.  133:108-1 10,1978. 

4.  Chervenick,  PA,  Infectious  mononucleosis,  Disease-A- 
Month,  1974. 

5.  Chreitien,  JH  and  Esswein,  JG,  How  frequent  is  bacterial 
superinfection  of  the  pharynx  in  infectious  mononucleosis, 
Clin  Ped.  15:424-427,  1976. 

6.  DuBois,  DR  and  Baehnest,  RL,  Infectious  mononucleosis 
associated  with  fatal  beta  hemolytic  streptococcal  infection, 
Clin  Ped.  18:51  1-512,  1979. 

7.  Evans,  AS,  Infectious  mononucleosis  and  related  syn- 
dromes, Am  J of  Med  Sciences,  278:325-339,  1978. 


8.  Fleisher,  G,  Lennette,  ET,  Henle,  G,  and  Henle,  W,  Inci- 
dence of  heterophil  antibody  responses  in  children  with  in- 
fectious mononucleosis,  J of  Ped.  94:723-728,  1979. 

9.  Parpulekar,  SS,  Rapoport,  A,  Paonessa,  DF  and  Korryoum- 
gian,  J,  Epstein-Barr  virus,  the  ravage,  Ann  Otol.  87:729- 
735,  1978. 

10.  Grose,  C,  Henle,  W,  Henle,  G,  and  Feorino,  PM,  Primary 
Epstein-Barr  infections  in  acute  neurologic  disease,  NEJM, 
292:392-395,  1975. 

1 1 . Gutgesell,  HP,  Acute  airway  obstruction  in  infectious  mono- 
nucleosis, J of  Ped.  47:141-142,  1971. 

12.  Halstad,  CC  and  Chang,  RS,  Infectious  mononucleosis  and 
encephalitis:  recovery  of  EB  virus  from  spina!  fluid,  Ped. 
64:257-258,  1979. 

13.  Haynes,  BE,  Schooley,  RT,  Grouse,  JE,  Payling-Wright, 
CR,  Dolin,  R and  Fauci,  AS,  J of  Immunol.  122:699-702, 
1979. 

14.  Henle,  CE,  Kurland,  LT  and  Elveback,  LR,  Am  J of  Epi- 
dem,  98:183-190,  1973. 

15.  Henle,  W,  Henle,  GE,  and  Horwitz,  CA,  Epstein-Barr  virus 
specific  diagnostic  tests  in  infectious  mononucleosis.  Human 
Pathology,  5:551-565,  1974. 

16.  Horwitz,  CA,  Henle,  W,  Henle,  G,  Penn,  G,  Hoffman,  N 
and  Ward,  PCJ,  Persistent  falsely  positive  rapid  tests  for  in- 
fectious mononucleosis.  Am  J of  Clin  Path.  72:807-811, 
1979. 

17.  Horwitz,  CA,  Practical  approach  to  diagnosis  of  infectious 
mononucleosis.  Lab  Med.  Jan,  1979. 

18.  Horwitz,  CA,  Henle,  W,  Henle,  G,  Polisky,  H,  Balfour,  HH, 
Siem,  Borken,  S,  and  Ward,  PCJ,  Am  J Med.  63:947-957, 
1977. 

19.  Kossmann,  CE,  Simultaneous  infectious  mononucleosis  and 
scarlet  fever,  J of  Tenn  Med  Assoc.  Sept.,  1978. 

20.  Kvale,  G,  Hoiby,  EA,  and  Pedersen,  E,  Hodgkin’s  disease  in 
patients  with  previous  infectious  mononucleosis,  Int  J Can- 
cer, 23:593-597,  1979. 

21.  Leppik,  IE,  Ramani,  V,  Sawchurs,  RT  and  Gumnit,  RT, 
Increased  clearance  of  phenytoin  during  infectious  mono- 
nucleosis, NEJM,  300:481-482,  1979. 

22.  Liebermann,  AN,  Increased  seizure  activity  during  infec- 
tious mononucleosis,  NEJM,  300:1216,  1979. 

23.  Mangi,  RJ,  Niederman,  JC,  Kelleher,  JF,  Dwyer,  JM, 
Evans,  AS,  and  Kantor,  FS,  Depression  of  cell  mediated 
immunity  during  acute  infectious  mononucleosis,  NEJM, 
291:1149-1153,  1974. 

24.  Miller,  G,  Niederman,  JC,  and  Andrews,  LL,  Prolonged 
oropharyngeal  excretion  of  Epstein-Barr  virus  after  infec- 
tious mononucleosis,  NEJM,  288:229-232,  1971. 

25.  Morgan,  DG,  Niederman,  JC,  Miller,  G,  Smith,  HW,  and 
Dowaliby,  JM,  Site  of  Epstein-Barr  virus  replication  in  the 
oropharynx.  Lancet,  pp  1154  Dec.  1 , 1979. 

26.  Nikoskelainen,  J and  Hanninen,  P,  Antibody  response  to 
Epstein-Barr  virus  in  infectious  mononucleosis.  Infection 
and  Immunity,  1 1:42-51,  1975. 

27.  Patel,  BM,  Skin  rash  and  infectious  mononucleosis  and 
ampicillin,  Ped.  40:910-91 1 , 1967. 

28.  Pattengale,  PK,  Smith,  RW,  and  Perlin,  E,  Atypical  lympho- 
cytes in  acute  infectious  mononucleosis  (Identification  by 
multiple  T and  B lymphocyte  markers),  NEJM,  291:1145- 
1148,  1974. 

29.  Pullen,  H,  Wright,  N and  Murdoch,  JM,  Hypersensitivity 
reactions  to  antibacterial  drugs  in  infectious  mononucleosis. 
Lancet,  1176,  Dec.  2,  1967. 

30.  Purtilo,  DT,  Bhaivan,  J,  Hutt,  LM,  Denicola,  L,  Szymanski, 
I,  Yang,  JPS,  Boto,  W,  Maier,  R,  and  Thorley-Lawson,  D, 
Epstein-Barr  versus  infectious  in  X-linked  recessive  lympho- 
proliferative  syndrome.  Lancet,  798,  April  15,  1978. 

31  Rippey,  JH  and  Bowman,  HE,  Infectious  mononucleosis  test 
performance  on  CAP  survey  specimens,  Am  J Clin  Path, 
363-365,  1979. 

32.  Rubin,  RL,  Adolescent  infectious  mononucleosis  with  psy- 
chosis, J of  Clin  Psych,  65:773-775,  1978. 

33.  Sartwell,  P,  Preventive  Medicine  and  Public  Health,  10th 
Ed.,  Appelton  Century-Crofts,  New  York,  1973. 


20 


SOUTH  DAKOTA 


34.  Schleupper,  CJ  and  Overall,  JC,  Infectious  mononucleosis 
and  Epstein-Barr  virus.  Postgrad  Med,  Jan.,  1979. 

35.  Shapiro,  SA  andGerson,  JM,  Values  of  Epstein-Barr  titers  as 
a diagnostic  shortcut  in  infectious  mononucleosis:  Two  case 
reports,  Clin  Ped,  17:797-798,  1979. 

36.  Shurin,  SD,  Infectious  mononucleosis,  Ped  Clin  of  N.A. 
26:315-326,  1979 

37.  Tosati,  G,  Magrath,  I,  Koski,  I,  Dooley,  N and  Blaise,  M, 
Activation  of  suppressor  T cells  during  Epstein-Barr  virus 
induced  infectious  mononucleosis,  NEJM,  301:1133-1  137, 
1979, 

38.  Veltri,  RW  and  Sprinkle,  PM,  Epstein-Barr  virus  associated 
with  episodes  of  recurrent  tonsillitis.  Arch  Otolaryngol. 
101:552-556,1975. 

39.  Wolf,  P,  Dorfman.  R,  McClenahahan  and  Collins,  F,  False 
positive  infectious  mononucleosis  spot  test  in  lymphoma. 
Cancer,  1:626-628,  1979. 


Devoted  To  Office  Supplies  & Furniture 


Located  "Downtown"  Sioux  Falls 
220  So.  Main  Phone  339-0300 

We  Are  Specialists  In  Office  Layout  & Space  Planning 


DO  THE  BRIEFCASES  OUTNUMBER  THE 
MEDICAL  CASES? 


You're  familiar  with  them  by  now  — at- 
torneys, accountants  and  salesmen  — all 
interested  in  your  time  and  money. 

They  represent  modern  business.  And, 
if  you're  like  many  physicians,  you're  prob- 
ably spending  a greater  percentage  of  your 
time  each  year  as  a businessman  at  the 
expense  of  your  practice. 

We  believe  that  Air  Force  medicine  pro- 
vides a viable  alternative  to  the  rigors  of 
today's  practice.  We  provide  well  staffed, 
modern  facilities,  an  excellent  program  of 
compensation,  and  opportunities  for  pro- 
fessional growth  and  specialization. 

Equally  important,  we  provide  an  environ- 
ment in  which  you  may  practice  medicine. 
And  that's  what  your  life  is  about. 

We  would  like  to  tell  you  more  about  Air 
Force  Health  Care. 


Contact  (call  collect)  T.  Sgt  Hank  Henry, 
1 1 6 South  42nd  Street,  Omaha,  NE 
402-221-4319 


iMli 


A great  way  of  life. 


s> 


Your  key  to  preparing 
for  an  emergency. 

BANYAN  EMERGENCY-1 -KIT 

BE  PREPARED  TO  HANDLE  A WIDE  RANGE 
OF  MEDICAL  EMERGENCIES. 


KREISER’S  INC. 


1723  Geneva 

21st  & Minn. 

219  Omaha 

Sioux  City, 

Sioux  Falls,  S.D. 

Rapid  City, 

Iowa 

336-1155 

S.D. 

ANNUAL  AND  BIANNUAL  LEASING  OF  ALL  MAKES  OF  AUTOMOBILES 


LEASING  IS  NOT  FOR  EVERYONE,  BUT  MEDICAL 
PEOPLE  ARE  OUR  SPECIALTY,  ALL  MAKES  OF 
AUTOS,  TRUCKS,  4 WHEELERS,  VARIOUS  PLANS 
TO  FIT  YOUR  NEEDS  OR  THE  PROFESSIONAL 
GROUPS  WITH  WHOM  YOU  ARE  ASSOCIATED. 
REFERENCES  ARE  GLADLY  FURNISHED  AND  WE 
WILL  WORK  WITH  YOUR  ACCOUNTANTS. 

3401  WEST  41st  STREET 
SIOUX  FALLS,  SOUTH  DAKOTA  57105 

PHONE  336-3818 

C.  H.  "Chuck"  Point,  Mgr.  Home  phone  336-3168 
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6th  ANNUAL 


BLACK  HILLS  WINTER  SKI  SEMINAR 

ON  OTORHINOLARYNGOLOGY,  OPHTHALMOLOGY.  MAXILLOFACIAL  INJURIES 

FEBRUARY  5,  6,  7,  1981 

NORTHERN  BLACK  HILLS  HOLIDAY  INN  & SOLAR  DOME,  SPEARFISH,  SOUTH  DAKOTA 

Hosted  By  South  Dakota  Chapter  of  the  American  Academy  of  Family  Physicians 

This  program  is  acceptable  for  1 2 prescribed  hours  by  the  American  Academy  of  Family  Physicians  and  1 2 
hours  Category  1 , AMA  credits. 

WEDNESDAY,  FEBRUARY  4,  1 981 
6:00  p.m.  SDAFP  Board  of  Directors  Meet- 

ing—Deer  Mountain  Room 
7:00-9:00  p.m.  Registration 


THURSDAY,  FEBRUARY  5,  1981 

MORNING  SESSION 
William  Tschetter,  M.D.,  Moderator 

7:00-7:30  a.m.  Registration,  Complimentary 
Continental  Breakfast 
"Ocular  Emergencies” 

Paul  L.  Wright,  M.D. 

"Diagnosis  of  the  Red  Eye” 
Michael  W.  Pekas,  M.D. 

"Modern  Management  of  Diabet- 
ic Retinopathy" 

Paul  L.  Wright,  M.D. 

WINTER  SPORTS  TIME 


7:30-8:10  a m. 
8:1  5-8:55  a m. 
9:00-9:40  a.m. 


9:45-5:30  p.m. 


EVENING  SESSION 
Gary  Welsh,  M.D.,  Moderator 

5:30-6:00  p.m.  "Ophthalmology  Update" 

Michael  W.  Pekas,  M.D. 

"Surgical  Indications  for  Refrac- 
tive Errors" 

Paul  L.  Wright,  M.D. 

"Visual  Correction  Following  Cat- 
aract Surgery" 

Michael  W.  Pekas,  M.D. 
"Everyone  Can  Do  Something 
About  Smoking" 

SDAFP  Cancer  Committee,  Low- 
ell Swisher,  M.D.,  Chairman 
Complimentary  hot  wine  and  hot 
buttered  rum  — Poolside 


6:05-6:35  p.m. 
6:40-7:1 0 p.m. 
7:15-7:45  p.m. 

7:45-9:00  p.m. 


FRIDAY,  FEBRUARY  6,  1 981 

MORNING  SESSION 
Raymond  Nemer,  M.D.,  Moderator 

7:00-7:30  a.m.  Registration,  Complimentary 
Continental  Breakfast 
"Otolaryngology  Update" 

Bruce  W.  Jafek,  M.D. 

"Facial  Infections  of  Dental 
Etiology:  Causes  and  Treatment" 
Roger  C.  Wilson,  D.D.S. 

"Epistaxis  and  the  Family  Physi- 
cian" 

Robert  L.  Ferrell,  M.D. 

WINTER  SPORTS  TIME 


7:30-8:1 0 a.m. 
8:1  5-8:55  a.m. 

9:00-9:40  a.m. 


9:45-5:30  p.m. 


EVENING  SESSION 
Michael  Brown,  M.D.,  Moderator 

5:30-6: 1 0 p.m.  "Otitis  Media,  1981" 

Bruce  W.  Jafek,  M.D. 
"Temporomandibular  Joint  Dys- 
function" 

Roger  C.  Wilson,  M.D. 

"Cosmetic  Surgery:  Indications" 
Robert  L.  Ferrell,  M.D. 

Cash  bar  and  complimentary  hors 
d'oeuvres— Poolside 


6:1  5-6:55  p.m. 

7:00-7:40  p.m. 
7:45-9:00  p.m. 


SATURDAY,  FEBRUARY  7,1981 

MORNING  SESSION 
Daniel  Sherry,  M.D.,  Moderator 

7:00-7:30  a.m.  Registration,  Complimentary 
Continental  Breakfast 
"Sinusitis,  1981" 

Bruce  W.  Jafek,  M.D. 

"Facial  Fractures:  Emphasis  the 
Mandible" 

Roger  C.  Wilson,  D.D.S. 
"Maxillofacial  Trauma" 

Robert  L.  Ferrell,  M.D. 

Seminar  Closes 


7:30-8:10  a m. 
8:1  5-8:55  a m. 


9:00-9:40  a.m. 
9:45  a.m. 


MAKE  PLANS  TO  ATTEND  NOW.  WRITE: 
BLACK  HILLS  WINTER  SKI  SEMINAR 
608  West  Avenue,  North 
Sioux  Falls,  SD  57104 
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Chapter  News 


SOUTH  DAKOTA  ACADEMY  OF  FAMILY  PHYSICIANS 
3001  South  Holly  Avenue 
Sioux. Falls,  SD  57105 


Family 

anradl 

Physician 

@3) 


Partners 

m 


Health 


American  Academy  of  Family  Physicians 

RESULTS  OF  ANNUAL  SURVEY  OF  FAMILY  PRACTICE 
RESIDENCY  PROGRAMS 

August,  1980 


Programs: 

A.  Total  Approved  Programs 

B.  Total  Operating  Programs 

Community  hospital  based, 


un- 


II. 


382 


III. 


affiliated 

62 

Community  hospital  based,  university 

affiliated 

187 

Community  hospital  based,  university 

administered 

51 

University  based 

65 

Military  hospital  based 

17 

Residents: 

A.  Total  Residents 

6,351 

1.  Total  First  Year  Residents 

2,360 

2.  Total  Second  Year  Residents 

2,205 

3.  Total  Third  Year  Residents 

1,966 

B.  Total  Approved  First  Year  Positions 

2,500 

C.  First  Year  Fill  Rate 

94.4% 

D.  Increase/Decrease  Class  Size  by  Year 

1977-78  1978-79 

1979-80 

Class  of ’80  2,043 

1,986 

1,966 

Class  of ’81  

2,318 

2,205 

Class  of ’82  

2,360 

Residency  Graduates: 

A.  Total  July,  1979  residency  graduates 

1,724 

B.  Total  graduates  from  family  residency 

programs  since  January  1,  1970 

6,666 

Family  Practice  Review  Course 

On  March  30-April  10  and  May  4-15,  1981,  the  University  of 
Nebraska  Medical  Center  will  again  be  offering  its  nationally 
recognized  “FAMILY  PRACTICE  REVIEW”  course.  This  in- 
tensive program  offers  a complete  review  of  medicine  as  well  as 
daily  testing  sessions,  which  is  important  to  those  physicians 
preparing  for  the  American  Board  of  Family  Practice  Exam.  The 
registration  fee  to  attend  this  program  is  $700.00  which  includes 
daily  transportation  to  and  from  the  motel,  breakfast,  lunch  and 
a comprehensive  course  syllabus.  100  hours  A AFP  credits.  For 
further  information  contact:  Richard  L.  Reimer,  Coordinator  of 
Continuing  Medical  Education,  The  University  of  Nebraska 
Medical  Center,  42nd  and  Dewey  Avenue,  Omaha,  NE  68105. 


SDAFP  Members  “Designated  to  Provide  Family  Practice 
Planning  Input”  for  CME  Programs  Requesting  Prior 
Approval: 

William  R.  Tschetter,  M.D.,  Rapid  City,  342-2880 
L.  H.  Amundson,  M.D.,  Sioux  Falls,  335-5008 
Raymond  G.  Nemer,  M.D.,  Gregory,  835-9611 
Herbert  A.  Saloum,  M.D.,  Tyndall,  589-3322 
Lawrence  W.  Finney,  M.D.,  Sioux  Falls,  331-3340 
Charles  Swanson,  M.D.,  Pierre,  224-5901 
Buron  O.  Lindbloom,  M.D.,  Pierre,  224-5901 
Bruce  Lushbough,  M.D.,  Brookings,  692-6236 
James  Oakland,  M.D.,  Sioux  Falls,  336-1015 
Gary  Welsh,  M.D.,  Rapid  City,  342-2880 
Christine  Bucy,  M.D.,  Beresford,  763-5002 
John  Rittmann,  M.D.,  Watertown,  886-8482 
Harvey  Hart,  M.D.,  Aberdeen,  226-1551 

These  members  represent  the  Board  of  Directors  and  Education 
Committee. 


SDAFP  Repeat  Award  Winner 

For  the  second  consecutive  year  SDAFP  has  received  a first 
place  national  award  from  AAFP  for  resident  membership.  This 
award  is  given  for  having  achieved  100%  family  practice  resident 
affiliate  membership  enrollment. 

The  award  plaque  was  received  at  the  AAFP  Assembly  in  New 
Orleans  and  will  be  placed  in  the  Family  Practice  Center  in  Sioux 
Falls. 


National  Conference  on  Rural  Primary  Care  Scheduled  for 
March  ’81 

The  AAFP  is  a co-sponsor  of  the  National  Conference  on 
Rural  Primary  Care  which  will  be  held  March  8-11,  1981,  at  the 
Hilton  Convention  Center  in  Denver.  Family  physicians,  family 
practice  residents  and  medical  students  are  encouraged  to  attend. 
This  program  has  been  reviewed  and  is  acceptable  for  15  Pre- 
scribed hours  by  the  American  Academy  of  Family  Physicians. 

As  a principal  co-sponsor  of  the  conference  with  the  National 
Rural  Primary  Care  Association,  the  AAFP  Commission  on 
Health  Care  Services  has  planned  an  excellent  series  of  CME 
courses  designed  for  those  engaged  in  rural  family  practice.  In 
addition,  the  AAFP  has  provided  input  into  planning  the  confer- 
ence workshops;  approximately  50  will  be  offered.  Academy 
President  Sam  A.  Nixon  will  make  a major  address  at  the  confer- 
ence. 

For  additional  information  and  preregistration  material,  call 
Academy  headquarters  at  (800)821-2512  and  ask  for  extension 
343. 
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We’ll  make  you  only  one  promise.  When  you  start 
working  to  make  your  future  happen,  we’ll  be  there 
And  whatever  direction  you  take  in  life,  remember, 
you  can  always  come  home  to  FIRSTSioux  Falls. 


# RrstSiouxF^ls 

People  Banking  on  People 


MAIN  OFFICE  • EXPRESS  BANK  • WESTERN  MALL  BRANCH 
INDUSTRIAL  BRANCH  • EMPIRE  BRANCH  • BALTIC  • DELL  RAPIDS 

The  First  National  Bank  in  Sioux  Falls  Member  F.D.I.C. 


Each  capsule  contains 
5 mg  chlordiazepoxide  HCl 
and  2.5  mg  clidinium  Br 


antianxiety/antisecretory/antispasmodic 

for  adjunctive  therapy  of  duodenal  ulcer* 
and  irritable  bowel  syndrome* 


Librax 

Please  consult  complete  prescribing  informa- 
tion, a summary  of  which  follows: 

Indications;  Based  on  a review  of  this 
drug  oy  the  National  Academy  of 
Sciences — National  Research  Council 
and/or  other  information,  FDA  has  classi- 
fied the  indications  as  follows 
'Possibly ' effective  as  adjunctive  therapy 
in  the  treatment  of  peptic  ulcer  and  in  the 
treatment  of  the  irritable  bowel  syndrome 
(irritable  colon  spastic  colon,  mucous  col- 
itis) and  acute  enterocolitis 
Final  classification  of  the  less-than- 
effective  inareat'cns  requires  further 
investigation 

Contraindications:  Giaucoma  prostatic  hyper- 
trophy, benign  bladder  neck  obstruction,  hyper- 
sensitivity to  chlordiazepoxide  HCl  ana  or 
ciidmium  Bromide 

Warnings:  Caution  patrents  about  possible  com- 
bined effects  with  alcohol  and  other  CNS 
depressants,  ana  agamst  haza'dous  occupations 
requiring  complete  mental  alertness  fe  g operat- 
ing machinery  arivmg)  Physica'  and  psychologi- 
cal dependence  rareiy  repodec  on  recommenoea 
aoses.  but  use  caution  m administering  L'br.um* 
(chlordiazepoxide  HCl  Roche)  to  known  addic- 


tion-prone individuals  or  those  who  might  increase 
dosage,  withdrawal  symptoms  (including  con- 
vulsions) reported  following  discontinuation  of  the 
drug 

Usage  in  Pregnancy:  Use  of  minor  tran- 
quilizers during  first  trimester  should 
almost  always  be  avoided  because  of 
increased  risk  of  congenital  malforma- 
tions as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when 
instituting  therapy.  Advise  patients  to 
discuss  therapy  if  they  intend  to  or  do 
become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation 
may  occur 

Precautions:  In  elderly  and  debilitated,  limit  dos- 
age to  smallest  effective  amount  to  preclude 
ataxia,  oversedation  confusion  (no  more  than  2 
capsuies'day  initially,  increase  gradually  as 
needed  and  tolerated)  Though  generally  not 
recommended,  if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully  consider 
pharmacology  of  agents,  particularly  potentiating 
drugs  such  as  MAO  inhibitors,  phenothiazines 
Observe  usual  precautions  in  presence  of  im- 
paired renal  or  hepatic  function  Paradoxical 
reactions  reported  in  psychiatric  patients  Employ 
usual  precautions  m treating  anxiety  states  with 
evidence  of  impending  depression  suiC'dai  tend- 
encies may  be  present  and  protective  measures 
necessary  Variable  effects  on  blood  coaguiat-on 
reported  very  rarely  in  patients  receiving  the  drug 


and  oral  anticoagulants  causal  relationship  not 
established 

Adverse  Reactions:  No  side  effects  o<-  manifes- 
tations not  seen  with  either  compound  alone 
reported  with  Librax  When  chlordiazepoxide  HCl 
is  used  alone  drowsiness  ataxre.  confusion  may 
occu'  especially  in  elderly  ana  debilitated,  avoid- 
able in  most  cases  by  preper  dosage  ad|ustment 
but  also  occasionally  observed  at  lowe'  dosage 
ranges  Syncope  reported  in  a few  nstances  Also 
encountered  isolated  instances  of  skm  erections 
edema,  minor  menstrual  irregu'arities  nausea  and 
constipation,  extrapyramidal  symptoms  increased 
and  decreased  libido— all  infrequent  generally 
controlled  with  dosage  reduction,  changes  in  EEG 
patterns  may  appear  during  and  after  treatment, 
blood  dyscrasias  (including  agranulocytosis), 
laundice  hepatic  dysfunction  reported  occasion- 
ally with  chlordiazepoxide  HCl.  making  periodic 
blood  counts  and  liver  function  tests  advisable 
during  protracted  therapy  Adverse  effects  re- 
ported with  Librax  typical  of  anticholinergic 
agents,  i e . dryness  of  mouth,  blurring  cf  vision 
urinary  hesitancy,  constipation  Const'pation  has 
occurred  most  often  when  Librax  therapy  -s  com- 
bined with  other  spasmolytics  and  low  residue 
diets 


Roche  Products,  Inc 
Manati.  Puerto  Rico  OO'i’Ot 


'The  Family  of  Man " by  h.  oerir  Moretti, 
a statuary  in  crystal  symbci  .ting  tne  broad  range  of 
hypertensive  patients  eligible  for  therapy  with  Cafapres 
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It’s  for  all  kinds  of  hypeitAlfeS 

• Unlike  beta  blockers,  Catapres'  has  nd  c0htr^m^'^Hop§. 

• Catapres  can  be  useful  even  in  these  patients  with. 

Congestive  heart  failure  Allergic  rhinitis  ^ 

Ventricular  hypertrophy  Hepatic  disease 
Hyperglycemia  Hyperuricemia 

Diabetes  mellitus  Gouty  arthritis 

Bronchial  asthma  Sulfonamide  hypersensitivity 

Like  any  antihypertensive,  use  with  caution  in  severe 
coronary  insufficiency,  recent  myocardial  infarction, 
cerebrovascular  disease  or  chronic  renal  failure. 

work/play— normal  hemodynamic  responses  to  exercise  maintained. 

love  —low  incidence  of  impotence  and/or  loss  of  libido: 

2.8%  in  1 ,923  patients  studied."' 

cardiac  output— tends  to  return  to  control  values  during  long-term  therapy, 
blood  flow— preserved  in  kidney. 

No  Single  Advantage  Determines  Drug  Choice. 

Other  factors  must  include: 


The  drug’s  effectiveness  in  a given  patient,  its 
side  effects,  warnings,  precautions,  tolerance, 
etc.  A rational  therapeutic  choice  depends  on  a 
careful  assessment  of  all  such  factors. 

'■Central  alpha-adrenergic  stimulation  decreases  sympathetic  outflow  from  ^ 

the  brain,  as  shown  in  animal  studies. 

1,  Data  on  file  at  Boehringer  Ingelheim  Ltd. 

l^ease  see  last  page  for  brief  summary,  including  m 

i^^nings,  precautions,  and  adverse  reactions.  — jU! 


w available  in  new 


1 Tablets  of  C 

uatapi 

(clonidine  "hCI) 

Hypertensioi 


It’s  for  all  kinds 
of  hypertensives 


Tablets  of  0.1, 0.2, 0.3  mg 


(clonidine  HCI) 


• No  contraindications. 

• Effective  in  all  degrees  of  hypertension.  It  is  mild  to 
moderate  in  potency. 

• Low  incidence  of  depression,  impotence,  orthostatic 
hypotension— no  fatal  hepatotoxicity. 

• Preserves  kidney  blood  flow. 

Most  common  side  effects  are  dry  mouth,  drowsiness, 
and  sedation  which  generally  tend  to  diminish  with  time. 


The  usual  starting  dose  of  Catapres  is  0.1  mg  at  break- 
fast and  0.1  mg  at  bedtime.  Some  patients  may  benefit 
from  a starting  dose  of  0.1  mg  at  bedtime. 

Usual  daily  dose  range— 0.2— 0.8  mg 

Maximum  daily  dose— 2.4  mg 

Doses  as  high  as  this  have  rarely  been  employed. 

For  optimal  results,  the  dose  of  Catapres  must  be 
adjusted  according  to  the  patient’s  individual  blood 
pressure  response. 


Catapres® 

(clonidine  hydrochloride) 

Tablets  of  0.1, 0.2, 0.3  mg 

Indication:  The  drug  is  indicated  in  the  treatment  of  hypertension.  As  an  anti- 
hypertensive drug,  Catapres  (clonidine  hydrochloride)  is  mild  to  moderate  in 
potency.  It  may  be  employed  in  a general  treatment  program  with  a diuretic  and/or 
other  antihypertensive  agents  as  needed  for  proper  patient  response. 

Warnings:  Tolerance  may  develop  in  some  patients  necessitating  a reevaluation 
of  therapy. 

Usage  In  Pregnancy:  In  view  of  embryotoxic  findings  in  animals,  and  since 
information  on  possible  adverse  effects  in  pregnant  women  is  limited  to  uncon- 
trolled clinical  data,  the  drug  is  not  recommended  in  women  who  are  or  may 
become  pregnant  unless  the  potential  benefits  outweigh  the  potential  risk  to 
mother  and  fetus. 

Usage  in  Children:  No  clinical  experience  is  available  with  the  use  of  Catapres 
(clonidine  hydrochloride)  in  children. 

Precautions:  When  discontinuing  Catapres  (clonidine  hydrochloride),  reduce  the 
dose  gradually  over  2 to  4 days  to  avoid  a possible  rapid  rise  in  blood  pressure  and 
associated  subjective  symptoms  such  as  nervousness,  agitation,  and  headache. 
Patients  should  be  instructed  not  to  discontinue  therapy  without  consulting  their 
physician.  Rare  instances  of  hypertensive  encephalopathy  and  death  have  been 
recorded  after  cessation  of  clonidine  hydrochloride  therapy.  A causal  relationship 
has  not  been  established  in  these  cases.  It  has  been  demonstrated  that  an 
excessive  rise  in  blood  pressure,  should  it  occur,  can  be  reversed  by  resumption  of 
clonidine  hydrochloride  therapy  or  by  intravenous  phentolamine.  Patients  who 
engage  in  potentially  hazardous  activities,  such  as  operating  machinery  or  driving, 
should  be  advised  of  the  sedative  effect.  This  drug  may  enhance  the  CNS- 
depressive  effects  of  alcohol,  barbiturates  and  other  sedatives.  Like  any  other 
agent  lowering  blood  pressure,  clonidine  hydrochloride  should  be  used  with 
caution  in  patients  with  severe  coronary  insufficiency,  recent  myocardial  infarction, 
cerebrovascular  disease  or  chronic  renal  failure. 

As  an  Integra!  part  of  their  overall  long-term  care,  patients  treated  with  Catapres 
(clonidine  hydroc  .londe)  should  receive  periodic  eye  examinations.  While,  except 
for  some  dryness  of  the  eyes,  no  drug-related  abnormal  ophthalmologic  findings 
have  been  recorded  with  Catapres  (clonidine  hydrochloride),  in  several  studies 
the  drug  produced  a dose-dependent  increase  in  the  incidence  and  severity  of 


spontaneously  occurring  retinal  degeneration  in  albino  rats  treated  for  6 months  or 
longer. 

Adverse  Reactions:  The  most  common  reactions  are  dry  mouth,  drowsiness  and 
sedation.  Constipation,  dizziness,  headache,  and  fatigue  have  been  reported. 
Generally  these  effects  tend  to  diminish  with  continued  therapy.  The  following 
reactions  have  been  associated  with  the  drug,  some  of  them  rarely.  (In  some 
instances  an  exact  causal  relationship  has  not  been  established.)  These  include: 
Anorexia,  malaise,  nausea,  vomiting,  parotid  pain,  mild  transient  abnormalities  in 
liver  function  tests;  one  report  of  possible  drug-induced  hepatitis  without  icteois 
and  hyperbilirubinemia  in  a patient  receiving  clonidine  hydrochtoride,  chlor- 
thalidone and  papaverine  hydrochloride.  Weight  gain,  transient  elevation  of  blood 
glucose,  or  serum  creatine  phosphokinase:  congestive  heart  failure,  Raynaud’s 
phenomenon;  vivid  dreams  or  nightmares,  insomnia,  other  behavioral  changes, 
nen/ousness,  restlessness,  anxiety  and  mental  depression.  Also  rash,  an- 
gioneurotic edema,  hives,  urticaria,  thinning  of  the  hair,  pruritus  not  associated 
with  a rash,  impotence,  urinary  retention,  increased  sensitivity  to  alcohol,  dryness, 
itching  or  burning  of  the  eyes,  dryness  of  the  nasal  mucosa,  pallor,  gynecomastia, 
weakly  positive  Coombs’  test,  asymptomatic  electrocardiographic  abnormalities 
manifested  as  Wenckebach  period  or  ventricular  trigeminy. 

Overdosage:  Profound  hypotension,  weakness,  somnolence,  diminished  or  ab- 
sent reflexes  and  vomiting  followed  the  accidental  ingestion  of  Catapres  (clonidine 
hydrochloride)  by  several  children  from  19  months  to  5 years  of  age.  Gastric 
lavage  and  administration  of  an  analeptic  and  vasopressor  led  to  complete  re- 
covery within  24  hours.  Tolazoline  in  intravenous  doses  of  10  mg  at  30-minute 
intervals  usually  abolishes  all  effects  of  Catapres,  (clonidine  hydrochloride)  over- 
dosage. 

How  Supplied:  Catapres,  brarxl  of  clonictne  hydrochloride,  is  available  as  0.1  mg 
(tan)  atxl  0.2  mg  (orange)  oval,  single-scored  tablets  in  bottles  of  100  and  1000.  Also 
available  as  0.3  mg  (peach)  oval,  single-scored  tablets  in  bottles  of  100 

For  cornplete  details,  please  see  full  prescrtong  information. 

Under  license  from  Boehringer  Ingelheim  GmbH 

Boehringer  Boehringer  Ingelheim  Ltd. 

Ingelheim  Riidgefield,  CT  06877 
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The  Great  Silent  Peer  Review 

There  is  no  question  in  my  mind  that  the  greatest 
aspect  of  peer  review  is  that  unseen  and  silent  por- 
tion which  deals  with  a doctor’s  conscience  and  a 
doctor’s  obligation.  Another  portion,  which  is  not 
seen  and  reviewed  on  paper,  is  the  awareness  of 
each  physician’s  performance  by  one  another 
through  his  personal  observations  in  the  conduct  of 
the  practice  as  well  as  the  joint  care  rendered  to 
patients  by  one  or  more  doctors  at  a time.  It  has 
been  the  trend  to  replace  the  nonvisible  mecha- 
nisms with  paper  mechanisms  and  documentation 
to  serve  as  graphic  reassurance  that  peer  review  is 
achieved.  There  are  aspects  of  this  which  are  appro- 
priate; however,  the  point  of  this  discussion  is  to 
propose  that  the  inhibitory  regulations,  and  imposi- 
tion of  paper  mechanisms,  are  not  as  strong  as  the 
obligation  and  compassionate  consciousness  that  a 
physician  in  practice  feels  for  his  patient. 

Some  months  ago,  in  reference  to  an  incident 
which  acquired  press  coverage  alleging  improper 
medical  conduct  by  a physician,  the  question  was 
asked  of  the  Medical  Association,  “Why  don’t  you 
doctors  police  yourselves  and  what  mechanisms  ex- 
ist for  the  protection  of  the  public?’’  It  was  strange 
that  this  question  came  from  a portion  of  society 
closely  related  to  the  Judicial  system.  Uniquely, 
even  more  recently,  I have  heard  this  from  high 
ranking  members  of  state  government.  The  answer 
to  their  question  is  quite  simple.  We  do  not  exist  in  a 
state  of  marshall  law  or  a so-called  police  state.  Our 
jurisdiction  upon  each  other’s  performance  does  not 
arbitrarily  rule  the  behavior  of  physicians.  There  is 
great  peer  pressure  and  again  it  is  this  portion  of 
silent  peer  review  which  is  never  seen  or  doc- 
umented but  exists  very  positively. 

All  of  the  contested  actions  of  medical  peer  re- 
view activity  have  become  the  decision  of  the  judi- 
cial system.  In  some  areas  the  medical  community 
and  its  internal  mechanisms,  staff  workings  and 
committee  determinations,  are  looked  on  as  strong 
testimony  to  influence  the  outcome  of  a particular 
case.  This  is  not  assured,  however,  and  we  do  not 
have  in  existence  the  blue  ribbon  jury  system  incor- 
porating experts  of  the  field  as  jury  members  in  the 
decision  on  items  of  medical  context.  A jury  of  our 


nonmedical  peers  makes  a decision  on  many  things 
of  a medical  nature  with  the  assistance  of  the  judge 
and  the  parameters  of  conduct  established  by  the 
judiciary. 

I think  as  we  review  the  PSRO  mechanisms,  as 
they  exist  for  various  portions  of  our  medical  com- 
munity, we  must  constantly  keep  in  mind  that  it  is 
far  better  to  satisfy  our  obligation  in  conscience  re- 
garding the  care  of  a patient  than  to  satisfy  a paper 
regulation.  We  owe  a greater  duty  to  our  patients 
than  to  satisfy  paper  regulations.  When  we  talk  to 
the  laity,  who  are  interested  in  this  aspect  of  our 
profession,  we  must  be  straightforward  to  point  out 
this  philosophy. 

A certain  flavoring  of  the  repugnant  possibility  of 
malpractice  litigation  causes  an  increased  conscious- 
ness to  self  review  by  the  physician.  An  excessive 
fear  of  litigation  in  many  cases  is  counter  productive 
going  beyond  the  self-assessment  and  self  review  to 
produce  a defensive  attitude  often  costly  in  terms  of 
dollars  and  cents  and  possibly  also  in  evading  the 
direct  and  definitive  approach  to  medical  diagnosis 
and  treatment.  I think  we  can  agree  with  the  Bar 
Association  that  they  play  a role  in  the  silent  peer 
review  by  physicians,  as  well  as  the  review  of  many 
legitimate  medical/legal  considerations. 

I realize  at  the  time  of  your  reading  this  Pres- 
ident’s Page  we  will  be  in  the  midst  of  the  holiday 
season.  At  the  moment  of  this  writing,  the  Christ- 
mas spirit  has  not  yet  permeated  our  consciousness. 
I do  want  to  wish  all  the  readers  of  this  message  a 
very  Merry  Christmas  and  a Happy  New  Year.  Re- 
member this  is  our  great  year,  our  100th  year,  and  a 
time  for  each  physician  to  review  the  history  of  his 
profession  relating  his  role  to  those  of  historical  sig- 
nificance. 

Respectfully  submitted, 
Winston  B.  Odland,  M.D.,  President 
South  Dakota  State  Medical  Association 
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Anusol-HC  is  especially  indicated  when  inflammation  is 
present  After  acute  symptoms  subside,  most  patients  can  be 
maintained  on  regular  Anusol®  Suppositories  or  Ointment. 
Contraindications:  Anusol-HC  Suppositories  and  Anusol-HC 
Cream  are  contraindicated  in  those  patients  with  a history  of 
hypersensitivity  to  any  of  the  components  of  the  preparations. 
Warnings:  The  safe  use  of  topical  steroids  during  pregnancy 
has  not  been  fully  established  Therefore,  during  pregnancy, 
they  should  not  be  used  unnecessarily  on  extensive  areas,  in 
large  amounts  or  for  prolonged  periods  of  time. 

Precautions:  Symptomatic  relief  should  not  delay  definitive 
diagnoses  or  treatment 

If  irritation  develops,  Anusol-HC  Suppositories  and 
Anusol-HC  Cream  should  be  discontinued  and  appropriate 
therapy  instituted. 

In  the  presence  of  an  infection  the  use  of  an  appropriate 
antifungal  or  antibacterial  agent  should  be  instituted.  If  a 
favorable  response  does  not  occur  promptly,  the  cortico- 
steroid should  be  discontinued  until  the  infection  has  been 
adequately  controlled. 

Care  should  be  taken  when  using  the  corticosteroid 
hydrocortisone  acetate  in  children  and  infants 

Anusol-HC  is  not  for  ophthalmic  use 
Dosage  and  Administration:  Anusol-HC  Suppositories  — 
Adults:  Remove  foil  wrapper  and  insert  suppository  into  the 
anus  Insert  one  suppository  in  the  morning  and  one  at 


bedtime  for  3 to  6 days  or  until  inflammation  subsides  Theo^« 
maintain  patient  comfort  with  regular  Anusol  Suppositories.  "M 
Anusol-HC  Cream  — Adults:  After  gentle  bathing  and  j 

drying  of  the  anal  area,  remove  tube  cap  and  apply  to  the  S 

exterior  surface  and  gently  rub  in.  For  internal  use,  attach  the  ^ 
plastic  applicator  and  insert  into  the  anus  by  applying  gentle  j 
continuous  pressure.  Then  squeeze  the  tube  to  deliver 
medication.  Cream  should  be  applied  3 or  4 times  a day  for  3 
to  6 days  until  inflammation  subsides.  Then  maintain  patient 
comfort  with  regular  Anusol  Ointment. 

NOTE:  If  staining  from  either  of  the  above  products  occurs, 
the  stain  may  be  removed  from  fabric  by  hand,  or  machine 
washing  with  household  detergent. 

How  Supplied:  Anusol-HC  Suppositories—  boxes  of  12 
(N  0047-0089-12)  and  boxes  of  24  (N  0047-0089-24)  in 
silver  foil  strips  with  Anusol-HC  W/C  printed  in  black. 

Anusol-HC  Cream  — one-ounce  tube  (N  0047-0090-01) 
with  plastic  applicator. 

Store  between  59° -86°  F (15° -30°  C). 

Full  information  is  available  on  request. 

©1980  Warner-Lambert  Company  00022  PD-JA-0234-I-P 
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ANUSOL-HC*  SUPPOSITORIES 

Hemorrhoidal  Suppositories 

ANUSOL-HC®  CREAM 

Rectal  Cream  with  Hydrocortisone  Acetate 

Caution:  Federal  law  prohibits  dispensing  without 

prescription. 

Description:  Each  Anusol-HC  Suppository  contains  hydrocor- 
tisone acetate,  10  0 mg;  bismuth  subgallate,  2 25%;  bismuth 
resorcin  compound,  1.75%;  benzyl  benzoate,  1.2%,  Peruvian 
balsam,  1,8%,  zinc  oxide,  11  0%;  also  contains  the  following 
inactive  ingredients:  dibasic  calcium  phosphate,  and  certified 
coloring  in  a hydrogenated  vegetable  oil  base. 

Each  gram  of  Anusol-HC  Cream  contains  hydrocortisone 
acetate,  5.0  mg,  bismuth  subgallate,  22.5  mg;  bismuth 
resorcin  compound,  17.5  mg;  benzyl  benzoate,  12  0 mg, 
Peruvian  balsam,  18.0  mg;  zinc  oxide,  110  0 mg;  also  contains 
the  following  inactive  ingredients  propylene  glycol,  propyl- 
paraben, methylparaben,  polysorbate  60  and  sorbitan 
monostearate  in  a water-miscible  base  of  mineral  oil,  glyceryl 
stearate  and  water 

Indications:  Anusol-HC  Suppositories  and  Anusol-HC  Cream 
are  adjunctive  therapy  for  the  symptomatic  relief  of  pain  and 
discomfort  in:  external  and  internal  hemorrhoi  is.  proctitis, 
papillitis,  cryptitis,  anal  fissures,  incomplete  fistulas  and  relief  of 
local  pain  and  discomfort  following  anorectal  surgery. 

Anusol-HC  Cream  is  also  indicated  for  pruritus  ani. 
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Masses  (Tuberous  Sclerosis) 

T.  M.  Bailey,  M.D. 

J. M.  Blake,  M.D. 

K.  Z.  Kelts,  M.D. 

R.  G.  Henrickson,  M.D. 

J.  F.  Barlow,  M.D.  May  7 

Eleven  Month  Old  Child  With  Bloody  Diarrhea 
John  D.  Barker,  M.D. 

John  F.  Barlow,  M.D.  June  9 

Twenty-Four  Year  Old  Woman  With  Palpitations 
And  Dyspnea 
Clark  N.  Likness,  M.D. 

Mary  Slattery,  M.D. 

John  F.  Barlow,  M.D.  July  14 

Thirty-Three  Year  Old  Caucasian  Female  With 
Easy  Fatigability 
D.  W.  Foster,  M.D. 

J.  F.  Barlow,  M.D.  Sept.  5 

Forty-Seven  Year  Old  Woman  With  Sudden 
Onset  Of  Asphasia 

Milo  V.  Anderson,  M.D. 

John  F.  Barlow,  M.D.  Oct.  27 

Thirty-Six  Year  Old  Caucasian  Male  With  Dyspnea 
And  A Bilateral  Pulmonary  Infiltrate 
Richard  Honke,  M.D. 

John  F.  Barlow,  M.D.  Nov.  7 

Sixteen  Year  Old  Caucasian  Female  With  Sore  Throat, 
Fatigability  And  Cervical  Lymphadenopathy  Of  One 
Month  Duration 
Steven  E.  Fisher,  M.D. 

John  F.  Barlow,  M.D.  Dec.  13 

Colberg,  C.,  M.D. 

Testicular  Feminization:  Patient  Report  And 
Brief  Review  Of  The  Literature 


M.  DeSai,  M.D. 

B.  Ranney,  M.D. 

C. Johnson,  M.D. 

April  29 

Community  Service  Award 

Aug.  31 

Corrigan,  Bonnie,  M.T. 

A Study  Of  Cervical  Carcinoma  And  Its 
Precursor  Lesions 

Part  I;  Potential  Precursor  Lesions  Of 
Cervical  Neoplasia 
Brooks  Ranney,  M.D. 

Howan  Han,  M.D.  Sept.  21 

A Study  Of  Cervical  Carcinoma  And  Its 
Precursor  Lesions 

Part  II:  Cervical  Dysplasia  And  Carcinoma- 
In-Situ 

Brooks  Ranney,  M.D. 

Howan  Han,  M.D.  Oct.  5 

A Study  Of  Cervical  Carcinoma  And  Its 
Precursor  Lesions 

Part  III:  Invasive  Cervical  Carcinoma, 

Summary  Concerning  Cervical  Neoplasia 
Brooks  Ranney,  M.D. 

Howan  Han,  M.D. 


D 

Deede,  Marcus  C.,  M.D. 

Clinico pathological  Conference 

Forty-Two  Year  Old  Female  With  Sudden  Onset  Of 

Abdominal  Pain 

John  F.  Barlow,  M.D.  March  19 

DeSai,  M.,  M.D. 

Testicular  Feminization:  Patient  Report  And 


Brief  Review  Of  The  Literature 

C.  Colberg,  M.D. 

B.  Ranney,  M.D. 

C.  Johnson, M.D. 

April 

29 

Distinguished  Service  Award 

Aug. 

30 

E 

Editorial 

An  Urgent  Ethical  Challenge 

Jan. 

31 

An  Unhappy  Fairy  Tale 

Richard  L.  Reece,  M.D. 

April 

17 

Ellyin,  Fredrick,  M.D. 

Hypothyroidism:  Practical  Approach  To 
Diagnosis 

May 

19 

F 

Fifty  Year  Club  Members  Aug.  31 

Fisher,  Steven  E.,  M.D. 

Clinicopathological  Conference 
Sixteen  Year  Old  Caucasian  Female  With  Sore 
Throat,  Fatigability  And  Cervical  Lymphadenopathy 
Of  One  Month  Duration 

John  F.  Barlow,  M.D.  Dec.  13 

Foster,  D.  W.,  M.D. 

Clinico  pathologic  Conference 

Thirty-Three  Year  Old  Caucasian  Female  With 

Fatigability 

John  F.  Barlow,  M.D.  Sept.  5 

Fredericks,  Irene,  M.D. 

Unique  Case  Of  Anorexia  Nervosa:  A Review  Paper 
Frederick  E.  Pope,  M.D. 

James  Gaede 

Barbara  Pope  March  9 

Future  Meetings 

Jan.— p.  32,  Feb.— p.  42,  March— p.  36,  April— p.  36,  May— 
p.  40,  June— p.  34,  July— p.  30,  Aug.— p.  50,  Sept.— p.  34, 
Oct.— p.  38,  Nov.— p.  30,  Dec.— p.  36 


G 

Gaede,  James 

A Unique  Case  Of  Anorexia  Nervosa:  A Review  Paper 
Frederick  E.  Pope,  M.D. 

Irene  Fredericks,  M.D. 

Barbara  Pope  March  9 


H 

Han,  Howan,  M.D. 

A Study  Of  Cervical  Carcinoma  And  Its 
Precursor  Lesions 

Nov.  1 5 Part  I:  Potential  Precursor  Lesions  Of 

Cervical  Neoplasia 
Brooks  Ranney,  M.D. 

Bonnie  Corrigan,  M.T.  Sept.  21 


Council  Meeting  Highlights 

March  — p.  29,  June  — p.  28,  Aug.  — p.  10,  Nov.  — p.  22 
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A Study  Of  Cervical  Carcinoma  And  Its 
Precursor  Lesions 
Part  11:  Cervical  Dysplasia  And 
Carcinoma-ln-Situ 
Brooks  Ranney,  M.D. 

Bonnie  Corrigan,  M.T.  Oct.  5 

A Study  Of  Cervical  Carcinoma  And  Its 
Precursor  Lesions 

Part  111:  Invasive  Cervical  Carcinoma, 

Summary  Concerning  Cervical  Neoplasia 
Brooks  Ranney,  M.D. 

Bonnie  Corrigan,  M.T.  Nov.  15 

Henrickson,  R.  G.,  M.D. 

Clinicopathological  Conference 

Eight  Week  Old  Infant  With  Seizures  And 

Renal  Masses  (Tuberous  Sclerosis) 

T.  M.  Bailey,  M.D. 

J.  M.  Blake,  M.D. 

K.  A.  Kelts,  M.D. 

J.  F.  Barlow,  M.D.  May  7 

Honke,  Richard,  M.D. 

Clinicopathological  Conference 
Thirty-Six  Year  Old  Caucasian  Male  With  Dyspnea 
And  A Bilateral  Pulmonary  Infiltrate 
John  F.  Barlow,  M.D.  Nov.  7 

Humphreys,  D.,  M.D. 

Clinicopathlogical  Conference 

Forty  Year  Old  Farmer  With  Chills,  Fever  And 

Left  Upper  Quadrant  Calcification 


G.  S.  Bruins,  M.D. 

D.W.  Ohrt,  M.D. 

John  Barlow,  M.D. 

April  5 

Hypothyroidism:  Practical  Approach  To  Diagnosis 

Fredrick  Ellyin,  M.D. 

May  19 

J 

Johnson,  C.,  M.D. 

Testicular  Feminization:  Patient  Report 
And  Brief  Review  Of  The  Literature 
M.  DeSai,  M.D. 

C.  Colberg,  M.D. 

B.  Ranney,  M.D.  April  29 

K 

Kelts,  K.  A.,  M.D. 

Clinicopathological  Conference 
Eight  Week  Old  Infant  With  Seizures  And 
Renal  Masses  (Tuberous  Sclerosis) 

T.  M.  Bailey,  M.D. 

J.  M.  Blake,  M.D. 

R.  G.  Henrickson,  M.D. 

J.  F.  Barlow,  M.D. 

Krugman,  Richard  D.,  M.D. 

The  Will  E.  Donahoe  Memorial  Lecture, 

Pediatric  Education:  Past,  Present,  Future 

L 

Laboratory  Aids 

South  Dakota  Pathology  Society  Page 
Jan.  — p.  29,  Feb.  — p.  16,  March  — p.  30,  April— p.  34,  May  — 
p.  26,  June  — p.  16,  July  — p.  29,  Aug.  — p.  50,  Sept.  — p.  18, 
Oct.  — p.  22 

Larson,  Leland  J.,  M.D. 

X-Ray  Case  Of  The  Month  Sept.  25 

Letters  To  The  Editor 

May  — p.  35,  Sept.  — p.  28,  Oct  — p.  16,  Dec.  — p.  10 
Likness,  Clark  N.,  M.D. 

Clinicopathological  Conference 
Twenty-Four  Year  Old  Woman  With 
Palpitations  And  Dyspnea 
Mary  Slattery,  M.D. 

John  F.  Barlow,  M.D.  July  14 


Lovrien,  Fred,  M.D. 

Recommendations  For  Care  Of  Children  With 
Insulin  Dependent  Diabetes  Mellitus 
Patricia  J.  Forsman  Bunger,  M.D. 

Thomas  Aceto,  Jr.,  M.D.  June  25 


M 

Minutes  Of  The  House  Of  Delegates  Aug.  12 

Me 

McClafiin,  Richard,  M.D. 

Clinicopathological  Conference 
Sixty-Nine  Year  Old  Caucasian  Male  With  Low 
Grade  Fever  And  Upper  Respiratory  Symptoms 
Of  Three  Week  Duration 
Loren  Tschetter,  M.D. 

John  Barlow,  M.D.  Jan.  21 

N 

Nordstrom,  Don,  M.D. 

X-Ray  Case  Of  The  Month 

Radiation  Pneumonitis  And  Fibrosis  Following 

Radiation  For  Carcinoma  Of  The  Breast  Feb.  9 

O 

Odland,  Winston  Bryant,  M.D. 

President’s  Page 

June  — p.  17,  July  — p.  21,  Aug.  — p.  35,  Sept.  — p.  15,  Oct.  — p. 
15,  Nov.  — p.  13,  Dec.  — p.  29 

Ohrt,  David  W.,  M.D. 

Clinicopathological  Conference 
Forty  Year  Old  Farmer  With  Chills,  Fever 
And  Left  Upper  Quadrant  Calcification 
George  S.  Bruins,  M.D. 

Donald  Humphreys,  M.D. 

John  F.  Barlow,  M.D.  April  5 

P 

Pope,  Barbara 

A Unique  Case  Of  Anorexia  Nervosa,  A Review  Paper 
Frederick  E.  Pope,  M.D. 

Irene  Fredericks,  M.D. 

James  Gaede  March  9 

Pope,  Frederick  E.,  M.D. 

A Unique  Case  Of  Anorexia  Nervosa,  A Review  Paper 
Irene  Fredericks,  M.D. 

James  Gaede 

Barbara  Pope  March  9 

President’s  Page 

Jan.  — p.  17,  Feb.  — p.  27,  March  — p.  17,  April— p.  23,  May— 
p.  15,  June— p.  17,  July  — p.  21,  Aug.  — p.  35,  Sept.  — p.  15, 
Oct.  — p.  15,  Nov  — p.  13,  Dec  — p.  29 

R 

Ranney,  Brooks,  M.D. 

A Study  Of  Endometrial  Carcinoma  And 
Potential  Precursor  Lesions  (Part  II)  Jan.  5 

Testicular  Feminization:  Patient  Report  And 
Brief  Review  Of  The  Literature 
M.  DeSai,  M.D. 

Craig  Colberg,  M.D. 

C.  Johnson,  M.D.  April  29 

A Study  Of  Cervical  Carcinoma  And  Its 
Precursor  Lesions 
Part  I:  Potential  Precursor  Lesions 
Of  Cervical  Neoplasia 
Howan  Han,  M.D. 

Bonnie  Corrigan,  M.T.  Sept.  21 


May  7 

Feb.  21 
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Month  Page 


Month  Page 


A Study  Of  Cervical  Carcinoma  And  Its 

Precursor  Lesions 

Part  II:  Cervical  Dysplasia  And 

Carcinoma-In-Situ 


Howan  Han,  M.D. 


Bonnie  Corrigan,  M.T. 

A Study  Of  Cervical  Carcinoma  And  Its 
Precursor  Lesions 

Oct. 

5 

Part  III:  Invasive  Cervical  Carcinoma, 
Summary  Concerning  Cervical  Neoplasia 

Howan  Han,  M.D. 

Bonnie  Corrigan,  M.T. 

Nov. 

15 

Read,  Ralph  L.,  M.D. 

Ultrasound  Case  Of  The  Month 

May 

30 

X-Ray  Case  Of  The  Month 

Dec. 

7 

Reaney,  Duane,  M.D. 

President’s  Page 

Jan.— p.  17,  Feb.  — p.  27,  March— p.  17,  April— p.  23,  May— 
p.15 

Recommendations  For  Care  Of  Children  With 
Insulin  Dependent  Diabetes  Mellitus 
Patricia  J.  Forsman  Bunger,  M.D. 

Thomas  Aceto,  Jr.,  M.D. 


Fred  Lovrien,  M.D. 

June 

25 

Reece,  Richard  L.,  M.D. 

Editorial 

An  Unhappy  Fairy  Tale 

April 

17 

Roster — A Iphabetical 

Aug. 

44 

Roster— By  District 

Aug. 

41 

S 

Slattery,  Mary,  M.D. 

Clinicopathological  Conference 
Twenty-Four  Year  Old  Woman  With 
Palpitations  And  Dyspnea 
Clark  N.  Likness,  M.D. 

John  F.  Barlow,  M.D.  July  14 

South  Dakota  Academy  Of  Family  Physicians 
Chapter  News 

Jan.— p.  19,  Feb.  — p.  15,  March— p.  27,  April— p.  24,  May— 
p.  23,  June— p.  16,  July— p.  27,  Aug.— p.  39,  Sept.  — p.  31, 
Oct.  — p.  19,  Nov.— p.  29,  Dec.— p.  23 


Study  Of  Endometrial  Carcinoma  And  Potential 
Precursor  Lesions,  A (Part  II) 

Brooks  Ranney,  M.D.  Jan.  5 

Study  Of  Cervical  Carcinoma  And  Its 
Precursor  Lesions,  A 
Part  1:  Potential  Precursor  Lesions  Of 
Cervical  Neoplasia 

Brooks  Ranney,  M.D. 

Howan  Han,  M.D. 

Bonnie  Corrigan,  M.T.  Sept.  21 

Study  Of  Cervical  Carcinoma  And  Its 

Precursor  Lesions,  A 

Part  II:  Cervical  Dysplasia  And 

Carcinoma-In-Situ 

Brooks  Ranney,  M.D. 

Howan  Han,  M.D. 

Bonnie  Corrigan,  M.T.  Oct.  5 

Study  Of  Cervical  Carcinoma  And  Its 

Precursor  Lesions,  A 

Part  III:  Invasive  Cervical  Carcinoma, 

Summary  Concerning  Cervical  Neoplasia 
Brooks  Ranney,  M.D. 

Howan  Han,  M.D. 

Bonnie  Corrigan,  M.T.  Nov.  15 


South  Dakota  Pathology  Society  Page 
Laboratory  Aids 

Jan.— p.  29,  Feb.— p.  16,  March— p.  30,  April— p.  34,  May— 
p.  26,  June-p.  16,  July-p.  29,  Aug.-p.  50,  Sept.-p.  18, 
Oct.— p.  22 


T 

Testicular  Feminization  Patient  Report 
And  Brief  Review  Of  The  Literature 
M.  DeSai,  M.D. 

C.  Colberg,  M.D. 

B.  Ranney,  M.D. 

C.  Johnson,  M.D.  April  29 

This  Is  Your  Medical  Association 

Jan.— p.  28,  Feb.— p.  40,  April— p.  35,  July— p.  23,  Aug.— p. 
33,  Sept.— p.  33,  Oct.— p.  35 
Transactions  Of  The  South  Dakota  State  Medical 
Association  Ninety-Ninth  Annual  Meeting  Aug.  9 

Tschetter,  Loren,  M.D. 

Clinicopathological  Conference 
Sixty-Nine  Year  Old  Caucasian  Male  With  Low 
Grade  Fever  And  Upper  Respiratory  Symptoms 
Of  Three  Week  Duration 
Richard  McClaflin,  M.D. 

John  Barlow,  M.D. 

U 

Ultrasound  Case  Of  The  Month 
Ralph  L.  Read,  M.D. 

Unique  Case  Of  Anorexia  Nervosa,  A 
A Review  Paper 

Frederick  E.  Pope,  M.D. 

Irene  Fredericks,  M.D. 

James  Gaede 
Barbara  Pope 

W 

Will  E.  Donahoe  Memorial  Lecture,  The 

Pediatric  Education:  Past,  Present,  Future 
Richard  D.  Krugman,  M.D.  Feb.  21 


Jan.  21 


May  30 


March  9 


X 

X-Ray  Case  Of  The  Month 

Radiation  Pneumonitis  And  Fibrosis  Following 
Radiation  For  Carcinoma  Of  The  Breast 
Don  Nordstrom,  M.D.  Feb. 

X-Ray  Case  Of  The  Month 

Leland  J.  Larson,  M.D.  Sept. 

X-Ray  Case  Of  The  Month 

Ralph  L.  Read,  M.D.  Dec. 


9 

25 

7 


A CENTENNIAL  NOTE- 

The  first  annual  meeting  to  form  a medical  society 
in  and  for  the  Dakota  Territory  was  held  on  June  3, 
1882  at  Milbank  in  the  parlor  of  the  Grand  Central 
Hotel.  Dr.  A.  Grant  of  Bath  was  elected  temporary 
chairman  and  Dr.  W.  E.  Duncan  of  Ellendale  be- 
came temporary  secretary.  Membership  in  the  new 
society  consisted  of  permanent  members  and  cor- 
responding members.  Each  physician  was  assessed 
an  annual  fee  of  $2.00. 
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December  is 

ENDOWMENT  MONTH 

A Special  Time  to 
Support  the 

SOUTH  DAKOTA  MEDICAL  SCHOOL 
ENDOWMENT  ASSOCIATION 

Your  contribution* 

# Provides  loans  to  students  at  the  USDSAA 

# Provides  monies  for  the  Dean's  Fund  at  the  USDSAA 

^ Provides  other  assistance  to  the  USDSAA  and  its 
students  and  faculty 

HELP  US  HELP  OTHERS  - BE  GENEROUS! 

Send  your  check  today  to: 

S.D.  Medical  School  Endowment  Assn. 

608  West  Ave.  N. 

Sioux  Falls,  S.D.  57104 

*Tax  deductible 
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Future  Meetings 

D 

January 

Internal  Medicine  Update,  Sioux  Valley  Hospital,  Sioux  Falls, 
SD,  January  7.  Category  I credit  hrs.  Contact:  Int.  Med.  Dept., 
USDSM,  McKennan  Hospital,  Sioux  Falls,  SD  57101. 


Ophthalmology  Clinical  Conference,  U.  of  Iowa  Coll,  of  Med., 
Iowa  City,  lA,  Jan.  7.  Category  1 credits.  Contact:  Richard  M. 
Caplan,  M.D.,  Assoc.  Dean  for  CME,  U.  of  Iowa  Coll,  of 
Med.,  Iowa  City,  lA  52242. 


Advances  in  Internal  Medicine  West  River  Lectures-Cardiolo- 

gy,  V.A.  Hospital,  Ft.  Meade,  SD.  Jan.  8.  Category  I credit  hrs. 
Contact:  Int.  Med.  Dept.,  USDSM,  McKennan,  Hospital, 
Sioux  Falls,  SD  57101. 


Neurology  Lecture  Series  — Neurological  Complications  of 
Collagen  Disorders,  V.A.  Hosp.,  Ft.  Meade,  SD,  Jan.  8.  Cate- 
gory I credit  hrs.  Contact:  Neurology  Dept.,  USDSM,  McKen- 
nan, Hospital,  Sioux  Falls,  SD  57101. 


Neurology  Lecture  Series— Advanced  Clinical  Neurology,  V.A. 
Hosp.,  Hot  Springs,  SD,  Jan.  9.  Category  I credit  hrs.  Contact: 
Neurology  Dept.,  USDSM,  McKennan,  Hospital,  Sioux  Falls, 
SD  57101. 


Advances  in  Internal  Medicine  West  River  Lectures  — Cardi- 
ology, V.A.  Hosp.,  Hot  Springs,  SD,  Jan.  9.  Category  I credit 
hrs.  Contact:  Int.  Med.  Dept.,  USDSM,  McKennan,  Hospital, 
Sioux  Falls,  SD  57101. 


Pediatric  Update,  Sioux  Valley  Hosp.,  Sioux  Falls,  SD,  Jan.  14. 
Category  I credit  hrs.  Contact:  Pediatric  Dept.,  USDSM, 
McKennan,  Hospital,  Sioux  Falls,  SD  57101. 


Neurology  Lecture  Series  — Common  Cerebrovascular  Disor- 
ders, Yankton  Human  Services  Ctr.,  Yankton,  SD,  Jan  15. 
Category  I credit  hrs.  Contact:  Dept,  of  Neurology, 
USDSM,  McKennan  Hosoital,  Sioux  Falls,  SD  57101. 


Psychiatry  Lecture  Series  — Psychiatric  Syndromes  Associa- 
tion with  Alcoholism,  V.A.  Hosp.,  Ft.  Meade,  SD,  Jan.  15. 
Contact:  Psychiatry  Dept.,  USDSM,  McKennan,  Hospital, 
Sioux  Falls,  SD  57101. 


Basic  Medical  Hypnosis,  The  Stanford  Court,  San  Francisco, 
CA,  Jan.  16-18.  21  hrs.  AMA  Category  I credits.  Fee:  $545. 
Contact:  Dr.  Elizabeth  C.  Gerst,  Dir.  Cont.  Ed.  Center,  Co- 
lumbia Univ.,  630  W.  168th  St.,  New  York,  NY  10032. 


Internal  Medicine  Update,  Sioux  Valley  Hosp.,  Sioux  Falls,  SD, 
Jan.  21.  Category  1 credit  hrs.  Contact:  Int.  Med.  Dept., 
USDSM,  McKennan  Hospital,  Sioux  Falls,  SD  57101. 


Radiation  Therapy  Seminar,  U.  of  Iowa  Coll,  of  Med.,  Iowa 
City,  lA,  Jan.  22.  Category  1 credits.  Contact:  Richard  M.  Cap- 
lan, M.D.,  Assoc.  Dean  for  CME,  U.  of  Iowa  Coll,  of  Med., 
Iowa  City,  lA  52242. 


Neurology— A Refresher  Course  “Pain  Complaints”,  Redfield 
State  Hosp.,  Redfield,  SD,  Jan.  23.  Category  1 credit  hrs.  Con- 
tact: Neurology  Dept.,  USDSM,  McKennan,  Hospital,  Sioux 
Falls,  SD  57101. 


Cardiology  Today,  U.  of  Iowa  Coll,  of  Med.,  Iowa  City,  lA,  Jan. 
26-30.  30  hrs.  Category  1 credit.  Fee:  $275.  Contact:  Carl  W. 
White,  M.D.,  Card.  Div.,  U.  of  Iowa  Hosp.  & Clinics,  Iowa 
City,  lA  52242. 


February 

Ophthalmology  Clinical  Conference,  U.  of  Iowa  Coll,  of  Med., 
Iowa  City,  lA,  Feb.  4.  Category  1 credits.  Contact:  Richard  M. 
Caplan,  M.D.,  Assoc.  Dean  for  CME,  U.  of  Iowa  Coll,  of 
Med.,  Iowa  City,  lA  52242. 


Basic  Medical  Hypnosis,  Disney  Complex,  Orlando,  FL,  Feb. 
6-8.  21  hrs.  AMA  Category  I credits.  Fee:  $545.  Contact:  Dr. 
Elizabeth  C.  Gerst,  Dir.  Cont.  Ed.  Center,  Columbia  Univ., 
630  W.  168th  St.,  New  York,  NY  10032. 


Basic  Medical  Hypnosis,  Camino  Real,  Can  Cun,  Mexico,  Feb. 
20-22.  21  hrs.  AMA  Category  I credits.  Fee:  $545.  Contact:  Dr. 
Elizabeth  C.  Gerst,  Dir.  Cont.  Ed.  Center,  Columbia  Univ., 
630  W.  168th  St.,  New  York,  NY  10032. 


Pediatric  Update  — 1981,  Marbella,  Spain  (on  the  Costa  del  Sol), 
Feb.  28-March  8,  20  hrs.  AAFP  & AMA  Category  I credits. 
Fee:  $185  plus  $315  MAP.  Contact:  Cont.  Ed.  Coordinator, 
Long  Island  Jewish-Hillside  Med.  Center,  New  Hyde  Park, 
NY  11042.  Phone:  (212)  470-2114. 


March 

Basic  Medical  Hypnosis,  Royal  Orleans,  New  Orleans,  LA, 
March  6-8,  21  hrs.  AMA  Category  I credits.  Fee:  $545.  Con- 
tact: Dr.  Elizabeth  C.  Gerst,  Dir.  Cont.  Ed.  Center,  Columbia 
Univ.,  630  W.  168th  St.,  New  York,  NY  10032. 


Rural  Health  Care  in  the  80’s:  A Declaration  of  Independence, 

Denver  Hilton  Convention  Ctr.,  Denver,  CO,  March  8-11. 
Contact:  National  Conference,  NRPCA,  Box  1211,  Waterville, 
Maine  04901. 


Second  Annual  Mammoth  Mountain  Emergency  Medicine  Ski 
Conference,  Mammoth  Lakes,  CA,  March  8-14.  25  hrs.  AAFP 
& AMA  Category  I credits.  Fee:  $290.  Contact:  Medical  Con- 
ferences, Inc.,  P.O.  Box  52-B,  Newport  Beach,  CA  92662. 
Phone:  (714)  642-7080. 


3rd  Annual  Automation  Forum  and  6th  Annual  Meeting  of  the 
American  Blood  Commission,  Crown  Center  Hotel,  Kansas 
City,  MO,  March  19-20.  Contact:  Nancy  R.  Holland,  1901  N. 
Ft.  Myer  Dr.,  Ste.  300,  Arlington,  VA  22209.  Phone:  (703) 
522-8414. 
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